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AN EXPERIMENTAL STUDY IN THE PREVENTION 
OF HOSPITALIZATION OF SCHIZOPHRENICS 


Thirty Months of Experience" 


SIMON DINITZ,** FRANK R. SCARPITTI,] JOSEPH L. ALBINI, 
MARK LEFTON $ and BENJAMIN PASAMANICK 88 


An experimental home care program for schizophrenics utilizing public health 
nursing practices and psychoactive drugs indicated that hospitalization of more 
than three-fourths was prevented during the 30 months of the study in contrast 
to only one-third in a placebo control group. Significant savings in total days 


of hospitalization also were observed. 


Te PAPER DESCRIBES an experimental 
study which attempted to evaluate the 
feasibility and effectiveness of a unique, 
though relatively modest, program of 
home care treatment for schizophrenic 
patients. 

The study herein reported is especially 
timely since recent proposals in the 
United States and elsewhere have called 
for the establishment of home and com- 


munity care programs to prevent hos- 
pitalization in certain types of mental 
illness. These proposals have been gener- 
ated by the alleged failure of the tradi- 
tional mental hospital as a therapeutic 
institution; by the desire to prevent the 
social stigma customarily imposed by 
society on the hospitalized mentally ill; 
by the need to prevent the alienation 
from family and friends often associated 


* This study was supported by a grant (MH 07874) of the Public Health Service, National 


Institute of Mental Health. 


We wish to express our gratitude to Dr. Athan Karras and to Mr. Gene Priddy for their 


contributions. 


Smith, Kline and French Laboratories and Sandoz, Inc., supplied the drugs used in this 


study. 


** Professor of Sociology, Ohio State University. 
t Assistant Professor of Sociology, Rutgers University. 
t Assistant Professor of Sociology, Bowling Green State University. 
8 Associate Professor of Sociology, Western Reserve University. 

88 Professor of Psychiatry, Ohio State University. 
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with prolonged institutionalization, and, 
most importantly, by the advent of the 
ataractic drugs which make such pro- 
grams possible. 

These proposals have resulted in the 
passage of legislation in the U.S. estab- 


lishing community mental health centers. . 


Once operative, these centers will 
theoretically function to provide patients 
with adequate care, supervision and 
treatment in the community. In view of 
this new emphasis, the preliminary re- 
sults of this study may suggest what 
might reasonably be expected from the 
home care approach. These results were 
Obtained during 30 months of a con- 
trolled study of the relative efficacy of 
maintaining schizophrenic patients at 
home under nursing care (with and with- 
out drug therapy) as opposed to hospital- 
ization. 


STUDY DESIGN 

The design of this controlled study 
and the problems encountered in its im- 
plementation have been described in de- 
tail in a previous paper. Only a brief 
summary statement of the methodology 
will be included,? 

Tn the latter part of 1961 a study cen- 
ter (called the Institute Treatment Cen- 
ter) was established in downtown Louis- 
ville, Kentucky. Staffed by a director, a 
part-time psychiatrist, a psychologist, a 
social worker and five nurses with pub- 
lic health nursing experience, this cen- 
ter was given responsibility for the 
conduct of the study. The establishment 
of this facility at some distance from 
Central State Hospital, located outside 
of Louisville, necessitated the employ- 
ment on a part-time basis of a psychia- 
trist from that hospital to Screen all 
newly admitted patients and to deter- 


mine their eligibility for inclusion in 
the study. Newly admitted state hos- 
pital patients and relatives were brought 
to the Treatment Center and interviewed 
if the patients met the following criteria: 
a diagnosis of schizophrenia, non-suicidal 
or homicidal, age between 18 and 60 
years, residence in Louisville or the nine 
surrounding counties and having a family 
or someone else willing to provide super- 
vision at home. If the staff psychiatrist 
confirmed the diagnosis and deemed the 
patient suitable for the program and if 
the family expressed willingness to co- 
operate, the patient was accepted for 
the study. Using a deck of random cards, 
the director assigned the patient to one 
of three groups approximately as fol- 
lows: home on drugs (40 per cent), 
home on placebo (30 per cent), or hos- 
pital control (30 per cent). 

The randomly assigned hospital con- 
trol patients immediately were returned 
to Central State Hospital. The home 
care patients were returned to their 
families. Shortly after return home the 
public health nurse assigned to the case 
visited the patient and family. The same 
nurse made weekly calls for the first 
three months, bi-monthly visits for the 
second three months and monthly visits 
thereafter. On each visit she left the 
medication prescribed by the psychia- 
trist. She also completed a written re- 
port on the status of the patient which 


then was reviewed by the staff psychia- 
trist. 


INSTRUMENTS, TESTS AND 
MEASURES 

In order to obtain the data necessary 
to answer the questions about the 
feasibility and efficacy of home care, 
various instruments, tests and measures 
Were used. These included: 
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Psychiatric evaluation. Two instru- 
ments (a psychiatric inventory and 
the Lorr IMPS) were used by the staff 
psychiatrist to evaluate the mental status 
of all patients on a regular basis. Home 
care patients were examined at intake 
and at six-month intervals thereafter. 
Hospital control patients were evaluated 
at intake and again after six and 18 
months whether or not they still were 
hospitalized. 

Psychological tests. All groups were 
studied by the staff psychologist who 
administered the Wechsler Adult In- 
telligence Scale, a reaction time test 
series, and the Bender Gestalt and 
Porteus Maze tests. Testing periods were 
the same as for the psychiatric evalu- 
ations. 

Social history. A complete social 
history was taken by the social worker 
at the time of admission of the patient 
to the project. 

Nurses reports and ratings. The 
public health nurse completed a mental 
status rating form on each visit to the 
home care patient. This form was the 
Lorr IMPS. She also completed a be- 
havior chart checklist, a physical status 
rating sheet and a nursing report. The 
latter was submitted to the staff psychia- 
trist. The nurse also obtained a monthly 
report from the responsible relative con- 
cerning the patient's functioning. 

Hospital control patients were visited 
by the nurse one month after hospital 
release, and these same instruments were 
administered at that time. 

Under the procedures outlined above, 
64 patients were assigned to the drug 
home care group, 45 to the placebo 
home care group and 54 to the hospital 


control or “natural” group.? For the 


purposes of this analysis, 11 patients 


have been elimniated from considera- 
tion. These 11 study dropouts left the 
project to seek private care, refused to 
cooperate or left the community. (Find- 
ings on an “ambulatory” group of schiz- 
ophrenics also studied experimentally 
will not be reported in this paper.) 


SOCIAL BACKGROUND DATA 

The patients in the three study groups 
(home on drugs, home on placebo, and 
hospital controls) were similar to each 
other in almost all social background 
characteristics. Their average age was 
36.6 years at time of admission to the 
project. About a third were males. More 
than two-thirds were white. There was 
some slight, but not significant, varia- 
tion in marital status. Married patients 


constituted 54 per cent of the drug 


cases, 44 per cent of the placebo sub- 
jects and 52 per cent of the hospital 
controls. In terms of education, more 
than one-third of the home care pa- 
tients, but significantly fewer of the con- 
trols, (13 per cent) were high school 
graduates (p = .05)*. Most were Prot- 
estants. These characteristics are shown 
in TABLE 1. 

At the time of admission to the study, 
patients in the drug group had averaged 
1.9 previous mental hospital admissions, 
placebo patients had averaged 2.0 ad- 
missions and control patients 2.3 admis- 
sions. These differences were not statis- 
cally significant. Nearly one in five drug 
patients had never before been hospital- 
ized, more than half had been institu- 
tionalized once or twice and a fifth more 
had been hospitalized on three or more 


* The variable of education, however, was not found to be related to case outcome. Neither 


were the other social background characteristics. 
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separate occasions. In the placebo group 
almost a fourth of the patients were first 
admissions, 37 per cent had been hos- 
pitalized once or twice and 39 per cent 
had been institutionalized three or more 
times. Of the hospital controls 15 per 
cent had never before been hospitalized, 
47 per cent had been in a hospital once 
or twice and 38 per cent had experi- 
enced at least three prior hospitaliza- 
tions (TABLE 2). 


tor disturbance, disorientation, concept- 
ual disorganization, and retardation and 
apathy. According to the psychiatrist's 
ratings the mean schizophrenic disor- 
ganization score was 39.6 for the drug 
home care patients at admission, 48.6 
for the placebo patients and 43.5 for the 
hospital controls. These scores were not 
significantly different from each other, 
and all were higher than the one and 
two-rater mean scores obtained by Lorr 


TABLE 1 
SoctAL CHARACTERISTICS OF DRUG, PLACEBO AND HOSPITAL CONTROL PATIENTS 
Percent Percent 

Mean Percent Percent Protes- High School 

Category N Age Male White tant Graduates 
Drug 57 35.9 35 68 32 37 
Placebo 41 36.2 32 68 29 34 
Hospital Control — 54 37.6 30 65 41 13 


All patients also were evaluated by 
the staff psychiatrist using the revised 
Inpatient Multidimensional Psychiatric 
Scale (the Lorr IMPS). This scale con- 
tains 10 factor syndromes; four combine 
to provide a schizophrenic disorganiza- 
tion morbidity score. The four sub-scales 
comprising the morbidity score are: mo- 


for his norm sample of hospitalized pa- 
tients. From this it may be concluded 
that according to the psychiatrist, at 
least, our patients did not constitute the 
more favorable risks or the less severely 
impaired. 

The Lorr IMPS also was used by the 
nurses to rate the home care patients. 


TABLE 2 
PREVIOUS HOSPITALIZATION RECORDS OF DRuc, PLACEBO AND HOSPITAL CONTROL PATIENTS 
eS lade ene CONTROL PATIENTS 
Percent Percent 
Mean Number Percent Oneor Two Three or More 
m pH No Previous Previous Previous 
Tospital- Hospital- Hospital- Hospital- 
Category N izations izations Suas Beno 
ee 57 1.93 19.3 54.4 26.3 
cesses 44 1.75 22:7 54.5 22.7 
Failures 13 2.54 7.7 53.8 38.5 
S 41 2.02 24.4 30.6 39.0 
uccesses 14 1.86 21.4 50.0 28.6 
Failures 27 2.11 25.9 29.6 44.5 
Hospital Controls 54 2.28 15.1 47 ; 2 37 : 8 
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These ratings were made on the first 
home visit and on specified visits there- 
after. The results of the initial nurses' 
ratings were similar to those obtained 
by the psychiatrist. Two findings with 
regard to these nurses' ratings deserve 
mention. First, as has been found in 
other studies, the nurses consistently 
rated the same patients as significantly 
less impaired than the psychiatrist had 
rated them. Second, the nurses' ratings 
showed the placebo patients to be sig- 
nificantly more impaired than the drug 
home care patients. (TABLE 3) 


however, the hospital control patients 
scored significantly lower in IQ than the 
home care patients On the Bender 
Gestalt, with use of reciprocals of Z 
scores derived by Pascal and Suttell, the 
hospital control patients showed some- 
what, but not significantly, more pathol- 
ogy than the home care patients.* Using 
the QE (error quotient) score on the 
Porteus Mazes, the controls showed sig- 
nificantly less pathology than the home 
care subjects. On the IQ score derived 
from the Porteus Mazes the hospital con- 
trols were found to be significantly lower 


TABLE 3 


SCHIZOPHRENIC DISORGANIZATION (IMPS) MomBiDITY RATINGS BY PSYCHIATRIST AND NURSES 
oF DRUG, PLACEBO AND HOSPITAL CONTROL PATIENTS AT ADMISSION 


Psychiatrist Nurses’ 
Ratings Ratings 
Category N M c 
Drug 57 39.6 20.3 16.9 16.6. 
Placebo 41 48.6 28.6 24.2* 18.1 
Hospital Control 54 43.5 2152; 


* Significant at .05 


The psychological battery adminis- 
tered to the subjects at admission to the 
study and at specified subsequent in- 
tervals consisted of a sequential reaction 
time test, the Wechsler Adult Intelli- 
gence Scale, the Bender Gestalt and the 
Porteus Mazes. The results obtained 
in the initial administration suggest that 
the drug, placebo and hospital control 
patients did not systematically or con- 
sistently differ from each other on most 
of these measures. 

In more specific terms, using the total 
of medians of 20 blocks of five trials 
each, the three groups did not statisti- 
cally differ from each other in reaction 
time. On the WAIS intelligence test, 


in IQ than the home care patients, as 
would have been predicted from the 
WAIS. None of the groups, in other 
words, was loaded with the sicker pa- 
tients or the poorer risks although the 
controls did not score quite as well as 
the others. (TABLE 4) 


RESULTS 

Home Care versus Hospital Control 
Patients. In order to determine the effect 
of home care treatment as opposed to 
hospitalization, the experiences of the 
drug and placebo patients were con- 
trasted with those of the hospitalized 
patients in the control group. After 30 
months the findings indicated the superi- 
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ority of home care treatment in terms of 
the amount and percentage of time spent 
at home by home care and hospital 
control patients. 

The 57 drug home care patients spent 
28,601 days, or 90.2 per cent of their 
total time in the program, at home. The 
41 placebo home care patients spent 
18,327 days, or 80 per cent of their total 
days in the study, at home. The 54 hos- 
pital control patients spent 23,136 days, 
or 75 per cent of their project days, at 
home. With the experience of the hos- 
pital controls as the baseline we estimate 
that the placebo patients were saved 
1156 days of hospitalization and the 
drug patients 4818 days during these 
30 months. Most of these savings, of 
course, were a function of the preven- 
tion of initial hospitalization. 

Drug versus Placebo Home Care Suc- 
cessful Patients. During the period under 
study 44 of the 57 drug home care 


home during this period. These 14 suc- 
cessful placebo patients spent an aver- 
age of 531.6 consecutive days at home, — 

Operationally defining failure as a 
hospital admission, the 13 drug home; 
care failure patients experienced 30 hos-_ 
pital admissions and an average of 23923 
in-patient hospital days. The 27 placebo 
home care failures were hospitalized 457 
times and spent an average of 169.2; 
days of in-patient hospital time. The 54 
hospital control patients spent a mean” 
of 83.4 days in initial hospitalization’ 
and an additional 59.1 days in 38 subse=. 
quent hospitalizations. Two other points” 
deserve mention. First, the relative diss. 
parity between the percentage of suc) 
cessful patients in the drug and placebo. 
groups did not decrease significantly with 
time, as others studying ambulatory pa: 
tients have reported.® Of the patients 
taken into the program before Dec. 1, 
1962, 74.2 per cent of those in the drug 


TABLE 4 
PSYCHOLOGICAL TEST ScoRES OF DRUG, PLACEBO AND HOSPITAL CONTROL PATIENTS AT 4 
ADMISSION 
Bender 
Log um Porteus Mazes 
Reaction Time* WAIS (Reciprocal of Z)** QEt 1Q 
Category c M c M c M c M 
Drug 3.2860 166.7 81.2 16.4 107.5 24 9 61 
5 ; ` j ^ .0 16.3 80.7 322 
Placebo 3.2965 176.8 80.1 19.1 99.9 26.3 58.4 12.8 80.8 32.0) 
Hospital Control 3.2748 131.5 72.6 17.2 97.0 34.8 55.7 15.2 68.0 28: 


* Composite of 20 blocks, five trials per block 


** Reciprocal of Z for each patient 


t Square root transformation of QE for each patient 


patients (77.2 per cent) remained con- 
tinuously in the community. These 44 
Successful patients spent an average of 
532.4 consecutive days at home. In con- 
trast, significantly fewer of the placebo 
home care subjects (14 of 41, or 34.1 
per cent) remained continuously at 


and 27.3 per cent of those in the placebo? 
group still were at home in April, 1964. 
Of the patients enrolled in the study) 
after December, 1962, 80.8 per cent of 
those in the drug group and 42.1 pet? 
cent in the placebo group still were at 
home at the end of the study. 4 
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Second, as already indicated, drug 
failure patients spent more time in the 
hospital than placebo failures. This find- 
ing would lead to the conclusion that the 
drug failures were so very ill that medi- 
cation in ordinarily adequate dosage 
could not maintain them at home. The 
placebo failures included not only such 
comparably sick patients but others who 
very probably could have succeeded in 
the community on drugs. These latter 
patients tended to reduce the average 
length of hospitalization of all placebo 
failure patients. 

Initial Psychiatric and Psychological 
Evaluations and Success. Using the ini- 
tial Lorr IMPS ratings by the staff psy- 
chiatrist and the nurses of the home care 
patients, there was a pronounced trend 
for future successful patients to have 
been rated as less impaired than the fu- 
ture failures. This trend was observable 
in both home care groups (TABLE 5). 


Except for the results on the Porteus 
Mazes error quotient, all of the other 
initial psychological test scores pointed 
in the direction of differentiating future 
successful from future failure patients 
in the drug group. On the sequential re- 
action time test and the Bender Gestalt 
the future failures were slower in reac- 
tion time and showed greater pathology. 
The future drug failures also were lower 
in IO than the future drug successes on 
both the WAIS and the Porteus Mazes. 
In the placebo group future success and 
failures were significantly different from 
one another in reaction time on the 
Bender Gestalt and on the Porteus 
Mazes IQ. 

Thus, the initial Lorr scale psychi- 
atric evaluations were more likely to 
distinguish success and failure in the 
drug home care group, and the initial 
psychological evaluations were more 
likely to discriminate the successes and 


TABLE 5 
PSYCHOLOGICAL AND PSYCHIATRIC MEAN TEST SCORES OF SUCCESS AND FAILURE PATIENTS AT 
ADMISSION 
Bender 
Log Gestalt Pros Mais Psychiatrist’ Nurses’ 
Reaction WAIS. Reciprocal Lorteus Mazes Ratings — Ratings 
Time** IQ of Zt QE1 IQ IMPS IMPS 
Mean Mean Mean Mean Mean Mean Mean 
Drug 
Success 3.2575 81.3 109.4 60.8 83.3 38.4 14.6 
Failure 3.2947 80.6 100.9 62.0 71.7 43.8 23.5 
Placebo 
Success 3.2164 87.3 112.2 58.8 96.8 49.3 19.1 
Failure 3.3365* 76.5 Lx sd 57.5 73.1* 48.3 26.8 


* Denotes statistical significance at .05 


** Composite of 20 blocks, five trials per block 


t Reciprocal of Z for each subject 


1 Square root transformation of QE for each subject 


failures in the placebo-home care group. 
By preventing the hospitalization of 
many patients of moderately severe ini- 
tial psychiatric impairment, drug inter- 


Unfortunately the relatively small num- 
ber of failure cases and the large intra- 
group variance precluded this trend 
from attaining statistical significance. 
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vention probably introduced a much 
greater degree of variability into the psy- 
chological test scores of the successes 
and thereby reduced predictability. In 
the placebo group successes were more 
homogeneous in test scores measuring 
pathology and therefore predictability 
was likely to be greater. Psychiatric rat- 
ings, being more directly focused on 
classical pathological symptoms, were 
more likely to screen out the very sev- 
erely impaired for whom even drug in- 
tervention is inadequate to prevent 
hospitalization. 


DISCUSSION 

The results at the end of this con- 
trolled study indicated that an interven- 
tion program using public health nursing 
practices and psychoactive drugs can 
prevent hospitalization of three-fourths 
or more of seriously ill schizophrenics 
whose families are willing to supervise 
them at home. It should be added, 
however, that while we have demon- 
strated that it is possible to prevent 
hospitalization, we do not as yet know 
whether the successful home care pa- 
tients functioned at any higher level 
than the discharged hospital control pa- 
tients. This problem will be examined in 
future reports. 

Experience also showed that after the 
drug patients had remained successfully 
at home for six months, their success rate 
did not greatly decline with additional 
exposure ranging upwards of two years 
in some instances. There were several 
reasons for this, but perhaps the two 
most important were the changes in 
medication available to the psychiatrist 
and the enormous effort expended by the 
field staff in conserving home care 
patients. 


A comparison of the drug and placebo 
home care patients left little doubt about 
the importance of drug medication in 
preventing institutionalization. The ex- 
perience of the placebo patients tended 
to approximate more closely that of the 
hospital controls than of the drug home 
care subjects. The combination of the 
public health nurse and the placebo ef- 
fect became increasingly attenuated with 
time. Even the support, advice and serv- 
ices provided by the nurse on her home 
visits to patient and family soon proved 
insufficient to prevent hospitalization. 
This rapid waning of the "placebo ef- 
fect” was clearly demonstrated by the 
fact that 21 of the 27 placebo failures 
were hospitalized within the first six 
months after admission to the program. 

One final aspect should be mentioned 
at this time. This concerns the monetary 
cost of a program such as has been de- 
scribed. Without going into elaborate 
fiscal details, a similar home care pro- 
gram with a case load of 400 patients, 
but without research and evaluation 
procedures, would not be substantially 
less expensive than the present U.S. per 
capita mental hospital operating outlays 
of approximately $5 per patient-day. It 
is estimated that a clinic serving 400 
schizophrenic home care patients would 
require the services of a full-time psy- 
chiatrist, a clinical psychologist, two psy- 
chiatric social workers and eight public 
health nurses as well as psychiatric aides 
and secretarial personnel. 

The addition of any care facilities such 
as a sheltered workshop, family coun- 
seling services or an occupational therapy 
program would add substantially to the 
costs involved in home care treatment. 
An even modestly enriched program 
realistically would cost more per capita 
than present patient expenditures, but 
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probably still less than services in state 
hospital admission and treatment units 
which average about $15 to $20 a day. 
In view of these cost factors if for no 
other reason, it becomes mandatory that 
the efficacy of each component in any 
suggested home care program be deter- 
mined through careful research before 
it becomes permanent. 

Thus, home care programs will not 
materially reduce the financial problems 
besetting mental institutions. However 
these home care programs will (a) pre- 
vent the hospitalization of a very signifi- 
cant number of schizophrenics; (b) pro- 
vide continuous care for patients includ- 
ing regular visits from a public health 
nurse, contact with a psychiatrist and 
psychologist and community services 
through a social worker; (c) prevent 
most patients from experiencing the 
problems associated with hospitalization; 
(d) educate families to develop a more 


accepting stance or attitude toward the 
patient, and (e) reduce to some extent 
the need for providing ever more beds 
at an approximate average cost of $5000 
each for the care of the mentally ill. 
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NEW DIRECTIONS IN COMMUNITY 
MENTAL HEALTH PROGRAMS 


LUCY D. OZARIN, M.D.,* and BERTRAM S. BROWN, M.D.** 


New patterns of providing mental health services are emerging. A compre- 
hensive range of readily available services close to where patients live and 
with continuity of care is the basis of the community mental health center 
concept. Implementation of the concept has shown that it results in changes 


in patient care and in professional practices. 


T JOINT COMMISSION on Mental Ill- 
ness and Health released its final re- 
port, Action for Mental Health, early in 
1961. Not all of its recommendations 
were acceptable to all groups, but the 
findings of nationwide neglect of the 
mentally ill and the lack or inadequacy 
of appropriate service, research and 
training programs were unassailable. 
Clearly the time was ripe for concerted 
action to provide adequate mental 
health services throughout the land with 
training and research as essential accom- 
paniments. 

In February, 1963, the President of 
the United States for the first time in his- 
tory sent to the Congress a Special Mes- 
sage on Mental Illness and Mental Re- 
tardation. He called for vigorous action 


* Program Development Officer, 
Institute of Mental Health, National 


to meet the needs of the mentally ill 
and mentally retarded. He proposed a 
bold, new approach which stressed com- 


munity-based programs incorporating 7 


prevention, treatment and rehabilitation. 
He called upon government at every 
level, private foundations and individual 
citizens to share the responsibility in 
carrying out the program. 

Congress responded by passing in 
October, 1963, a bill which became Title 
II of Public Law 88-164, “The Com- 
munity Mental Health Centers Act of 
1963.” As directed by the law, regula- 
tions to implement it were promulgated 
by the Secretary of the Department of 
Health, Education and Welfare. Ad- 
ministration of the act was assigned 
jointly to two constituents of the Public 


Community Mental Health Facilities Branch, National 
Institutes of Health, Public Health Service, U.S. Depart- 


ment of Health, Education, and Welfare, Bethesda, Maryland. 


d Chief, Community Mental Hea! 
National Institutes of Health, Publi 
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Ith Facilities Branch, National Institute of Mental Health, 
ic Health Service, U.S. Department of Health, Education. 
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Health Service, the National Institute 
of Mental Health and the Division of 
Hospital and Medical Facilities. The bill 
authorized appropriation of $150 mil- 
lion over a period of three years to as- 
sist in financing construction of com- 
prehensive community mental health 
centers. 

The formula called for an allotment 
of funds based upon population and 
financial need to be made for each of 
three years to each state. A state plan 
setting forth the state's program for con- 
struction of community mental health 
facilities was required. This plan was to 
be consistent with the comprehensive 
mental health planning in each state 
and coordinated with other related 
state and local planning efforts. The 
statute directed that a state advisory 
council consult with the state agency 
in carrying out the plan. The advisory 
council was to include representatives 
of nongovernmental organizations or 
groups, and representatives of state 
agencies concerned with planning, 
operation or utilization of community 
mental health facilities. The council 
would include consumers of the services 
provided by the center. 


COMPREHENSIVE MENTAL 
HEALTH SERVICES 

The act and the regulations listed the 
elements of comprehensive mental health 
services as follows: 

(1) inpatient services; (2) outpatient 
services; (3) partial hospitalization serv- 
ices, such as day care, night care, week- 
end care; (4) emergency services 24 
hours a day to be available within at 
least one of the first threc services listed 
above; (5) consultation and education 
services available to community agencies 


and professional personnel; (6). diag- 
nostic services; (7) rehabilitative serv- 
ices, including vocational and educa- 
tional programs; (8) precare and 
aftercare services in the community, 
including foster home placement, home 
visiting and half-way houses; (9) train- 
ing, and (10) research and evaluation. 
The essential elements of a program for 
which funds are sought under this Act 
include the first five services listed above. 

To qualify for assistance under this 
act, an applicant must indicate that these 
first five essential elements will be avail- 
able and arranged in a coordinated pro- 
gram of services. The applicant also must 
indicate whether all the services are 
under the same sponsorship and adminis- 
tration. Regulations specify that the 
services must be coordinated so that 
patients eligible for treatment in one 
element will be eligible in any other and 
may be transferred among the service 
elements as their condition requires. 
Clinical information concerning the 
patient will be transferred with the 
patient. Wherever possible, the same 
staff will continue to care for the patient 
in whatever service element he may be 
at a given time. The regulations also 
state that general practitioners and other 
nonpsychiatric physicians in the com- 
munity served by the program will be 
allowed, when qualified, to follow and 
assist in the care of their patients on the 
various services of the program, pro- 
vided they are working under the super- 
vision of a member of the psychiatric 
staff of the service. 

As part of its preparation to adminis- 
ter the law and regulations, staff of the 
National Institute of Mental Health re- 
cently visited a number of facilities 
which were thought to have the char- 
acteristics of comprehensive community 
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mental health centers. Since no reliable 
list of such facilities was available, 
selection was made on the basis of 
knowledge within the Institute, includ- 
ing information provided by members 
of its numerous citizen (professional) 
advisory committees. A total of 19 
facilities visited in a broad range of set- 
tings included urban, rural, public and 
voluntary. Not all of these facilities met 
the requirements for comprehensive 
services. As the visits progressed, the 
visiting team heard of other comprehen- 
sive centers. * 

During the visits the team looked for 
the following: services available reason- 
ably close to where the patients live, a 
comprehensive range of services avail- 
able so that the patient's needs may be 
met, services available when needed and 
not on a waiting list, and continuity of 
care for as long as required or until 
restoration or rehabilitation is com- 
pleted. 

A number of facilities visited had 
these characteristics. They drew patients 
from a circumscribed geographical area. 
They provided at least the essential pro- 
gram elements listed above and they 
maintained a reasonable degree of con- 
tinuity of care. The centers included 
state hospitals which had modified their 
programs, county general hospitals, 
psychiatric departments of city general 
hospitals, voluntary general hospitals 
and voluntary mental hospitals. In most 
cases the essential elements were in the 
same or adjoining buildings. In a few 
cases inpatient care or medical services 
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* The Joint Information Service of the 
Association for Mental Health has compil 


questionnaire that they provided mul 
the American Medical Association; the Na 


were provided by an affiliated general 
hospital. Flexibility was an essential 
quality in administration, program and 
space utilization. 

Certain trends became evident as the 
visits progressed. These trends appeared 
to be forerunners of future mental health 
programs. 'They appeared suited to 
present-day needs and to utilize the 
knowledge made available by research 
and experience. They were based on the 
philosophy that a patient should remain 
with his family and in his community to 
a maximum extent to avoid alienation 
and dehabilitation, such as has occurred 
in custodial state hospitals. It was too 
early to document with reliable statistics 
the degree of success of the new and 
emerging patterns of mental health serv- 
ices. But there were indications that 
these developments offered many ad- 
vantages in keeping with present stand- 
ards of psychiatric and medical practice, 
in financial savings and in the enhance- 
ment of human and social values. 


PRECARE AND EMERGENCY 
SERVICES 


Some of the programs visited by the 
NIMH team provided preadmission 
services carried out in the patient's 
home, community or at the center. 
Psychiatrists and other mental health 
professionals, often in a team, responded 
to calls by local physicians or by 
families when an emergency arose or an 
individual needed psychiatric care. In 
one case the team traveled as far as 40 
miles to assess the patient and home 
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made by 


this agency to a number of centers. A 
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situation. Another center staff saw every 
case for whom a commitment petition 
was filed when patient and family would 
accept this service. In one 20-month 
period the number of commitments de- 
clined 22 per cent from the level of a 
previous similar period. Every center 
visited which provided preadmission 
services had found that 50 per cent or 
more of the patients thought to require 
inpatient admission could be treated on 
a non-bed status in other services of the 
center; could be managed more suitably 
in another community facility, e.g., a 
nursing home, or did not require mental 
health services. Preadmission assessment 
of the patient's needs and the family and 
community situations appeared to save 
much professional time and expense to 
the family in the long run. 

At some centers an intake screening 
service had been established. Patients 
other than emergency cases obviously in 
need of inpatient care were examined to 
determine their need for mental health 
services and to what element of the 
program they should be admitted. 
Patients appearing at the center who re- 
quired other types of assistance were 
helped to obtain these at other com- 
munity sources. One center placed all 
suitable patients in a group for a short 
series of meetings. During this time the 
staff was able to make a better assess- 
ment of the types of service the patients 
needed. 

Emergency psychiatric services were 
becoming increasingly available on a 
24-hour basis. In one busy urban general 
hospital, a psychiatric resident and a 
social worker were stationed in the 
emergency room where they saw more 
than 200 cases a month. Many patients 
did not require admission if prompt at- 
tention was provided. The availability 
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of a psychiatrist to answer calls around 
the clock was increasing as was the 
practice of home visits. 


MOVEMENT AWAY 
FROM BED CARE 

Also, 24-hour bed care increasingly 
was being replaced by day care or out- 
patient service. The inpatient service 
was necessary for the management of 
acute episodes or crises, but length of 
stay was usually limited to a few weeks 
because patients then could be shifted 
to a non-bed setting for continued 
treatment. Several public centers under 
great pressure for admissions limited in- 
patient stay to eight or ten days; they 
were able to return about two-thirds of 
their relatively unselected admissions to 
the community by continuing treatment 
in other services in their programs. 
Practically all of the centers had open 
facilities with unlocked inpatient wards 
or rooms. In most places admissions 
were voluntary. Usualy one or two 
secure rooms were available but rarely 
were used. Staffs had learned to manage 
disruptive behavior by drug and other 
somatic therapies and by appropriate 
psychotherapeutic interventions. 

The day hospital was emerging as a 
major facility for treatment. Patients 
who once had been thought to require 
full time inpatient care were being 
treated in this new setting. It was esti- 
mated that 40 to 50 per cent of all 
patients who previously required in- 
patient care could be treated in this 
manner. Patients could enter the day 
hospital directly or be referred after 
stays in an inpatient or outpatient serv- 
ice. Patients could attend daily from 9 
a.m. to 4 p.m. for several days a week 
or for only part of the day. The program 
included drug and other somatic therap- 
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ies and psychotherapies of various types 
as well as occupational and recreational 
therapies. Emphasis was placed on 
recognition of reality and adaptation to 
it and on conformity to expected be- 
havior, Patients usually remained in the 
day hospital from six to eight weeks. 

The majority of inpatient and day 
hospital services functioned as thera- 
peutic communities. Based on extensive 
research both in this country and in 
Great Britain, it had been found that 
patient behavior could be modified and 
controlled by both the pressures and sup- 
ports that are exerted by staff and patient 
groups. The social structure and activi- 
ties of the program could be fashioned 
to foster group interaction with its sub- 
sequent effect on the individual. People 
generally acted in accordance with their 
perception of the expectations of others. 
There was constant reinforcement in the 
therapeutic community that acceptable 
social behavior was expected. Because 
of the emphasis on the group there had 
been great expansion of group therapies. 
Individual psychotherapy was carried 
out only in selected cases and usually 
with definite goals since it is a time- 
consuming and costly treatment method. 
Group psychotherapies of various types 
were being used frequently. 

Traditional outpatient services were 
showing changes although they were not 
as dramatic as those scen in the in- 
patient service. Efforts were being 
directed to provide services to a greater 
number of people and to eliminate wait- 
ing lists. Several centers had “walk-in” 
clinics where patients without appoint- 
ments could be seen the same day. 
Lengthy intake procedures and examina- 
tions which included interviews with 
social worker, psychiatrist and psycholo- 


gist and a time-consuming case con- 
ference were giving way increasingly to 
an intake performed by one qualified 
professional who saw the patient and the 
family, assessed the problem and 
directed them to a therapist who started 
treatment. The use of individual psycho- 
therapy was receiving careful scrutiny 
and study; wherever indicated and pos- 
sible it was being replaced by group 
psychotherapies. In some places, indi- 
vidual psychotherapy was limited to a 
predetermined number of visits. Special 
clinic days had been set up for chronic 
psychotic patients who were able to live 
in the community but required some 
treatment, usually in the form of drug 
maintenance and brief supportive 
therapy. 


FACILITATING COMMUNITY 
RESIDENCE 

With the patient remaining at home 
while he is under treatment in the day 
hospital or outpatient clinic, the role of 
the family becomes important. Unless 
there is a sympathetic and tolerant 
family, these methods cannot be used. 
Also, research has shown that a psychia- 
trically disordered patient often is found 
in a family where pathologic relation- 1 
ships exist. Hence, there was an increase ; 
in conjoint family therapy where the 
patient and his family were seen to- 
gether in therapeutic interviews. 

Constant efforts were made to help 
the patient retain his community ties. 
This was facilitated by the extensive use 
of drugs and psychotherapies which re- 
sulted in socially acceptable behavior. 
Patients were encouraged to use com- 
munity facilities, such as stores, libraries, 
theater, churches, swimming pools and 
other recreational areas. Volunteers fre- 
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quently accompanied patients on these 
outings and participated with them in 
the activities. Ex-patients’ social clubs 
were established to help tide the patient 
over the initial period after hospitaliza- 
tion. To give the patients experience in 
independent community living, transi- 
tional facilities were developed. Foster 
homes accepted one or more patients as 
members of the family. Halfway houses 
permitted more independent living and 
allowed a group of six to ten or more 
patients to live in a boarding house type 
of arrangement in a residence in the 
community with a housekeeper or 
houseparents to provide some support 
and assistance. Sheltered workshops 
were established within a few centers, 
or patients could use a community 
workshop. One small, rural, voluntary 
mental hospital had a sheltered work- 
shop with a contract from a local fac- 
tory to make tractor seats. This center 
also took work to neighboring nursing 
homes where residents participated. 
Some patients worked all day or at- 
tended school; for this group a night 
hospital might be available so that they 
could receive therapy during evening 
hours and sleep at the center. 

In general, the centers visited pro- 
vided a considerable degree of continuity 
of care. A patient might be assigned to 
a staff team or a staff psychiatrist who 
retained responsibility for the patient’s 
care as long as he was on the rolls. In 
other places, the patient might change 
therapists every time he moved from 
one service element to another, but if he 
were receiving individual psychotherapy, 
he stayed with the same therapist. 

The participation of private psychia- 
trists and private practicing physicians 
was variable. One voluntary mental hos- 
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pital affiliated with a nearby general hos- 
pital had a full-time medical director and 
a staff of more than 20 private psychia- 
trists; in addition to treating their own 
patients they also provided service to 
staff patients and answered emergencies 
and consultations. This center was pre- 
paring to establish a county-financed, 
outpatient service through a contract 
with the county supervisors. Another 
program in a large, urban, voluntary, 
general hospital, with much teaching 
and research, also had only one full- 
time psychiatrist who served as director, 
but more than 100 attending psychia- 
trists volunteered at least six hours of 
service weekly for free outpatient or con- 
sultation work. In a small semi-rural 
center affiliated with a general hospital 
for inpatient services, the community 
practitioners, including the specialists, 
remained responsible for the care of 
most of their patients with psychiatric 
therapy under general supervision of 
the center psychiatrists. In mental health 
centers located within a general hospital 
there tended to be much contact be- 
tween the psychiatrists and other physi- 
cians. There was frequent consultation, 
both formal and informal. Teaching hos- 
pitals often assigned liaison psychiatrists 
to other services; at one hospital an in- 
ternist had been detailed to the psychi- 
atric service. 

There were more centers, however, 
with full-time psychiatric staff. Contact 
with private practitioners was minimal 
once the patient was admitted. Here the 
view was held that the community 
physicians had indicated that they did 
not have time or interest to continue 
with the care of their patients. All of the 
public facilities visited had full-time 
staffs with consultant or part-time com- 
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munity physicians who assisted in the 
program rather than care for their in- 
dividual patients. 

Two programs visited were in isolated 
rural areas, and the center staff com- 
prised the only mental health personnel 
available. In these cases there were close 
contact and frequent interchange with 
the private physicians as well as with all 
agency staffs and professionals who 
might have contact with people needing 
help with emotional problems. In these 
areas private physicians tended to con- 
tinue to treat their own patients with 
consultation from the psychiatrist. 

It was of interest to note that in the 
voluntary centers, private physicians 
were a major source of referral of 
patients for mental health services, and 
patients usually were returned to their 
own physicians at conclusion of treat- 
ment. In public facilities referrals of 
patients more often were made through 
non-medical sources, such as police, 
health departments, social agencies, 
schools and other community agencies. 
Arrangements for follow-up services to 
patients leaving public facilities often 


were made through the same community 
agencies. 


TRAINING AND RESEARCH 

Accredited professional training pro- 
grams were found in all but the smaller 
or more rural centers. Psychiatric resi- 
dents, student social workers, psycholo- 
gists and nurses were being trained. One 
recently established voluntary mental 
hospital had only one training program 
—for psychiatric aides under provision 
of the Manpower Development and 
Training Act. All the centers had in- 
Service training for their own staffs. 
Some centers were providing inservice 
training for community agency staffs or 


professionals. Several urban centers pro- 
vided extensive and organized inservice 
training for general practitioners, public 
health nurses, nursing home staffs, police 
and social agency staffs. Training for 
physicians often was sponsored jointly 
with the local branch of the American 
Academy of General Practice, and 
credit was granted to the participants, 
Research, both basic and clinical, was 
highly developed in a few centers affili- 
ated with medical schools. More of the 
centers were carrying out operational 
research in study of their own programs 
and their effectiveness in the community. 
Some were demonstrating new tech- 
niques which required evaluation. The 
smaller rural centers were doing little or 
no research. An interesting example of 
a voluntary facility providing a public 
service was one which was engaged in 
evaluating the effect of providing after- 
care services to patients who had re- 
turned from the state hospital 125 miles 
away to a three-county, rural area. 


COMMUNITY SERVICES 

All the centers provided some com- 
munity services. These included consul- 
tation to community agencies and pro- 
fessionals either in reference to specific 
Cases or in relation to their programs. 
The public centers had large consulta- 
tion programs. The voluntary centers 
carried out case consultation mainly for 
community physicians. 

Public education was carried out by 
all the centers through the media of com- 
munity newspapers, radio, television of 
Speeches given before local groups. 
Some centers had organized public edu- 
cational programs in the form of a series 
of seminars or lectures or had held train- 
ing institutes. 


Several special areas of need were re- 
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ceiving attention. These included mental 
health services for the aged, children, 
alcoholics and individuals who were 
under court or police jurisdiction. 

Only one facility visited (a state hos- 
pital program) had separate facilities for 
the aged. There were relatively few aged 
patients although center staffs indicated 
their interest in this group. However, 
screening procedures prior to admission 
often led to the aged being directed to 
nursing homes or alternative resources 
unless there were clear indication of 
psychiatric pathology that required at- 
tention from the center staff. There was 
increasing recognition of temporary 
psychiatric episodes in which the aged 
could be treated and returned to the 
community. 

All the centers provided outpatient 
care for children, and a few also had in- 
patient or day care facilities. Admissions 
to inpatient care were highly selective 
because of space limitations. Adolescents 
were freely admitted to adult services, 
and if there were enough of these 
patients, a separate group program was 
organized. It seemed unlikely that the 
needs for mental health services for chil- 
dren were being met since programs 
generally were limited in size. 

Alcoholics were admitted to all of the 
centers and were treated for acute epi- 
sodes requiring medical care. A few 
public centers had organized programs 
for rehabilitation or outpatient care of 
alcoholics. The voluntary hospitals 
usually did not provide continuing serv- 
ices to alcoholics. One county hospital 
had a six-bed unit for alcoholics in a 
medical ward and a separate outpatient- 
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rehabilitation clinic for continuing care. 
One state hospital in an urban area had 
a large well organized program. At 
some public facilities as many as 25 per 
cent of all psychiatric admissions had a 
diagnosis involving alcohol. There ap- 
peared to be considerable need for treat- 
ment of alcoholics. 

Centers provided diagnostic examina- 
tions on an outpatient basis for court 
cases. Some of the public centers ad- 
mitted such cases for inpatient stays, but 
there was great reluctance to do so be- 
cause the wards usually were open and 
security could not be guaranteed. Some 
centers provided staff for diagnostic and 
consultative services which were held at 
the court or jail. The role of the center 
in relation to court cases was not clear 
with regard to inpatient services. 


SUMMARY 

Spurred on by recent federal legisla- 
tion, new patterns of providing mental 
health services are emerging. Mental 
health centers located close to where 
patients live are starting to provide a 
comprehensive array of readily available 
services with continuity of care. Patients 
remain close to their families and com- 
munities while undergoing treatment. 
The core of treatment has moved from 
the 24-hour bed to the day hospital and 
outpatient clinic. Drug and group 
therapies are enabling the patient to 
maintain socially acceptable behavior. 
Promise for preventive approaches lies 
in community services providing con- 
sultation and training for professionals 
and furnishing the public with informa- 
tion and education. 


TRENDS IN MEDICAL CARE AND 
THE FUTURE OF PSYCHIATRY" 


JOHN CUMMING, M.D.,** and LIONEL RUDOLPH, M.D.+ 


If psychiatry is to advance as rapidly as the rest of medicine, it must resoly 
the relationship between public and private care, it must learn to cooperate 
with rather than to compete with a wide range of social services as well : 
with other medical specialties and general practitioners, and it must try t 
develop quality controls as good as those in the rest of medicine. L 


| N 1949 WHEN DR. PAUL HAWLEY gave 
the Bampton Lectures at Columbia 
University, he undertook a task similar 
to the one that we have assigned to our- 
selves. His lectures were published under 
the title, “New Discoveries in Medicine 
—Their Effect on the Public Health.” 7 
Dr. Hawley’s predictions were remark- 
ably accurate when they dealt with gen- 
eral trends such as the economics of 
medical care, but remarkably inaccurate 
when they were concerned with a spe- 
cific technique (pre-frontal lobotomy) 
for which he predicted great success. 
Learning from Dr. Hawley’s error, we 
have decided, therefore, to refrain from 
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forecasting the future of any specifk 
known medical or psychiatric techniqu 
Nor will we try to predict what ney 
knowledge and techniques the future wil 
hold. Although it is impossible to knoy 
whether there will be breakthroughs i 
our knowledge of cancer, arthritis 0 
schizophrenia, we can predict confiden! 
that there will be breakthroughs am 
that the already bewildering rate of ae 
cumulation of knowledge will increase 
Already new technologies have for 
changes in the traditional organization 
of health services which have led to 
changes in the form of general medica 
practice, and these changes, in turn, 
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calling for adaptations in psychiatric 
practice. It is this chain reaction that we 
want to examine in this paper. 

At the heart of all the changes in med- 
ical practice that we will examine is the 
great increase in medical knowledge— 
an increase geometrical rather than 
arithmetical in character. The following 
trends (most of them not new) seem to 
stem fairly directly from this increase 
in knowledge: 


1. An increase in specialization in 
medicine: it has become more and 
more difficult for any one person 
to control more than a fraction of 
the available medical knowledge. 

2. Specialization leads to a larger 
pyramid of para-medical workers, 
assistants, technicians and lab- 
oratory workers. In the past 50 
years the ratio of the number of 
physicians to all other health per- 
sonnel has shifted from 1:1 to 
1:3.5. The relative number of an- 
cillary workers has more than 
tripled.* As Hawley pointed out in 
1949, this is a major factor in 
the increased cost of medical care. 

3. In the United States the amount 
of private expenditure on health 
and medical care rose from $9 bil- 
lion to $20.3 billion in the decade 
up to 1960.° Economists warn 
me that this is only an increase of 
from 4.7 to 5.4 per cent of the 
gross national product. It does 
seem to me that my Blue Cross 
premium goes UP faster than the 
price of motor cars. Despite the 
rapid growth of voluntary health 
insurance (76 per cent of the pop- 
ulation now have some cover- 
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age*), insurance covers only about 
26 per cent of the total private 
medical expenditure. The new 
complex, specialized medical care 
is costly because it has a greater 
need for costly equipment and for 
access to consultation and ancil- 
lary service. This dependency on 
equipment and other specialists 
has given rise to two further 
trends; that is, 

4, the tendency for physicians to 
practice in groups often associated 
with a hospital or other institutions 
and 

5. the need for an organization of 
services so that the patient, over- 
whelmed by this complexity, has a 
sporting chance of finding his way 
to the services he needs. 


Finally, technology has given us for 
the first time the opportunity not only 
to increase the quality of medical care, 
but to maintain quality control over it. 
This innovation, which had its beginning 
in the general hospital, probably will 
have an increasing impact on the func- 
tioning of the individual practitioner. 

Out of this group of changes we have 
selected three for special discussion. 
Since, however, they are interrelated, 
we inevitably will stray from these foci 
from time to time. 


HEALTH INSURANCE 

There is the optimistic view of the 
more conservative medical organizations 
that 76 per cent of Americans have some 
sort of medical care insurance. There 
are also the reservations of many medical 
care experts who point out that the aged, 
disabled, poor and migrant are, by and 


* A Health Insurance Institute report quoted in AM.A. News. 
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large, unprotected, and that at present 
only a quarter of the total medical cost 
is provided by insurance. Regardless of 
which view you take, it is certain that 
third-party payments of medical ex- 
penses are increasing. Hawley in 1950 
cited the same reason that we have men- 
tioned, viz., the increasing complexity of 
medical practice, for reaching the con- 
clusion that there would be a great in- 
crease in the use of medical insurance 
plans. He did not believe that everyone 
needed coverage. At that time about 23 
per cent of Americans were covered with 
Blue Cross protection, and he estimated 
that if about 50 per cent were covered, 
that would be enough to solve the eco- 
nomic problems of medical care. He 
did not recognize that those who buy 
coverage are the people who also are 
able to pay for private medical care. 
Avnet? has estimated that in the 10 
years between 1950 and 1960 the num- 
ber of persons in the United States with 
coverage for both hospital and surgical 
Services has doubled while the number 
With medical coverage has almost quad- 
Tupled. During the time that this in- 
creased amount of health insurance has 
been acquired there has been an increas- 
ing tendency to treat more psychiatric 
illnesses in the psychiatrist's office and 
in the acute treatment wards of general 
hospitals. Not surprisingly, there has 
been increasing pressure on medical in- 
surance plans to include psychiatric ill- 
nesses among their benefits. 

Insurance companies in general have 
been nervous about extending coverage 
to psychiatric illness because of the pau- 
city of incidence studies of mental ill- 
ness and the poor agreement. among 
them. Because it is widely accepted that 
from 6 to 10 Per cent of the population 
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needs help for a psychiatric illness, in- 
surance would be enormously costly if 
the main force restraining these people 
from seeking assistance were economic, 
Furthermore, their sudden appearance 
at the psychiatrist’s office would place an 
intolerable strain upon available treat- 
ment resources. 

However, when the effect of covering 
psychiatric illness was explored by 
Group Health Insurance, Inc., of New 
York City,? it was found that the average 
utilization rate over a two-year period 
was about six per thousand or about one- 
tenth of the assumed prevalence rates 
of mental illness. This group also found 
that users of psychiatric coverage tended 
to be middle-aged, well-educated and 
unmarried. These are the people, accord- 
ing to clinic figures, who already use a 
large portion of the psychiatric time of 
out-patient clinics. 

It seems, then, that financial considera- 
tions are not the major factor keeping 
the majority of the population away 
from psychiatric treatment. Furthermore, 
it seems that the major short-term effect 
of a general increase of third-party pay- 
ments for psychiatric care would be to 
redirect patients from the psychiatric 
Out-patient clinic to private practitioners. 
Such a trend would contrast markedly 
With the general trend toward the use 
of Mental Health Centers and institu- 
tionally based medical practice in gen- 
eral. It may be, of course, that the pri- 
vate practitioner of the future will use 
the facilities of the Community Mental 
Health Center in the same way that his 
internist colleague uses a laboratory and 
a hospital. If this is the case, the borders, 
between public and private psychiatric 
care may be about to become blurred. 

We have predicted that insurance cov- 
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erage might change the form of psychi- 
atric care but probably would not 
greatly increase demand for care. We 
perhaps should enter a caveat. Since 
use of psychiatric care seems to be 
closely related to level of education and 
as the general level of education is in- 
creasing constantly, the group of po- 
tential psychiatric patients is growing. 
Along with this general increase of edu- 
cational level has come structural unem- 
ployment (the name given to our cur- 
rent occupational situation in which 
many unskilled workers are unemployed 
while at the same time there are labor 
shortages in more skilled categories). 
Programs to relieve unemployment will 
depend for their success upon retraining 
large numbers of people for skilled posi- 
tions. Inasmuch as such programs raise 
the level of general education of the 
population they also might be expected 
to produce an increase in the demand for 
psychiatric services. 

There is, however, a minor but ironic 
consequence of extending insurance cov- 
erage to mental illness. Some large com- 
panies who pay the cost of their em- 
ployees’ health insurance are becoming 
increasingly wary of hiring people who 
have been hospitalized for mental ill- 
ness, not because of attitudes toward 
illness itself, but for the very cogent rea- 
son that these people have a relatively 
high risk of re-hospitalization which 
might in turn force insurance rates up. 
Thus, a service designed to assist the 
mentally ill may, in turn, make it harder 
for them to obtain the jobs that they 
need—the jobs that are, perhaps, essen- 
tial if they are to maintain their mental 
stability. 

We have mentioned the tendency for 
medical practice to concentrate in 
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groups, which increasingly are connected 
with a hospital or other medical institu- 
tion. Weinerman! recently wrote, 
“About one-third of U.S. physicians now 
are working in hospital, public, academic 
and industrial institutions, while there is 
a growing pattern of location of private 
physicians’ offices in or about community 
hospitals. The increasing use of hospital 
facilities for laboratory and radiological 
diagnosis, out-patient care, emergency 
service, specialty therapy and the like 
is a parallel phenomenon. Similarly, for- 
mal group practice has increased—with 
more than 10,000 physicians now func- 
tioning in some 1154 American medical 
groups.” 

Parallel with this development is a 
new tendency for groups of physicians 
or medical institutions to undertake the 
complete medical care of groups within 
the population. Even medical schools 
are contracting for the care of such spe- 
cific groups as welfare recipients and, 
more recently, unions. The medical 
schools seem to have two interests in 
entering these contracts. Increase in in- 
surance coverage—especially for hospi- 
talization—has cut down on the number 
of patients who can be used for clinical 
teaching. Medical schools must find new 
teaching material. Furthermore, the 
medical schools recognize that the prob- 
lem of making medical knowledge work 
for people is a social and organizational 
problem as well as a technical one. They 
want to experiment with this problem 
and to discover the optimal organization 
for medical services. The unions, on 
their part, have recognized that the pa- 
tient’s access to the doctor of his choice 
is no longer enough; he must be brought 
into a viable relationship with the com- 
plex machinery of medical care. 
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We can confidently predict that the 
future will sce groups of doctors working 
in conjunction with institutions to offer 
total medical care to defined groups of 
patients. Will there be psychiatrists in 
these groups, and if there are, how will 
they fit in? 

Studies in the Mental Health Re- 
search Unit * indicate that social work- 
ers, clergymen, general practitioners and 
psychiatrists all sce themselves as deal- 
ing with the "whole man," whether his 
most important facet is his soul, his 
physical health or his psyche. Further, 
while each sees himself as the proper 
custodian of the whole man, he sees all 
the others as specialists to be used only 
in extreme circumstances. There is evi- 
dence in our research of misunderstand- 
ing and competition among all these 
helping agents. For example, most family 
doctors enjoy treating the minor emo- 
tional problems of these patients, and 
they expect the psychiatrist to act as 
other specialists do, that is, to accept 
difficult cases, when the family doctor 
feels incompetent to handle them. The 
psychiatrist, on the other hand, usually 
selects his patients on the basis of his 
estimate of how they are going to re- 
spond to treatment. He likes a large 
group to choose from, and those that he 
Chooses are very often the same clients 
Or patients that are highly valued by 
others in the helping professions. When 
a family doctor feels out of his depth 
With a patient and sends him to a psy- 
chiatrist, he is not satisfied to have the 
patient sent back to him as unsuitable 
for psychiatric treatment, If both are in 
private practice, the family doctor soon 
Stops referring. If the psychiatrist were 
to practice in a group in this manner, he 
might well seem to have no specialist 
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function since he wants only patients that | 


the family doctor also wants. In one total 
group care project, the internists were 
enthusiastic at the outset about working 
in close relationship with a psychiatrist, 
Two years later the psychiatrist had 
"left" the project and the group felt no 
impulse to replace him, because they 
found that when they could not treat a 
patient, the psychiatrist could not, or 


would not, do so cither. We do not know | 
how many medical groups have psychi- | 


atrists working with them. We are sure 
that there are some groups and some 
psychiatrists who have managed to ac- 
commodate to each other. But it seems 
to be a situation where someone is going 
to have to change, and we suspect that 
it will have to be the psychiatrist. 

Formal quality control in medical 
care is a relatively new phenomenon. It 
consists of comparing what is medically 
known and medically possible with what 
is actually done at a given hospital, by 
a given doctor and to an individual pa- 
tien. When medical practice is social- 
ized, quality control becomes an ad- 
ministrative function. Technical quality 
control, as opposed to administrative 
quality control, is an American invention 
and probably has arisen because control 
over the individual practitioner is, in any 
formal sense, very low even though the 
potential for care is high. 

The first development of quality con- 
trol centered on hospitals, Such require- 
ments for hospital accreditation as tissue 
committees and record-review commit- 
tees provided in America the first con- 
trols over medical technique. At the 
Present time mechanisms for quality 
control seem to be of three general types: 

1. End result studies. Identical treat- 

ment is given to all cases of any 
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given diagnosis and they are fol- 
lowed up after a specified interval. 
These studies have been hampered 
by lack of controls and hence by 
the probability that factors other 
than the ones being studied have 
entered into the end result. End 
result studies have been used ex- 
tensively in psychiatry to evaluate 
drugs and just as extensively criti- 
cized. Nevertheless, this type of 
study is often the best that can be 
hoped for. 

2. Direct observational studies. In 
these studies an individual or a 
team makes a direct study of the 
practices of an institution. This is, 
of course, the method which is in- 
volved to some extent in accredita- 
tion although the standards may 
be crude and superficial, The 
method is suspect because when it 
is intensive it seems too subjec- 
tive, and when it is not intensive, 
it appears inadequate. Further, it 
is time-consuming, requiring large 
numbers of skilled persons. Since 
it takes so long, it may be out of 
date by the time it is completed 
and reported. On the other hand, 
Wing #2 has suggested that there 
are some rather simple measures 
obtainable by direct observation 
which would allow us to distin- 
guish between good psychiatric 
hospitals and poor ones. Belknap 
and Steinle? also have suggested 
that there may be some very broad 
characteristics of general hospitals 
that would enable us to predict 
the level of care they provide. 

3. Record reviews or as the process 
also is called, medical audit, is de- 
fined by Lembcke ^ as retrospec- 
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tive evaluation of medical care 
through analyses of clinical rec- 
ords. The process requires a sys- 
tematic analysis of case records for 
accuracy of diagnoses and propri- 
ety of treatment. The results are 
judged by specific criteria, and the 
percentage of cases that conform 
with the criteria is compared with 
a standard percentage derived from 
observations in the country’s lead- 
ing hospitals. Ongoing reviews of 
this kind probably are best done 
with computers; there are now 
services that allow hospitals to 
compare their own handling of 
certain diagnostic entities with that 
of similar hospitals elsewhere. It 
never is maintained that this 
method tells which hospital is the 
better, since factors other than 
those coded may be responsible 
for the difference from other hos- 
pitals, but it does call attention to 
the differences in practice between 
hospitals and invite further inves- 
tigation when practices differ from 
what is usual. 

Quality control of psychiatric treat- 
ment is much less well developed, partly 
because knowledge about the treatment 
of mental illness is itself amorphous. 
There is often little agreement about 
what should be done for a given case. 
Where interpersonal processes are an 
important part of the treatment it is 
even hard to specify with certainty what 
is being done. 

Key? and Frank? both have inti- 
mated that it is hard to demonstrate 
that we are even doing what we think 
we are. Astin,! more cynically perhaps, 
suggests that not only do we not know 
what we are doing, but that we may not 
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even be sure why we are trying to do it. 

Perhaps these are the reasons why at- 
tempts to apply quality control in psy- 
chiatric hospitals have been rudimentary. 
Yet, there are few areas in medicine 
where standards of care vary so widely 
among basically similar hospitals. For 
all its difficulties, efforts to adapt the 
principles of quality control from other 
branches of medicine probably would 
well be repaid. 

Let us, for a moment, speculate about 
some of the uses to which computers 
might be put in a mental hospital or 
among a system of hospitals. We all are 
aware, for instance, of the mental 
changes which can occur in elderly peo- 
ple as the result of such factors as in- 
fections, toxicity, low grade anoxia or 
dehydration. It is obvious that no person 
over 60 should be admitted to a mental 
hospital without a complete physical 
work up. A minimum regimen could be 
established for such cases, just as it is 
in general hospitals for a patient ad- 
mitted with gastrointestinal bleeding, 
and a computer program quickly would 
pick up failures to carry it out. 

It must be admitted, of course, that 
the problem might be more difficult in 
some other diagnostic categories, Never- 
theless, in a recent reading of a number 
of case histories from a variety of psy- 
chiatric treatment institutions, we found 
that in many cases diagnoses were left in 
doubt, even when the choice lay between 
organic and functional etiological fac- 
tors. A computer type of quality control 
would call such troub!.some ambiguities 
to the attention of the organizations 
where they occurred. Furthermore, even 
though there is still very low agreement 
about essentials of treatment of many 
of the psychiatric illnesses, it might nev- 


ertheless be interesting for large hos- 
pitals to compare how often cases were 
reviewed, the number of patients work- 
ing or otherwise occupied, the numbers 
of mute patients, privileges accorded pa- 
tients, drugs used and dosages, length of 
stay and similar factors. One of the uni- 
versal characteristics of social and psy- 
chiatric agencies is how little they know 
about what they are doing. 

In quality control the computer essen- 
tially is used to compare the characteris- 
tics of a given hospital with other similar 
hospitals or with a theoretical standard. 
Since it is quite possible to compare an 
individual patient with the accumulated 
experience regarding a number of pa- 
tients, it seems odd that we have not yet 
heard of an understaffed state hospital 
which has decided to use a computer to 
monitor the care of its patients. A com- 
puter, for instance, might call attention 
to patients whose medication has not 
changed for a certain length of time, who 
have no progress note on their charts, 
whose symptom complexes have changed. 
It also might suggest for review those pa- 
tients whose response to various thera- 
pies has not been adequate. Of course, 
the computer could perform much more 
complex evaluations than these. We do 
not know whether or not we are yet able 
to ask the relevant complex questions of 
the computer nor what the best and 
Most revealing questions might be. We 
do know that the quality of treatment 
in psychiatric institutions is fantastically 
variable and that one of the most com- 
mon reasons given for low standards is 
the small amount of skilled psychiatric 
time which is available even where there 
are adequate funds. Surely any device 
Which has the potential of making better 
use of manpower should be explored. 
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To conclude, 


we have been suggesting 


that in the future we can expect to be 
called upon to make more decisions, 
and more complex decisions, and to be 
held more responsible for the quality of 
our judgments. All this sounds rather 
like growing up, and in a profession this 
should be no cause for regret. 
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CIVIL RIGHTS IN MEDICINE" 


JOHN A. KENNY, JR., M.D.** 
President, National Medical Association, 1962-63 


HEN THE QUESTION is raised as to 
W the responsibilities of the mental 
health professional in today’s civil rights 
crisis, there is, I feel, a very positive an- 
swer. The mental health professional, 
possessing as he does the advantage of 
Specialized professional training with 
special insight and experience, has a very 
definite responsibility—even an obliga- 
tion—to participate in and play an ac- 
tive role in the civil rights struggle. He 
has a unique contribution to make 
within the ‘framework of his own profes- 
sional organizations. He does not have 
to take to the picket line or engage in 
other direct action techniques in this 
struggle. 

One should, of course, place today’s 
civil rights struggle in Proper perspective. 


* The author wishes to 


** Associate professor and head, 
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The mental health professional should be knowledgeable on “medical civi 
rights." He must motivate his own professional organizations to join oth 
in urging the American Medical Association and allied organizations to ful 
explore and utilize voluntary means to comply with the reenacted Hill-Bur 
Act and the Civil Rights Act of 1964. 


j acknowledge the legal advi 
article of Loy M. Kirkpatrick, Esq., Washington. D.C. e 


Man is groping toward a respect 
human values, a proper regard fol 
human dignity, for human beings as in 
dividuals, Civil rights fit properly, th 
into this context. They represent an 
tegral part of the concept of a free, just 
and equal world—of the “good society. 
I feel that I can make a contributior 
to the subject under discussion by 
ing on the general theme of medica 
civil rights, if we can properly call ther 
that. ‘ 
Racial discrimination exists both v 
regard to hospitals and with regard 
medical organizations. The colored doc: 
tor is barred from membership in some 
medical organizations today and is 
denied participation in hospital staff 
membership in many sections of 


and assistance in preparation of this 
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country. The Negro patient is dis- 
criminated against both in seeking hos- 
pital admission, and once he gets in, in 
where he is placed in the hospital. It is 
to this aspect of the problem that T 
would direct the attention of the mental 
health professional. 

Before I proceed further, let me state 
what I regard as my major premise, 
which my lawyer friends assure me is 
eminently correct as a matter of law. 
One almost could say that it is a matter 
of law because it is right. This premise is 
that it is a fundamental constitutional 
right of all citizens to participate without 
regard for race, creed or color in all 
programs the cost of which is under- 
written or subsidized by the federal 
government. Let me restate my premise. 
It is the constitutional right of all to par- 
ticipate without regard for such ex- 
traneous considerations as race, creed 
or color in all programs the costs of 
which are underwritten by the federal 
government. 

May I state another major premise, 
equally important as the first. This is that 
the right of all to so participate is not 
dependent upon affirmative legislative 
action by Congress. This right can be 
enforced through action in courts, as in 
the case of Negroes refused the right to 
purchase homes which were insured by 
the Federal Housing Administration,” 
or by the subsequently promulgated 
executive order of President Kennedy 
outlawing the use of racial criteria in the 
sale of FHA and Veterans Administra- 
tion insured housing. The significance of 
executive orders of the President in the 
area of Housing is that Congress has 
consistently refused to make non- 
discrimination a part of the National 
Housing Act, under which financial as- 
sistance is provided the building industry 
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in the form of various guarantees. The 
President has had to act on his own in- 
dependent powers. 

Thus, where federal funds are ex- 
pended there arises by operation of law 
the right to participate on the basis of 
full equality. It is not difficult to find the 
legal precedents which uphold this right. 
The difficulty is seeing to it that these 
principles are followed in a variety of 
local situations. Yt is one thing for the 
President of the United States to pro- 
claim in a news conference: *We shall 
. . . not expend federal funds in such a 
way as to encourage discrimination." 1 
It is quite another for a Negro either as 
a patient or physician to secure access to 
federally assisted Hill-Burton hospitals, 
notwithstanding the fact that the Courts 
have construed the terms of the Hill- 
Burton Act (under the authority of 
which billions of dollars have been 
granted in the last 18 years to thousands 
of hospitals) to mean that such hospitals 
must accept patients and staff without 
regard for race, creed or color. It is often 
impossible to penetrate racial barriers in 
hospitals even though the courts have 
declared —Hill-Burton's —separate-but- 
equal clause patently unconstitutional, 
with retroactive effect. 

The most compelling problem is to 
bring thousands of Hill-Burton hos- 
pitals into compliance with the Court's 
decision. 

The decision of the Fourth Circuit 
Court of Appeals in the case of Simkins 
v. Moses H. Cone Memorial Hos- 
pital ® is of extreme importance in the 
case of all hospitals that have shared 
the 2 billion dollars of federal grants 
made during the 18 years of the Hill- 
Burton program. The case is important 
for it applies retroactively as well as 
prospectively. This decision is a vast 


28 


improvement upon the route suggested 
by Senator Javits, which was a legis- 
lative repeal of "separate-but-equal." 
Such a repeal would, no doubt, operate 
in future and not retroactively . . . thus 
leaving 2 billion dollars in existing 
construction grants unaffected by 
changes in the law. 

To point up the significance of the 
retroactive effect of the Simkins de- 
cision it is well to set forth some of 
the little known but vitally important 
HEW administrative procedures. The 
administrative procedure that was nulli- 
fied is the "separate-but-equal" plan, 
which came into being when the surgeon 
general approved Public Health Service 
Form 8. 

PHS Form 8 was initiated by the 
agency of the various states which ad- 
ministered Hill-Burton affairs at the 
state level by setting up state hospital 
plans, submitting applications for hos- 
pital grants to the Department of Health, 
Education, and Welfare, and acting as 
the conduit of funds for hospital con- 
struction grants. It never should be for- 
gotten that the Hill-Burton Act !* always 
required that Hill-Burton hospitals be 
operated in a non-discriminatory man- 
ner. There was, of course, an exception 
which became applicable under certain 
conditions. Where a state sought to meet 
the non-discrimination requirement by 
programming separate facilities for dif- 
ferent population groups, it was per- 
mitted to submit to the surgeon general 
a "Non-Discrimination Report" (Form 
PHS-8). The preparation of this report 
required a state agency specifically to 
enumerate the number of hospital beds 
available for each racial group. Accord- 
ing to the record in the Simkins case the 
North Carolina Medical Care Commis- 
sion submitted such a “Non-Discrimina- 
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tion Report" on January 3, 1962. It 
listed the L. Richardson Memorial Hos- 
pital as having 91 acceptable beds for 
“non-white” patients and none for 
“white” patients; Wesley Long none for 
“non-white” patients and 220 for 
“white,” and Moses H. Cone as having 
none for “non-white” and 482 for 
*white" patients. Significant duties were 
imposed on the surgeon general with re- 
spect to the “Non-Discrimination Re- 
port.” 

The state agency’s findings were ap- 
proved by the surgeon general. Con- 
sequently, the surgeon general had the 
duty of determining whether the state 
agency had properly applied the 
“separate-but-equal” formula, ie 
whether the state’s plan actually made 
“equitable provision” for all population 
groups. The non-discrimination report 
submitted by the North Carolina Medical 
Care Commission on January 3, 1962, 
was approved by the surgeon general on 
January 22, 1962. 

The approval of PHS 8 by the sur- 
geon general then created what was 
known as a “separate-but-equal plan” 
which has application apparently as 
broad as the area surveyed. A hospital 
located where the “separate-but-equal 
plan” was in force was given the right to 
discriminate. Where a “separate-but- 
equal” plan was in operation, the in- 
dividual hospital did not have to give 
any assurance that it would not dis- 
criminate and, in fact, could expressly 
indicate on its application for Hill- 
Burton money (as did each of the 
Greensboro hospitals) that “certain pet 
sons in this area (where “separate-but- 
equal” plan was in force) will be denied 
admission in the proposed facilities. 2$ 
patients because of race, creed or color.” 
The arrangement to extend aid formally 
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was concluded by a memorandum of 
agreement signed by representatives of 
the applicant (hospital), the state agency 
and the surgeon general. 

In the Simkins case, six Negro 
physicians and three Negro dentists who 
had applied to the hospitals were denied 
privileges because of the cited racial 
policies. There were also three Negro 
patients who were denied admittance to 
these hospitals because of race. Claims 
of discrimination were clearly estab- 
lished, the Court found. The Court held 
that the exclusion was based upon the 
“separate-but-equal plan" under PHS 
Form 8, and the money grant agreement 
spelling out discrimination. It directed 
that the lower court grant the patients 
and doctors the relief sought, which was 
a court order directing the two hospitals 
to accept Negro patients and doctors. 
The court stated: “these federal pro- 
visions (PHS Form 8) undertaking to 
authorize segregation by state-connected 
institutions are unconstitutional,” citing 
Brown v. Board of Education (the 
school desegregation case). The court 
ruled that the "rest of Section 291e(f) 
providing the hospital facilities without 
discrimination, however, remains in 
effecti^14 

The Court noted, however, that there 
was some force to the hospitals’ argu- 
ment to the effect that they were being 
made to do something that the surgeon 
general said that they would not have to 
do. It stated: “Indeed they are being Te- 
quired to do what the government as- 
sured them they would not have to do. 
But in this regard the defendant [hos- 
pitals] . . . can stand on no better than 
the collective body of southern voters 
who approved school bond issues before 
the Brown decision. . . . The voters 
might not have approved some of the 
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bond issues if they had known that the 
schools would be compelled to abandon 
their historical practice of separation of 
the races . . .” 35 It ruled, however, that 
the "separate-but-equal plan" was illegal 
under the Constitution and had to be 
negated retroactively. It found equities 
in this; notwithstanding the surgeon 
general’s finding of equitable hospital 
facilities for Negroes, “Racial discrimin- 
ation in medical facilities is at least 
partly responsible for the fact that in 
North Carolina the rate of Negro infant 
mortality is twice the rate for whites and 
maternal deaths are five times greater. 
Exclusion of Negro physicians from 
practice in hospitals on account of race 
denies them opportunities for profes- 
sional improvement and discourages 
them from practicing in . . . the South.” 

Having thus laid my general con- 
clusion of law which is that racial dis- 
crimination is illegal and unconstitu- 
tional in federal programs, and that the 
President has the power to promulgate 
necessary regulations, I come to the new 
Community Mental Health Centers Act 
of 1963. As you undoubtedly know, this 
new law authorizes the Secretary of 
Health, Education, and Welfare to make 
grants for the construction of community 
mental health centers so that all who are 
in need of emergency psychiatric care, 
inpatient services, outpatient services, re- 
habilitation programs, as well as general 
diagnostic and evaluation services, get 
such care. I suppose that few have 
thought that the doors of such institu- 
tions that have received federal aid 
would be operated with racial barriers. 
Such is not necessarily so. ]t is most 
likely that such facilities will be operated 
in a racially exclusionary manner. If the 
Hill-Burton program is any indication of 
what we may expect in the community 
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mental health center program, we have 
great grounds for apprehension. The 
New York Times says of the Hill-Burton 
Act: $ 


“The program has provided federal financ- 
ing to help construct more than 2,000 medical 
care facilities in the eleven old South states. 
Authorities on racial matters contend that vir- 
tually all. of these institutions discriminate 
against Negroes in one way or another"? 


Senator Jacob Javits well summarized 
the problem when offering explicit anti- 
bias safeguards in a proposed amend- 
ment to the Community Mental Health 
Center bill during debate in the Senate 
on May 27, 1963. He stated: "Mr. 
President, this amendment [embodying 
anti-bias clauses] happens to be uniquely 
germane . . ., because if this program is 
handled under present practices, . . . 
there actually will be segregation in con- 
nection with the program, since in a 
number of the southern states segrega- 
tion in hospitals is the accepted prac- 
tice, . . ."? For one reason or another 
the anti-bias provision offered by Senator 
Javits was tabled and the Mental Health 
bill as enacted is silent on discrimina- 
tion. This is not necessarily fatal, but it 
creates a situation which must be given 
the most intense study, and I would hope 
for appropriate executive action by way 
of promulgation of an appropriate 
executive order, applicable to mental 
health facilities. 

The Hill-Burton program to which 
Senator Javits referred has been ad- 
ministered in a manner most objection- 
able to minorities. A combination of 
factors has produced this. I am not in- 
clined to lay all the blame on the 
"separate-but-equal" clause. Figures 
which the Department of Health, Edu- 
cation, and Welfare has itself released 
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indicate that only 100 out of 4,000 
grants formally were administered on the | 
basis of separate-but-equal plans. The 
New York Times reported: 


“Approximately 100 of the 4.000 hospitals 
in the nation that have received Hill-Burton 
aid have used the equal facilities. provision 
and barred Negroes on the ground that sim- 
ilarly qualified institutions in that area were 
open to that race. The estimate was pro- 
vided by an official of the Department of 
Health, Education, and Welfare who was 
reached by telephone in Washington." +! 


I believe on the basis of what I have 
seen, read „and. personally experienced 
that a good part of minority dissatis- 
faction with the Hill-Burton Act has 
been due to the utter failure of HEW 
administrators over the years to insist 
that the non-discrimination requirements 
of the Hill-Burton Act !* (which applied 
in all cases where the separate facilities 
program was not in effect) be observed. 
The Hill-Burton Act contains this ex- 
plicit statement of statutory law: 


.. the State plan (in accordance with 
which funds are distributed to local hospitals 
for hospital construction purposes) shall pro- 
vide for adequate hospital facilities for the 
people residing in a State without discrimina- 
tion on account of race, creed or color. . - " 


This section, I repeat, is all thé 
Fourth Circuit Court left in force. The 
separate-but-equal provision was sur 
gically excised, as if it never had been in 
effect. Therefore, any agreement made 
between the surgeon general and the 
hospital permitting discrimination is out- 
lawed. 

But even this will not be of too much 
help so long as the surgeon general clings 
to his apologia for inaction with regard to 
eradication of discrimination in the Hill- 
Burton Act. As late as February 12, 
1962, the position of the Department of 
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Health, Education, and Welfare as an- 
nounced to the New York Times in con- 
junction with its coverage of the filing of 
the Greensboro suit was that, “the Hill- 
Burton Act rendered the Department 
powerless to prevent... discriminatory 
practices because it forbade interference 
with a hospital’s internal operations.” ** 
(This occurred where the Times in con- 
junction with its coverage of the filing of 
a suit against two Greensboro, N. C., 
Hill-Burton hospitals seeking an end to 
discrimination sought HEW reaction). I 
should also point out that the Hill- 
Burton Act does have a “no interference- 
with-management” _ clause, which is 
also part of the Hill-Burton Act. It 
reads: 


«nothing . . . shall be construed as con- 
ferring on any federal officer or employee the 
right to exercise any supervision Or control 
over the administration, personnel, mainte- 
nance or operation of any hospital . . - with 
respect to which any funds have been €x- 
pended...” 


The trial judge quoted this section in 
his opinion in the Greensboro case. He 
argued that the “no federal control” 
provision withdrew from HEW concern 
for the racial policies of a hospital. The 
trial judge was clearly reversed; the 
Court held that the Jaw and Constitution 
required non-discriminatory operation, 
and that it was very much the concern 
of the federal government that hospitals 
be run in a non-discriminatory manner. 

Senator Javits, who has been a close 
student of HEW efforts in the field of 
health and medicine, confirms my im- 
pressions gathered while President of the 
National Medical Association that HEW 
has relied on the “no federal control" 
clause in Hill-Burton as an excuse for 
doing nothing. Unfortunately most health 
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bills, including the Rockefeller version of 
Medicare, have a “no federal contro e 
clause. It also is engrafted in the Ken- 
nedy Medicare bill. Senator Javits ad- 
vised the Senate of the HEW interpreta- 
tion of "no federal contro " as used in 
the various laws HEW administers. He 
took the occasion to do so during the 
Senate consideration of the medical 
school aid bill. 
He stated: 


*(HEW has recently stated, in a letter to me, 
that in various programs which they admin- 
ister they believe they do have such authority 
to withhold federal funds from segregated ac- 


statutory language in different acts which it 
administers . . . The crux of the problem ap- 
parently is the very kind of language which ap- 
pears in the new medical education bill in sec- 
tion 726, which prohibits interference by the 
federal government in the administration of 
any institution. It is just that language (no 
federal control) which the Department has re- 
peatedly relied upon in refusing to exercise 
what... is firmly based upon constitutional 
authority.” 


One can legitimately ask why (since 
the courts have spoken with regard to 
the non-discrimination aspects of the 
Hill-Burton Act) the Administration 
cannot take appropriate steps to bring 
hospitals that have been aided into com- 
pliance with court orders. 

Thus, there is no doubt where the De- 
partment of Health, Education, and Wel- 
fare stands. It believes that the words 
“no interference with hospital manage- 
ment” nullify even language as clear as 
the anti-bias clauses in the Hill-Burton 
Act. 

Senator Keating, with whom a dele- 
gation and I (representing the National 
Medical Association) conferred on June 
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4, 1963, sought answers from Secretary 
Celebrezze about his administration of 
the Hill-Burton program.. These ques- 
tions were set forth in a letter, which to 
my knowledge, Secretary Celebrezze 
never answered. Let me set forth part 
of Senator Keating's letter to Mr. Cele- 
brezze: 


* .. 98% of all grants under the Hill- 
Burton Act have been made on the basis of a 
certification . . . that the facilities will be op- 
erated without discrimination on account of 
race, creed or color. Under these circum- 
stances, I would appreciate a report from you 
indicating the following: 1. The steps the De- 
partment takes to enforce a policy of discrimi- 
nation in cases in which no waiver for sepa- 


rate but equal facilities has been granted. 
29 


Senator Keating advised the Senate 
that in the two-month period between 
the time he had written the secretary and 
the time of this introduction of the letter 
into Senate debates on HEW appropri- 
ations, the Secretary had not responded. 
He stated, “I have .yet.to receive an 
answer to this letter after writing for 
more than two months and despite re- 
peated telephonic requests to the agency 
for its response." ? 

Silence in this case is meaningful. 
HEW has no policy even though the law 
is clear that discrimination is outlawed in 
the Hill-Burton Act. *No federal con- 
trol" precludes any such policy under 
present HEW interpretations. 

With that background in mind you 
readily can see why I am most distressed 
about the likelihood for attainment of 
equal opportunity in the Community 
Mental Health Center Construction pro- 
gram. First, the law is silent on the ques- 
tion of non-discrimination. Hence, as 
matters now stand, there won't even be 
the formality of requiring certifications 


CIVIL RIGHTS IN MEDICINE 


of non-discriminatory operation such as 
is required in the Hill-Burton Act. More- 
over, Section 765 of the Mental Health 
legislation states a very definite "no 
federal control" requirement. Thus, if 
the matter is left solely to HEW, we 
probably will be met with an administra- 
tive decision that it cannot do anything 
to cope with bias in the program. This 
will be for two reasons. First, the bill is 
silent about racial discrimination. HEW 
usually says we only are empowered to 
carry out the will of Congress. Unless 
Congress speaks we cannot act. More- 
over, the Mental Health Program has a 
*no federal control" clause written into 
the bill. Therefore, HEW most likely 
would conclude, following its precedents 
in the Hill-Burton Act, that it cannot do 
anything about racial discrimination in 
the mental health program. My discus- 
sions with the Department while presi- 
dent of the National Medical Association 
both with respect to the Hill-Burton pro- 
gram and with respect to Medicare, leave 
me with the definite impression that this 
is the position that HEW would take, if 
they have not taken it heretofore. 

First, let me say something about the 
fact that the Mental Health law is silent 
about racial discrimination. The bill was 
offered at the time when it was the policy 
of the Kennedy Administration to ex- 
clude anti-bias clauses from legislation 
offered to Congress. Mental Health was 
just such a bill. The theory was that the 
presence of controversial provisions 
might cause the bills to lose votes. 

This is not so bad, assuming that the 
Administration believed legislation was 
superfluous and that it could on the basis 
of Executive powers adopt necessary 
regulations which would be to the same 
eflect as legislative clauses. Senator 
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Javits cited the HEW record of not 
using its existing legal powers as all the 
more reason for adding specific clauses 
to various bills. Senator Mansfield often 
found that he had to move to table the 
Javits non-discrimination clauses so that 
the legislation would not be com- 
promised. This happened with regard to 
HEW appropriation bills authorizing 
funds for hospitals, with regard to the 
medical school aid bills, and of course 
with regard to the Mental Health bill. 
Thus, Mr. Mansfield stated on May 27, 
1963, in moving to table the Javits 
Amendment to the Mental Health Bill: 

“I am in full accord with what he seeks to 
do and I know that if the amendment is not 
tabled no bill will be passed, but I also wish 
to see a bill passed." * 

Senator Mansfield expressed the same 
reasons for moving to table the Javits 
amendment to the medical school aid 
bill: 

“If Senators wish to have the bill passed 
they will vote to table the (antibias) amend- 
ment of the Senator from New York." 5 
Thus clauses which were controversial 
were deleted for political expediency. 

There is no doubt but that such dele- 
tions will be taken by some as affirmative 
authorization of segregation. At least one 
court has considered the effect of such 
action. In Levitt and Sons v. Division 
Against Discrimination,” the New Jersey 
Courts had before them the contention 
by Levitt and Sons that: 

"Failure of Congress to Incorporate in the 
National Housing Act a positive imposition of 
a policy of nondiscrimination evidenced Con- 
gressional policy of permissive racial discrimi- 
nation.” 

Therefore the New Jersey law Pro 
hibiting discrimination in federally as- 
sisted housing violated federal law and 
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was thus void, Levitt argued. The New 
Jersey court refused to consider the 
failure of Congress to prohibit dis- 
crimination as anything other than 
“political expediency” to secure enact- 
ment of the National Housing Act, and 
upheld the New Jersey anti-discrimina- 
tory law. The Supreme Court refused to 
overturn New Jersey. The point should 
never be lost. Ever though Congress re- 
fused to outlaw bias in federally assisted 
housing, even though many had. tried 
repeatedly to get anti-bias clauses added 
but without success, President Kennedy 
accomplished the same result by the 
stroke of the pen when he issued the 
executive order on November 20, 1962. 

It is not a dead letter. The Wall Street 
Journal of December 31, 1963, re- 
ported: “A suburban Washington 
builder, H&S Builders, Inc, Silver 
Spring, Md., was suspended from. eligi- 
bility for Federal Housing Administra- 
tion mortgage guarantees for allegedly 
discriminating against a Negro family 
seeking to buy à house." 

The employment practices of govern- 
ment contractors constitute an area in 
which the President chose to exercise his 
executive powers, even though Congress 
has in the past refused to enact fair em- 
ployment practice legislation. Without 
becoming ensnarled in details, suffice it 
to be said that all government and con- 
tractors, including the major defense 
contractors, must practice equal oppor- 
tunity in hiring practices. This policy was 
put directly under the then Vice Presi- 
dent Johnson by Executive Order 10925 
of March 6, 1961. 

Recently, again even though Congress 
never has authorized the practice, the 
President extended the equal opportunity 
in hiring policy to persons receiving 
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government financial aid in the form of 
loans, grants or guarantees. In essence, 
where federal dollars are used for con- 
struction purposes, the person hiring em- 
ployees for construction must practice 
equal opportunity. This latest order was 
set forth in Executive Order 11114 of 
June 22, 1963. 

While every student of this approach 
recognizes the difficultics, yet the fact 
remains that qualified Negro technical 
graduates in enginecring and the sciences 
are being assimilated into industry again. 
This is because of the executive order 
route, and not by reason of anything 
Congress has done. We might say that 
progress in this area has been made de- 
spite Congress! 

Recently (on December 18, 1963) 
the Labor Department promulgated new 
regulations; in effect these outlaw dis- 
criminatory practices in the federally 
registered apprenticeship and training 
programs. This step took place by 
reason of executive branch powers and 
only incidentally was related to Con- 
Bressional action. 

Thus, the mental health legislation 
comes to us without any statutory pro- 
hibitions against bias, and with a “no 
interference with management” clause 


written into it. Section 765 of the law 
states: 


"Nothing contained in this part shall be 
construed as authorizing any department. 
agency, officer or employee of the United 
States to exercise any direction, 


supervision, 
or control over, 


ni or impose any requirement or 
condition with respect to, the research or re- 
lated purposes conducted by, and the per- 
sonnel or administration of, any institution.” 


; Since the mental health legislation is 
silent as to prohibitions against bias, and 
since there is a “no control? provision 
written into the Mental Health Act, we 
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hardly can expect any effort by HEW to 
combat bias in the mental health pro- 
gram. 

Essentially HEW is out of step with 
the times. Since the President can act, 
and since HEW most likely won't act, 
the President must act. The problem is 
not just academic. The reports on the 
mental health legislation show that the 
HEW Administration envisioned allot- 
ments in the following amounts to states 
for the construction of mental health 
facilities: * 


Fiscal Fiscal 
State Year 1965 Year 1966 
Alabama $1.149.710 $1,496,259 
Florida 1,512,999 1.969,053 
Georgia 1,308,391 1,702,771 
Louisiana 1,059,335 1.378.644 
Mississippi 902.901 1,175,057 
North Carolina 1,537,644 2,001,126 
South Carolina 869,960 1,132,134 
Virginia 1.205,371 1,568,699 


Are Negroes in these states who are 
in need of care to benefit from the fore- 
going authorizations? Are Negro psy- 
chiatrists who want to locate in any of 
these states going to be able to over- 
come racial barriers and have access to 
such facilities? 

May | pass on to you the benefit of 
the experience that I had as President of 
the National Medical Association. First, 
I believe that it is pointless to raise such 
questions with the Department of 
Health, Education, and Welfare. Our 
discussions with the Department of mat- 
ters pertaining to Hill-Burton adminis- 
tration in relation to bias left me with the 
very definite impression that it regarded 
itself without power to act owing to the 
“no federal control over management” 
clause. Since there is a “no federal con- 
trol” clause in the mental health bill, it 
would be reasonable to expect much the 
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same response. This is a Presidential 
problem—to harmonize his administra- 
tion. 

To my view the situation is much like 
housing or government contractors’ hir- 
ing practices. Congress rejected FEPC 
and resisted anti-bias provisions in the 
National Housing Act. Even to make a 
start toward the elimination of bias it 
took an executive order placing affirma- 
tive duties upon FHA as well as on 
segments of private housing industry to 
make even a small start. I submit that 
an analogous procedure will have to be 
invoked ultimately in the field of health 
and medicine. Such an executive order 
and possibly a Presidential committee 
(which would be comparable to that 
which oversees the fight against bias in 
government employment and federally 
assisted housing) are obviously vitally 
needed. Any such committee should in 
my view encompass the existing Hill- 
Burton Hospital program as well as the 
mental health program and Medical 
School aid. 

How can the mental health profes- 
sional aid in this effort? First, as a mem- 
ber of a highly respected organization 
he can seek to have the professional 
association study in depth the complex 
problems that I pose. He can work with 
such organizations as the National 
Urban League to seek the remedial 
efforts and the various executive branch 
safeguards that the Jate President 
Kennedy must have had in view when 
he stated last April 3, 1963: 

“We shall also continue . .. not to expend 


federal funds in such a way as to encourage 
discrimination." 


ADDENDUM 


Since the above remarks Were made, 
the Civil Rights Act of 1964 has been 
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passed and is now the law of the land. 
This Act has changed the situation in at 
least three ways. Title VI of the Act has 
at long last placed administrators of 
federally assisted programs under an 
affirmative obligation to take action to 
end discrimination in such programs. 
Secondly, it has removed the danger that 
action taken to end discrimination can 
be construed as violating the previously 
existing Congressional doctrine of “no 
federal control” over policies of such in- 
stitutions. Thirdly, the Civil Rights Act 
of 1964 has placed a greater premium 
on the use of voluntary means to seek 
compliance with nondiscriminatory as- 
surances; it serves to increase the op- 
portunity for yoluntary compliance. 

The new Act places an obligation on 
administrators to promulgate regulations 
which implement the antidiscriminatory 
measures. My lawyer friends tell me 
that these regulations ought to apply 
retroactively as well as prospectively. 
However, I understand there is a pos- 
sibility that such regulations when issued 
will only apply prospectively to grants 
made subsequent to the enactment of the 
Civil Rights Law. The National Medical 
Association has advanced legal argu- 
ment that these regulations be made 
retroactive in express language. 

On September 17, 1964, Counsel for 
the National Medical Association ad- 
dressed a memorandum of law to the 
Honorable Lee C. White, special counsel 
to the President, outlining reasons why 
the new law should be applied retroac- 
tively as well as prospectively to all Hill- 
Burton grantees. Mr. White has referred 
the matter to the legal staff of the De- 
partment of Health, Education, and 
Welfare. They in turn have presented 
the question to the Office of Legal 
Counsel, the Department of Justice. The 
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general counsel of the Department of 
Health, Education and Welfare has ad- 
vised our counsel: 


*... Even if the Department of Justice con- 
cludes, as we are inclined to believe, that title 
VI looks only to federal funds paid out in the 
future, I believe that its impact will begin to 
be felt rather quickly by most of the existing 
hospitals, and especially by those of substan- 
tial size. Aside from the "repeaters" under 
the Hill-Burton Act, of which there are many, 
hospitals as recipients of federal funds under 
various other programs will, I am confident, 
find it advantageous to bring themselves into 
compliance with our forthcoming regulation 
under title VL" 18 


We believe that the Department of 
Justice might well consider the remarks 
of Senator Humphrey * who explained 
that Title VI would apply to existing 
hospitals: 


"Under Title VI, compliance action to re- 
quire . . , a hospital which receives federal 
financial assistance to live up to its agreement 
to refrain from racial discrimination against 
the intended beneficiaries of the assistance. . . . 
—sick people seeking medical care—could be 
taken by federal agencies. . , ." 


If the decision of law is resolved that 
Title VI does not apply retroactively, it 
would appear that the secretary still has 
a “big stick" which he can employ to 
bring about compliance with the non- 
discrimination provisions of the Hill- 
Burton legislation. This is the provision 
of Section 42. U.S.C. 291 j (a) which 


empowers a state-wide fund “shut-off”, 
It states: 


“Whenever the surgeon general . . . finds 
- «that any assurance given in an application 
section . . . is not being or cannot be carried 
out - +. the surgeon general may forthwith 
notify the secretary of the treasury that no 
further certification (of Hill-Burton funds) 
Will be made . . . until there is no longer any 


CIVIL RIGHTS IN MEDICINE 


failure to comply, or, if compliance is impos- 
sible, until the state . . . repays or arranges 
for repayment of federal moneys . . . 


Moreover, Title VI of the Civil Rights 
Law gives the Secretary an additional 
source of power to withhold funds where 
there has been a noncompliance with the 
requirements of law requiring equal 
treatment in the use of federal funds. 

Finally, it would appear that a law 
suit could be maintained to enforce the 
assurance of nondiscrimination given as 
a condition of the grant of funds to all 
the vast majority of the nation's Hill- 
Burton hospitals. 

Secretary Celebrezze ? on February 
11, 1964, the day after Title VI was 
adopted by the House, felt fortified 
enough to respond to Senator Javits’ in- 
quiry made some months earlier. Secre- 
tary Celebrezze advised Senator Javits in 
answer to his question which stated: 


“What administrative procedures have been 
established to enforce the nondiscrimination 
provision of the Hill-Burton Act governing 
those hospitals not constructed under the “sep- 
arate-but-equal” provision?” Before giving the 
specific answer, Secretary Celebrezze stated: 
“I wish to reiterate what I said to you during 
my appearance before the Senate Labor and 
Public Works Committee last August. ‘We 
ought to stop the guessing game . . . an ad- 
ministrator needs definite guidelines if he is 
going to run his Department properly, and 
that was the purpose of submitting a Civil 
Rights Bill? We join with President Johnson 
in urging the early enactment of this legisla- 
tion which would give us clear authority to 
eliminate discrimination which might occur in 
the program we administer.” 9 


It is my understanding that on July 
27, 1964, under the sponsorship of the 
Department of Health, Education, and 
Welfare a meeting was held on ways of 
achieving maximum early compliance 
with the Moses Cone Court Decision and 


JOHN A. KENNY, JR. 


the newly enacted Civil Rights Act of 
1964. In attendance were representa- 
tives of the American Medical Associa- 
tion, the National Medical Association, 
the American Nurses Association, the 
American Dental Association, the 
American Hospital Association and the 
National Dental Association. Various 
voluntary routes to compliance were ex- 
plored. There is no reason why the 
American Medical Association and the 
Joint Commission on Hospital Accredi- 
tation, as well as the other organizations 
mentioned above, cannot take the lead 
in securing compliance with the law with- 
out the need for law suits or even for 
HEW investigations as provided for 
under Title VI. The authority of the 
AMA and the Joint Commission to act 
is so clear that there never would be the 
need for the government to intervene. 
Space will not allow me to cite the pre- 
cedents for such action. 

Many voluntary routes exist. As 
president of the National Medical Asso- 
ciation during 1962-1963, I sought to 
establish a Liaison Committee to bring 
cases of individual bias to the AMA's 
attention for remedy. I am convinced 
that not all that could have been done 
through this route was done. However, 
the opportunity still exists. The ground 
work has been laid, so that if it desired, 
more and more complaints of unjust 
treatment of physicians seeking staff 
Privileges or of other forms of discrimina- 
tion by hospitals could be processed 
through the Liaison Committee and the 
AMA Board of Trustees. Following pre- 
cedents, the Board can seek compliance 
with law without federal intervention. 

Another very effective means would 
be, for example, for the Joint Commis- 
Sion of Hospital Accreditation to assess 
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points in the hospital rating score where 
the hospital discriminates. 

In short, there is much more that 
could be done through private initiative 
to seek compliance with the law than 
has heretofore been done. 

The alternative to a solution within 
the ranks of medicine is outside inter- 
vention—which none of us really wants. 
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THE PROFESSIONAL MAN'S MUZZLE* 


BENJAMIN SPOCK, M.D. 
University Hospitals, Cleveland, Ohio 


The professional person's identity makes him shrink from participation in 
public controversy outside his sphere which will bring scorn from some 
colleagues and clients. But he has a double responsibility as professional” 
and as citizen to use his influence in the grave issues which strain our society. 


| SUSPECT THAT A majority of the pro- 
fessional and business people who 
have marched or picketed for some 
cause such as a nuclear test ban or in- 
tegration would confess, as I do, that 
though they were very glad they did it, 
they found the experience to be per- 
sonally painful and embarrassing. I 
think of the dramatic contrast between 
this and the experience I still remember 
of marching in our school’s drum and 
bugle corps in a Memorial Day parade 
in 1918. Bands were playing to buoy the 
step. The spectators beamed approvingly 
or even cheered. We marchers were 
proud of our uniforms and the precision 
of our outfit. 
; In a civil demonstration one usually 
is shuffling along without style or 
rhythm. The fact that a picket line has 
to keep moving in an endless chain 
seems to rob it of a sense of direction. 
One feels like a two-legged squirrel in 
a public cage. Even in the situation 
where there is no threat of violent re- 
Estes ME, 
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action, one is acutely conscious of being 
in the minority. A few of the onlookers 
make crude remarks, but these aren't too” 
painful because one can dismiss them as 
senseless. Quite disconcerting, though, 
is the reaction of the majority of 
passers-by. They look at the signs and 
the marchers with a baffled expression, 
as if they had never heard of the issue. 
This gives the demonstrator a night 
marish sense of being on the wrong. 
planet. He feels shorn of purpose and 
dignity. Hardest to take are the people: 
who smile contemptuously and shake 
their heads, or the reporters who ask 
cynical questions as if they thought @ 
collection of stuffed-shirts had beeni 
caught in a vice raid. These condescend- 
ing ones don't specify just what their. 
criticism is, so the demonstrator can’t 
rebut. Their scorn gets right through tO 
his own conscience and stirs up his owf 
doubts. He wonders, not about the cau se 
he’s upholding, but about whether he has 
gone off half-cocked, for instance, or iS 
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hurting the dignity of the organization 
which employs him and trusts him, or is 
perhaps just an exhibitionist. 

I’m no veteran myself, having only 
marched a couple of times for peace and 
once joined a picket line for integrated 
schools, although these experiences made 
a profound impression on me. I have 
only brought up the special example of 
street demonstrations because I think it 
may throw some light on the broader but 
vaguer problem of why so few people 
are willing to take even a mild stand, 
such as lending their names to a cause. 
And I'm particularly interested in the 
question of why professional and 
business men seem to be more reluctant 
than men with simpler jobs, more re- 
luctant than women and children. Of 
course I don't have statistics to prove 
that they are. But I have a strong im- 
pression as a result of such chores as 
trying to get signatures for petitions for 
political candidates, trying to line up 
supporters for the King-Anderson bill. 
Around a medical center it's much easier 
to recruit nurses and technicians of 
both sexes than scientists and physicians. 
How do women and children manage to 
look so proud and serene on a march or 
picket line? Do they have more con- 
viction? I don't think so. Perhaps part 
of the answer is that men on the average 
are a bit stuffier than women in the 
sense that they are more worried about 
losing their dignity. They like to beina 
slightly superior position rather than a 
humble one. (That's why throughout the 
world they marry women two OF three 
years younger.) But I think there is 
more to it than this. E 

The person who seeks professional 
training studies for years to get his de- 
gree, and with it he gains his occupa- 
tional identity, his most precious-seeming 
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attribute. He spends the rest of his life 
trying to win respect in his field by do- 
ing his best work, conforming to the 
general ideals of his profession. He is 
always conscious of what his peers may 
be thinking of him. As he gains further 
experience and wisdom, he may narrow 
his field. Then he takes increased satis- 
faction in the depth of his specialized 
knowledge, but he is apt to disclaim even 
average competence in the areas from 
which he has withdrawn. In my pro- 
fession the fourth year medical student 
has the broadest knowledge and is quite 
willing to sound off on any topic. The 
professor, by contrast, won't venture an 
opinion in public on a topic outside his 
very particular subspecialty. 

In other words the professional man 
guards his reputation for soundness and 
his inner serenity by espousing only those 
opinions and positions he can defend in 
depth. It’s no wonder he winces at the 
thought of involvement in an outside 
controversy for which he will surely be 
called an ignorant meddler or a neurotic 
troublemaker—by the public, by his 
neighbors, by plenty of his colleagues. 

This may be a reasonable explanation 
for why the professional man is so par- 
ticularly bashful, but I don't think it will 
really give him an excuse for hiding, if 
he has once faced the crucial issues of 
his day. Racial discrimination is cruel, 
barbaric, obscene. It is abhorrent to our 
religions and science. Our great-grand- 
children at first will be incredulous and 
then disgusted when they learn in their 
histories that millions of Americans in 
the middle of the 20th century supported 
this vicious nonsense, and that most of 
the rest of us stood by, blind about our 
own passive complicity. We earnestly 
discuss a new play that reproaches a 
dead pope for not having been forth- 
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right a quarter of a century ago. Or we 
self-righteously criticize the German peo- 
ple because they didn’t speak out against 
Hitler’s genocide, an action which would 
have been a lot more dangerous than 
anything we're asked to do. 

The civil rights crisis is going to re- 
main explosive for years. There is at 
least the possibility that there will be 
more savagery in the future than there 
has been in the past, North as well as 
South. All agree that the solution cannot 
possibly be brought about by govern- 
ment alone, that leadership must come 
from all fields in the community. We 
who claim to be experts in diseases of 
the spirit should at least be as active as 
the clergy—which we have not been. We 
are the ones who know how irrational 
discrimination is. We know that it is 
cruel and disfiguring to its victims. We 
know that it warps the thinking of each 
new generation of discriminators. We 
know that it corrupts the souls of those 
who disapprove but fail to lend their 
weight. In an age which respects science 
(more than science deserves) we are in 
the best position to reassure parents 
about the groundlessness of most of their 
fears. 


We should be writing articles not only 
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for the journals but for the family maga- 
zines, sending letters to newspaper 
editors, giving talks to P.T.A.’s and serv- 
ice clubs, speaking at governmental 
hearings, even appearing on the more 
dignified picket lines. If more of us 
were willing to be bold, then boldness 
would become more respectable. 

It should be helpful, to those who've 
never tried, to know that the first letter 
to the editor, the first demonstration, the 
first abusive telephone call are by far the 
most uncomfortable. After that the par- 
tisan will get more used to not being 
loved by everyone, to being hated a little. 
He gains some compensatory satisfaction 
from feeling that he's a toughened cam- 
paigner. 

Once converted to action, the profes- 
sional man's main problem, I confess 
again from personal experience, is to 
keep from becoming so obsessed with 
his cause that his friends and colleagues 
feel uncomfortable when they see him 
coming. I think that he should be careful 
not to put pressure on them, but should 
try to demonstrate a cheerful serenity 
about his own beliefs, which might in- 
spire a very few of them to follow suit. 
This is a damned difficult attitude to 
maintain, though. 


IMPACT OF SOCIAL CHANGE ON THE 
TASKS OF THE MENTAL HEALTH 


PROFESSIONS * 


NORMAN V. LOURIE 


Deputy Secretary, Pennsylvania 


Department of Public Welfare, Harrisburg, Pennsylvania 


Consequences of social change, particularly the revolution of the under- 
privileged, require that the mental health professions take a new look at their 


role. Accommodating people 


to suffering and deprivation should not be 


tolerated. There is urgency that we change practices, methods systems and 
planning strategies. We should be positive change agents rather than shifters 


with change. 


N THE LANGUAGE of the ancient world 
| there was no term corresponding to 
profession. The Oxford English Diction- 
ary records the earliest use of the term. in 
1541. However, even the most primitive 
societies had their medicine men. Every 
society had its priesthood. Throughout 
the middle ages history records a slow 
development of professions. 

Beginning in the nineteenth century 
the professions developed and multiplied 
tremendously. The same political, religi- 
ous, mechanical and industrial revolu- 
tions and the rise of modern science 
which produced massive social revolu- 
tion and its consequent social changes, 
created vast demand for intellectual spe- 
UNUM —- 
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cialists. Western society encouraged the 
professions. Indeed modern civilized so- 
ciety is now quite dependent on the 
professions for its daily functioning." 
While we are inquiring here about the 
impact of social change on the tasks of 
our own professions, it is important to 
recognize that professional contributions 
in large measure created the advances 
which produced social change.” * * 
Among social scientists there is great 
current debate about definitions of social 
change and particularly planned change. 
I have no intention of entering the de- 
bate. I shall proceed from the simple 
assumption that the lives of those whom 
we serve through our professions have 
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been affected and will continue to be 
affected by social changes in ways that 
are important for our professional prac- 
tice. 

First, what are some of these changes 
and how do they affect people? * 5 9. * 
8, 14 

1. Population growth has been very 
rapid and is expected to give us 260 
million people by 1980 in America. The 
number of persons over 65 years will 
grow from 16 million to 25 million by 
1980. The number in the group under 
20 years old will increase from 65 mil- 
lion to 110 million. The longevity of 
women will increase and probably will 
increase the proportion of women in the 
society. 

2. Our population is increasingly ur- 
banized, Between 1950 and 1960 the 
urban population increased from 97 mil- 
lion to 125 million. The rural population 
decreased from 54 to 53 million. By 
1980, 80 per cent of the population will 
live in cities. 

3. Mobility is a way of life. Each year 
one of every five families moves and 
more than five million people move from 
one state to another. Along with migra- 
tion from rural to urban areas we find 
substantial movement of middle class 
families from the cities to the suburbs. 
Mobility has resulted in severe cultural 
clash. 

It is estimated that 48 per cent of the 
population will be the producers of all 
resources to support every aspect of the 
economy, particularly services required 
by the older and younger people who are 
not on the productive market. Agricul- 
ture needs fewer workers. It is expected 
that two-thirds of the rural youth will 
have to find employment in the cities, 

4. Automation and its technological 
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developments makes traditional jobs, for 
which we are training workers, obsolete 
at a much faster rate than new jobs are 
being created. Originally affecting the 
factory or production worker, it now has 
begun to displace the blue collar and the 
white collar worker. Entry jobs usually 
filled by inexperienced beginning work- 
ers are disappearing at the rate of 250,- 
000 per year. From 1960 to 1970, 26 
million youths will enter the labor mar- 
ket, many of them lacking in any market- 
able skills. Though this group (aged 16 
through 21 years) is only one-tenth of 
the labor force, it constitutes one-fourth 
of the unemployed. 

5. Poverty, in the midst of affluence is 
the lot of 10 per cent to 25 per cent of 
our population depending on whose eco- 
nomic indices you favor. Particularly af- 
fected are non-white families, families 
headed by a female, the old over 65 
years of age, rural farm families, and 
families where adults have fewer than 
eight years of education. Where a family 
has not one, but two or more of the 
above mentioned characteristics, the 
probability of poverty is overwhelming. 
Most significant for the mental health 
professions is the fact that groups living 
at poverty levels are relatively unaffected 
by programs aimed primarily at eco- 
nomic growth and full employment. If 
elimination of “pockets of poverty” is 
Sought, specific measures must be devel- 
oped to deal with the known character- 
istics of poverty. 

6. The particular plight of the Negro 
and other non-white population must be 
faced. It has been said that the Negro 
baby born today has about half as much 
chance of completing high school as à 
White baby born in the same place on the 
Same day, one-third as much chance of 
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becoming a professional man, twice as 
much chance of becoming unemployed, 
about one-seventh as much chance of 
earning $10,000 per year, a life expect- 
ancy which is seven years less, and the 
prospects of earning only half as much. 

No one consciously advocates poverty 
as a value for society to cherish. Never- 
theless, throughout history and until re- 
cently no group, certainly not any pro- 
fessional group, seriously advocated and 
worked towards the abolition of poverty. 
To the contrary, attitudes and values 
prevailed which tended to continue pov- 
erty. This was certainly true of social 
work.* 

The sermon theme, "The poor ye will 
always have with you," is still utilized. 
Religious and commercial revolutions 
brought prudence, diligence, moderation, 
sobriety and thrift to the status not only 
of Christian values but as qualities con- 
ducive to commercial success. And prac- 
tical success was at once a sign of ethical 
superiority. 

But the values have changed. The 
elimination of poverty is becoming a 
matter of national policy. Modern social 
work has dissociated itself from the 
long held doctrine that to be in need is to 
be inferior. All of the mental health pro- 
fessions have dissociated themselves 
from the view that dependency is en- 
couraged by giving and discouraged by 
withholding. 

Through its national association the 
profession of social work has clearly 
committed itself to identify and work 
towards alleviating all sources of suffer- 
ing and deprivation. However, social 
work, like other mental health profes- 
sions, is still rooted in middle class values 
which make utilization of professional 
resources difficult to apply in full meas- 


43 


ure. There is Clear evidence that the best 


and most of our professional resources 
are not assigned to the most needy. Our 
values still include those of the superi- 
ority of intellect, achievement and suc- 
cess, activity and work, efficiency and 
practicality, and external conformity. 
Concurrently we carry values which call 
for compassion or tacit acceptance of 
failure to realize these values. 

The incongruity of the results of in- 
dustrial development are of interest. The 
problem of poverty actually has dimin- 
ished during the 20th century. Our 
higher standard of living has decreased 
the actual number of poverty stricken 
people. And if we were to ignore our 
changed ideas of what represents ade- 
quate living, the objective conditions of 
the poor have improved. 

If present programs continued un- 
changed, they probably would diminish 
certain aspects of the poverty problem. 
Increase of our social insurance pro- 
grams and benefits, for instance, would 
reduce the numbers needing public as- 
sistance (that is if the insurance benefits 
now too low for minimum subsistence 
were increased). But the onrush of so- 
cial change—continued population 
growth, automation and the resulting de- 
mand for new and higher skills—will 
place a growing number of persons in 
economic social jeopardy. Relative pov- 
erty will increase. Unless, of course, we 
learn how to cope with change in some 
more fundamental ways.“ ' 

In the past 25 years we have em- 
barked on a wide range of new and mas- 
sive social welfare programs. Neither 
these, nor the professions which helped 
create them have taken sufficiently into 
account basic changes in the economy, 
sweeping social and cultural changes and 
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new understandings of human behavior. 

While much of what I shall say here 
applies to all of the mental health pro- 
fessions, I shall talk primarily about my 
own profession, social work. 

Although there have been lags and 
gaps, the organized social work profes- 
sion has consistently expressed concern 
with the effect of the environment on the 
individual and the effect of changes in 
social institutions on individual and mass 
conditions. However, in the social work 
field, as in other of the mental health 
professions there are many differences 
still to be resolved: differences in ap- 
proach, priorities, timing, the scope and 
function of the profession and probably 
fundamental changes in organizational 
framework, administrative patterns and 
operational methods.? 

I propose that there are four major 
areas of confusion in present social work 
thought and practice: confusion of 
Scope, confusion of public and profes- 
sional interest, confusion in conceptual 
focus and confusion in methodological 
Priority. These may apply equally to 
other professions for which I do not feel 
competent to make judgments. I believe 
We must cope with them all if we are to 
adjust our work to meet social change 
effects satisfactorily. 

First, regarding Scope, the profession 
and field of social work and the broader 
field of social welfare, which I believe in- 
cludes mental health, often are confused. 
Social welfare is not the sole province 
of social workers any more than mental 
health is the sole Tesponsibility or battle- 
ground for psychiatrists, 

Social welfare, as I understand it, com- 
prises all health and welfare activities 
which depend on citizen financing 
through taxes and contributions. It is a 
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major industry. It has varied operational 
units with different degrees of inter- 
dependence. Numerous products are 
turned out. Many professions and occu- 
pations are employed. The profession of 
social work (graduates of schools of 
social work) is only a small part of the 
social welfare working force. The same 
can be said of other professions. It is 
questionable whether our professions 
will ever be a major part of the industry’s 
working force. Just as in the general 
health field part of the industry is manned 
largely by paramedical, rather than med- 
ical personnel, the total manpower of 
the social welfare industry finds the men- 
tal health professions in the minority. 

As the number of mental health pro- 
fessionals grows, the demand for service 
increases. This enlarges the number of 
nonprofessionals that are needed and 
used. While the management units in the 
industry are traditionally professional, 
an increasing number of managers come 
from the nonprofessional group. The 
largest number of practitioners are non- 
professionals. 

The profession of social work is grap- 
pling with this issue. It must arrive at 
clear definitions of the relationships and 
roles of the various occupational groups 
in the industry. For a large segment of : 
the industry the Joint Commission on 
Mental Health and Illness made it very 
Clear that the traditional professions 
could not meet the production and con- 
sumption demand. Indeed the report rec- 
ommended widespread use of parapro- 
fessionals to carry out some of the tasks 
usually viewed as professional tasks." 

Steps are being taken by the profes- 
sions and the public to make up deficits 
in training, to increase numbers and to 
examine functions of the professions S0 
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that there can be a more appropriate 
delegation of responsibility to various 
occupational groups. Perhaps we will 
even need to develop new occupational 
groups.!? 

Assignment of responsibility is not an 
easy (ask. For instance, there is great 
difficulty in not having uniform defini- 
tions of problems to account for the 
broad spectrum of disorders dealt with 
by the various units in the social welfare 
system. Diagnosis, treatment planning, 
service coordination, consistent data for 
evaluation and accountability are subject 
to different definitions from time to time 
and from place to place.!? 

From an individual agency point of 
view this may not seem important. 

But to achieve dynamic and flexible 
application and assignment of manpower, 
consistency becomes important, particu- 
larly if we want to span the gap between 
the single agency and a community plan. 

Inherent too is the difficulty that con- 

fronts us in trying to coordinate eflorts 
of a' variety of services and programs 
which have responsibility for dealing 
with psychosocial disorders. To achieve 
a good purpose here requires a reason- 
ably stable and uniform framework for 
problem-criteria diagnosis, treatment 
planning and evaluation. 
. Financed by the Ford Foundation, the 
- National Association of Social Workers 
is seeking to define social work’s con- 
tribution in the solution of social prob- 
lems. This effort grew from the desire of 
the profession to concentrate on preven- 
tion rather than amelioration. Other pro- 
fessional groups are also pursuing epi- 
demiological approaches which have 
promise for tackling the scope issue.* 

This brings us to the second confusion 
—methodological priority. We must 
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speed up our seeking for a better under- 
standing of the detailed processes that 
go into the professional's tasks. The 
National Association of Social Workers 
is diligently working in this area in order 
to define the differential roles of profes- 
sional and nonprofessional workers. 

From such an understanding we hope 
to learn how to plan more efficiently. 
And when we have found new definitions 
we shall have to test them to see whether 
they, in turn, are related clearly to the . 
end result desired—meeting the needs of 
people who suffer as a result of social 
change. 

In previous writings I have identified 
seven issues I believe need clarification if 
we are to achieve a sound assignment of 
professional and paraprofessional re- 
sponsiblities to solve the methodological 
confusions: * 1% 1 


1. The need for uniform definitions of the 
problems families and persons have that are 
universally understandable and can be opera- 
tionally applied. 

2. The testing of the concept of problem 
solving as contrasted with the open-end pro- 
vision of services. 

3.A workable and uniformly applied 
definition of the concepts of prevention. 

4. A framework for comprehensive diag- 
nosis as a. basis for differential treatment. 

5. The development of criteria for the 
community-wide allocation of responsibility 


and services. 
6. Development and use of systems for con- 


stant evaluation and accountability. 3 
7. Creating and allowing real leadership to 


operate. 


This last is of critical importance. Our 
leadership is divided. We are too often 
competitive and we hesitate to ascribe 
leadership. We are a humanitarian in- 
dustry but often do not act like one. 

A third area of confusion involves 
conceptual focus. Social work tends to 
think in terms of fields, services, func- 
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tions, methods, professional criteria and 
so forth. Each is important and needs 
deep thought. Each must be related to 
program policy. Unless firmly rooted to 
the end product desired, they may be 
considered in a vacuum. 

We organize programs along categori- 
cal service lines instead of to solve 
problems. 

Fund allocations often are institution- 
ally self-serving and result in duplica- 
tion, unclarity and incomplete attack on 
problems. Money flows through highly 
restricted channels. Funds coming 
through a public assistance channel, a 
health channel, a mental health channel 
or a child welfare channel are expended 
in terms of the limited service for which 
the agency receiving the funds was 
established. 

This leads to highly restricted pro- 
grams at times, like the organized home 
medical care programs limited to pa- 
tients suffering from one particular dis- 
ease. Or else individual programs spill 
Over until it is unclear as to which agency 
has which Tesponsibility. Competitive at- 
mospheres result which take up too 
much professional energy. 

There is lack of knowledge among dis- 
ciplines, agencies and groups of agencies 
of the values and uses of the others. 
Coordination does not occur spontane- 
ously or without settling of issues. Where 
there is honest disagreement over prin- 
ciple or method, arbitration or decision 
is necessary. We often lack administra- 
tive courage to tackle interdisciplinary 
and interprogram issues. This too results 
in competitive activity and fuzzy pro- 
gramming. 

The basic social and human problems 
should have number one priority: the 
point of departure for structures, process 
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and deployment of personnel, knowledge 
of their courses and clarity about the re- 
sults desired. 

There is evidence that we have not, for 
instance, deployed our professional per- 
sonnel to concentrate on the most severe 
problems. In fact, some units in the in- 
dustry with the most poverty stricken 
and deeply suffering clientele, have the 
least effective professional programs. 
Our approaches should be looked at 
carefully to determine if we are in focus 
on the main problems. Agency patterns 
may need fundamental change: a shift, 
for instance, from office practice to serv- 
ing clientele where they are. 

A fourth source of confusion involves 
public and professional interest, No pro- 
fession alone makes public policy. It is 
ultimately made by the citizens who pay 
taxes through the various levels of public 
authority they support. The professional 
should serve to help citizens be more 
deeply involved in public policy develop- 
ment. We have not invested ourselves or 
our agencies in this type of activity. This 
too is a mental health professional task. 
Education to understand the need for 
mental health services is not enough. 
Education for full participation in citi- 
zenship should be a major goal for us. 

The professional, in joining to help 
create public policy must cautiously 
avoid confusing his professional self- 
interest with that of the public interest. 
It is the nature of a profession to im- 
prove the quality of its work and to pro- 
tect the economic security of its mem- 
bers. The public gives the profession 
sanction because of ultimate public good 
that will accrue. Tt looks to the profes- 
sion to develop its leadership, to set 
standards for its education and to con- 
stantly advance the learning frontiers. 
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This problem, in our society, is not con- 
fined to the social welfare field or to the 
mental health part of it. There is a con- 
stant struggle to find the proper balance 
for expenditures of our resources as be- 
tween the equalities of the social, politi- 
cal and technological changes that are 
apparent in our public services patterns. 
We constantly face the question of 
whether or not we are looking for a bal- 
ance between equality of opportunity 
and equality for receiving benefits of 
service and, on the other hand, emphasis 
on activity or performance. In approach- 
ing public policy we must be overly care- 
ful to avoid positions which are good 
for the profession but not necessarily 
sound for the consuming public. 

There are some priorities. 

In approaching problem solving, 
criteria must be developed for com- 
munity-wide allocation of responsibility 
between and among agencies, and we 
must diligently approach the optimum 
deployment of our skills. 

Concerning planning, we need to 
move vigorously to coordinate and in- 
tegrate — multi-professional, economic, 
social welfare, health, mental health and 
political elements. 

It is important that our professions 
engage in comprehensive and well de- 
fined study of social welfare and mental 
health systems. It is possible that the 
present comprehensive mental health 
and retardation studies will result in in- 
formation which will guide us in our 
future course. 

In our traditional role the mental 
health professions have relieved suffer- 
ing. We have helped to accommodate 
people to circumstances that social 
Change produced. The most significant 
recent consequence of social change, the 
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revolution of the underprivileged, 
teaches us that we may have reached the 
limit of our abilities to use our skills in 
accommodating people to deprivation. 
More important, it should teach us to 
question the desirability of such a role. 
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EFFEMINATE HOMOSEXUALITY: 
A DISEASE OF CHILDHOOD* 


R. EUGENE HOLEMON, M.D., and GEORGE WINOKUR, M.D. — 
Department of Psychiatry, Washington University School of Medicine, St. Louis 10, Missouri 


In a systematic study of 40 homosexuals and 25 non-homosexual controls 
data indicated that effeminate homosexuals exhibited effeminacy before 
puberty. Homosexual behavior was only a secondary manifestation. Birth 
order and age of mother at birth did not differentiate homosexuals from con- 
trols, Family history revealed two homosexual siblings for the effeminate 


homosexuals. 


Mir uen HORMONAL,  interper- 
sonal and intrapsychic difficulties 
have been suggested as causative factors 
in homosexuality. Generally, these 
theories have been maintained on the 
basis of individual cases and personal 
opinion without controlled studies. 
"There is a need to study the homosexual 
systematically. Kinsey was the first to 
do a large-scale, cross-section study of 
sexual behavior in the community.* 
Westwood has studied groups of homo- 
sexuals with a similar interviewing tech- 
nique. Because of the difficulty in 
sampling, most of the studies are skewed 
by selection factors. This is true of 
Bieber's study of homosexuals in psycho- 
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analysis, Westwood's study of those re- 
ferred by another homosexual and the 
type of study involving those that are 
incarcerated.’ * However, certain aspects 
of homosexual behavior are very preva- 
lent in such groups, and these may be 
studied with profit. Such aspects are 
effeminacy in homosexuality and homo- 
sexual adjustments found in a prison 


Setting. Both of these subjects will be 
evaluated in this study. 


METHODS 


The Medical Center for Federal 
Prisoners in Springfield, Missouri, is the 
combined medical, surgical and psychiat- 
Tic facility for the 25,000 prisoners in 
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federal custody. Inmates from other 
prisons who have had difficulties because 
of homosexual behavior are sent to a 
special unit for homosexuals at the 
Medical Center. Other patients come 
from court because of a history of homo- 
sexuality or transvestism. The unit holds 
approximately 50 inmates who are ac- 
tive homosexually. 

This study includes 40 homosexuals 
and 25 control subjects. The homo- 
sexuals were selected on the basis of 
being diagnosed as active homosexuals 
on the admission psychiatric evaluation. 
The diagnosis and life-long pattern of 
homosexuality were confirmed by refer- 
ring to the Social Service evaluation 
which included information from the 
family and the pre-sentence reports. 
When this evaluation was completed the 
patient then was interviewed with a 
standardized interview including sec- 
tions on the family history, social ex- 
perience, family dynamics, sexual educa- 
tion, heterosexual and homosexual 
experience, antisocial behavior and a 
mental status and diagnosis by the 
examiner. The interview took about two 
and a half hours to complete. The con- 
trols were selected on the basis of con- 
secutive assignment to a unit that housed 
young men of comparable age and with 
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comparable offenses. Controls also were 
evaluated as to previous psychiatric diag- 
nosis and sexual adjustment; and they 
were interviewed with the same stand- 
ardized interviewing technique. 


RESULTS 


The homosexual patients were divided 
into effeminate and  non-effeminate 
groups. This division was based on gross 
signs of effeminacy, such as effeminate 
gestures, speech, walk or changing 
prison attire to appear more effeminate. 
There were four patients who were 
questionably effeminate and not in- 
cluded in either group. The examiner 
felt that each was effeminate, but be- 
cause of the subjective nature of this 
evaluation these patients were excluded. 

Table 1 shows the 24 effeminate 
homosexuals grouped according to their 
Kinsey rating for homosexuality. Al- 
though signs of effeminacy were obvious 
in this group, it is interesting that five 
of the 24 denied being effeminate. 
There were 12 homosexuals who were 
not effeminate and they are shown with 
their Kinsey rating in TABLE 1. 

In the group of 25 controls five were 
found to have had a significant amount 
of homosexual experiences under par- 
ticular circumstances. By this we mean 


TABLE 1 


36 Homosexuals 
Kinsey 
Rating 


24 Effeminate 1 2 Non-Effeminate 


25 Controls 
5 Facultative 20 Non-Homosexual 
Homosexuals Controls 
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that their sexual behavior in the com- 
munity was definitely heterosexual but 
under incarceration or for gain, for 
example, they would engage in homo- 
sexual behavior. This group could be 
called facultative homosexuals. Four of 
the five were severe sociopaths and the 
typical response from this group was 
that they wanted sexual gratification and 
it did not matter whether it were hetero- 
sexual or homosexual. They denied any 
emotional involvement in the homo- 
sexual relations and described it as 
a release only. It was apparent from the 
records that when they returned to the 
Community, they returned to hetero- 
sexual relations unless there were some 
immediate gain to be realized from 
homosexual relations. 

The Kinsey rating for the facultative 
homosexual also is seen in TABLE 1 as 
is the rating for the 20 remaining con- 
trols. The Kinsey ratings of the facul- 
tative homosexuals and the non-homo- 
sexual controls are clearly lower than 
those of the 36 homosexuals, 


EFFEMINACY AND HOMOSEXUALITY 

lt recently has been shown that 
effeminacy in homosexuals is less 
prevalent than Previously had been 
thought. Westwood found 8 per cent had 
pronounced feminine mannerisms and 9 
Per cent had slight feminine character- 
istics.® Thig Broup was selected by con- 
tacting homosexuals in the community 
of whom very few had police Tecords 
(17 per cent had homosexual Offenses; 
3 per cent had non-sexual offenses). in 
studies of homosexual Offenders the 
number of effeminate Offenders ap. 
proaches 30 per cent. In the present 
study effeminacy is one of t 


i he selection 
factors since effeminate inmates are 
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most often sent to the Medical Center 
because of the problems they cause in a 
regular penal institution. It is, there- 
fore, a good group in which to study the 
relationship of inversion to homo- 
sexuality. 

Kinsey suggested that inversion and 
homosexuality are distinct and not al- 
ways correlated types of behavior. West- 
wood found that effeminate homo- 
sexuals in the community have less 
homosexual activity than the non- 
effeminate homosexual. On the basis of 
this data, it has been suggested that the 
effeminate behavior is an end in itself 
and members of this group are less 
likely to be homosexual or less active 
than other homosexuals. It also has been 
suggested that this group is not attractive 
to other homosexuals and therefore has 
less opportunity for sexual contacts. To 
evaluate the role of effeminacy in homo- 
sexuality we have compared the 24 
effeminate patients with the 12 non- 
effeminate. The four questionably 
effeminate subjects were not included in 
this comparison. Each patient was ques- 
tioned regarding early behavior that 
would give a clue as to masculine or 
feminine interests. Such questions were 
(1) did you play with dolls? (2) play 
with girls rather than boys? (3) play 
with guns and cars? (4) use cosmetics? 
(5) were you active in contact sports? 
(6) were you involved in fights and (7) 
were you considered to be a sissy by 
your peers? This gave seven criteria of 
early effeminacy. 

TABLE 2 compares the total number 
of effeminate traits found in each group. 

€ mean number of traits in the child- 
hood of the effeminate homosexuals was 
3.38 and 1.42 in the non-effeminate. 
The mean number of effeminate traits in 
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the 25 controls was .32. The. standard 
error of the difference of the means for 
the effeminate and non-effeminate 
homosexuals is .74. The difference be- 
tween the means (3.38— 1.42) is, 
therefore, 2.6 times the standard error 
(p<.0125). Effeminate childhood traits 
in the controls are even less frequent 
than in the non-effeminate homosexuals. 

When the effeminate patients were 
asked when they felt they had first pre- 
sented definitely effeminate character- 
istics, 50 per cent stated that this had 
occurred before the age of seven and 73 
per cent before the age of nine years. 

Of particular interest is the report of 
the subjects concerning the first homo- 
sexual experience. Only one of the 12 
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pation in homosexual behavior in the 
effeminate patients had occurred by the 
age of 12 in 62 per cent, but in only 25 
per cent of the non-effeminate patients. 
None of the 25 controls was active in 
homosexual behavior before the age of 
13. Although these homosexual behavior 
reports are retrospective judgments on 
the part of the patients, they are con- 
sistent with the effeminate trait findings 
noted above and obtained in a manner 
less subject to retrospective falsification. 

The effeminate homosexual learned 
of homosexuality at an earlier age 
than the non-effeminate homosexual. 
Seventy-five per cent of the effeminate 
patients had learned of homosexuality 
before the age of 13, whereas only 50 
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EFFEMINATE TRAITS IN CHILDHOOD 
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non-efleminate homosexuals had had 
such an experience at 10 years of age 
or before, but 12 of the 24 effeminate 
homosexuals had had a homosexual 
episode by this time. None of the 25 
controls had had such an experience by 
10 or before. This would confirm the 
reliability of the reports of early effemi- 
nate characteristics since such effeminacy 
might predispose to earlier seduction or 


earlier homosexual associations. Partici- 


per cent of the non-effeminate patients 
had learned of it by this time. In the 
knowledge of heterosexual relations, the 
effeminate patients tended to be slower 
than the non-effeminate (71 per cent by 
the age of 13 as opposed to 92 per cent 
for the non-effeminate). The effeminate 
homosexual’s first partner was more 
likely to be older than the partner of the 
non-effeminate (48 per cent were more 
than six years older than the effeminate; 
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33 per cent were more than six years 
older than patients in the non-effeminate 
group). The effeminate homosexual was 
more likely to repeat the homosexual 
act sooner (87 per cent repeat in one 
week as opposed to 50 per cent of non- 
effeminate) and it was more likely to be 
with the same persons (78 per cent as 
opposed to 50 per cent). 

The individual is considered to take 
the passive role in homosexual relations 
if his mouth or anus receives his part- 
ner’s penis. With the first homosexual 
experience the effeminate tended to be 
more passive in sexual relations (57 per 
cent as opposed to 17 per cent). Aware- 
ness of homosexuality antedates this 
first experience in many cases and aware- 
ness generally occurred earlier in the 
effeminate homosexual (62 per cent by 
the age of 11 as opposed to 8 per cent 
in the non-effeminate). 

The effeminate homosexuals were 
more likely to have their first ejaculation 
with homosexual relations than the non- 
effeminate (42 per cent as opposed to 
none in the non-effeminate group). 

After the beginning of homosexual 
behavior the effeminate homosexuals 
were more active sexually than the non- 
efleminate homosexuals. This was true 
both in the community and in prison. 
The history of homosexual activity in 
each five year period of the patient's life 
was obtained. This information was ob- 
tained by interview and is open to some 
possibility of distortion through memory 
deficit. However, because both groups 
were asked the same question about pre- 
vious five-year epochs and because 
there would be no particular reason to 
prevaricate, the results are of some in- 
terest. In the effeminate group 62 per 
cent of those in any given age group had 
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more than four homosexual experiences 
per month. In the non-effeminate only 
30 per cent were more active than four 
times per month. While in prison, 60 
per cent of the effeminate patients had 
more than four homosexual experiences 
a month as compared to 15 per cent of 
the non-effeminate. This finding is con- 
sistent with clinical experience in prison 
and is opposed to the findings of West- 
wood. 

In adult life the effeminate homo- 
sexual continued to prefer a passive role 
in homosexual relations (90 per cent 
compared to 40 per cent non- 
effeminate). Seventy-five per cent of the 
effeminate homosexuals had had some 
transvestism at one time but none of the 
non-efleminate had engaged in this. The 
onset of transvestism in these patients 
shows an equal distribution from before 
seven to 21 years of age. 

TABLE 3 shows the comparison in 
heterosexual functioning. 

Although most of the homosexual 
patients had had experience with hetero- 
sexual relations, only three had been 
married and none of these was able to 
maintain a heterosexual relationship. In- 
adequacy in heterosexual relationships 
was the same for the effeminate and non- 
effeminate groups. 

The interview diagnosis of this group 
of patients is shown in TABLE 4. The 
diagnosis of sociopathy was made on the 
basis of symptoms other than homo- 
sexual ones. Thus, early onset of anti- 
social behavior with school trouble, de- 
linquency and early problems with 
authority figures was necessary in mak- 
ing such a diagnosis of sociopathy. In 
addition, at the the time of examination 
sociopaths as compared with other per- 
sonality disorder patients exhibited more 
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hedonism and impulsiveness and showed 
more disregard for authority. The sub- 
jects who had other personality dis- 
orders were more likely to have shown 
inadequacy and ineptness in both their 
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were homosexual and acted out homo- 
sexually at an earlier age. In their first 
sexual contact they took a passive role 
and they preferred this role until they 
were seen. They were more active 


interpersonal relations and crimes. sexually and most had engaged in some 
Schizophrenia was diagnosed in the transvestite behavior. 
TABLE 3 
HETEROSEXUAL BEHAVIOR IN HOMOSEXUALS 
36 Homosexuals 
24 Effeminate 12 Non-Effeminate 

Heterosexual Relations 9296 7596 
Mean Age of Ist Heterosexual, 

Experience 15.4 17.1 
Mean Frequency of Heterosexual less than less than 

Relations one per year one per year 
Orgasms with Heterosexual 

Relations 100% 88% 

12% 0% 


Had been Married 


presence of thinking disorder and affect 
blunting. 

There were more typical sociopaths 
in the effeminate group. This finding is 
supported by evidence from the institu- 
tional records that effeminate homo- 
sexuals were involved in more antisocial 
behavior while in prison. 


TABLE 4 


It has been found that mothers 
of homosexuals are older and that 
homosexuals are born late in the 
birth order? Slater has expressed 

-1 
this numerically by the formula: x 
(N is the total number of births the 
mother had, and M is the patient's birth 
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'omosexuals 


Non-Effeminate Controls 


Diagnosis Effeminate 
3 9 


Schizophrenia. 6 


Sociopathy 14 
Other Personality Disorders 4 
No Diagnosis 0 


In summary, by comparison of non- 
effeminate and effeminate incarcerated 
homosexuals, we find the effeminate 
patients had significantly more objective 
signs of effeminacy in early childhood; 
they learned of homosexuality, felt they 


12 
3 
1 


ous 


order.) This value would range from 0 
to 1 and the mean for a random group 
would be .5. In 401 male homosexuals 
he found the birth order of 0.58 and in 
338 controls, the figure was .5 as would 
be expected. In 37 mothers of homo- 
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sexuals and all 25 control mothers such 
data were available. In this study, al- 
though the homosexual tends to come 
later in the birth order, the difference in 
maternal age or in birth order is not 
significant. This is recorded in TABLE 5. 

It is of interest that this group of 
prisoners comes earlier in this birth 
order than one would have expected. 

A. history of psychiatric illness in the 
parents and siblings was obtained from 
each patient. 

In the parents psychiatric illness was 
equally distributed between the homo- 
sexuals and controls. In all groups it was 
more than one would expect than in the 
general population. There was an equal 
distribution among the diagnostic cate- 
gories except for a slight increase in the 
number of alcoholic fathers in the con- 
trols. Ten fathers in the homosexual 
category were unknown. There was 
more psychopathology in the siblings of 
the homosexuals than in the controls. 
This also represented more diagnostic 
categories. Sociopathic siblings were 
Present in the families of seven of the 
homosexuals as compared to two of the 
families of controls. Two homosexuals 
each had one homosexual sibling. The 
two homosexuals were male siblings of 
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brothers and stated they had only come 
to realize that they were homosexual late 
in adolescence. 


DISCUSSION 


In this study we have discussed two 
groups of male homosexuals. The first 
group of grossly effeminate individuals 
has been described by Miller and called 
effeminate passive obligatory homo- 
sexuals.* His group of 50 and this group 
of 24 are comparable as to their early 
onset of homosexual behavior, passive 
role in sexual relations, transvestism and 
promiscuity. In this study we have 
shown the early onset of effeminate be- 
havior. We have noted that this often 
antedated homosexual orientation and 
homosexual relations. In these patients 
efleminacy seems to be the primary 
problem and the sexual behavior is 
secondary. From this one should be able 
to predict which children will develop 
effeminate homosexuality by selecting 
those with objective signs of effeminacy. 
This study could be done in a prospec- 
tive manner and children who would 
later develop effeminate homosexuality 
might be identified before the occur- 
rence of sexual acting out. The 12 non- 
effeminate homosexuals are less active 


TABLE 5 


MATERNAL AGE AND BIRTH ORDER IN HoMOSEXUALS AND CONTROLS 


Number of Mothers 


Maternal Age 


Birth Order Mean Variance 
Homosexuals 37 
.46 2 
Controls 25 .28 d is 


effeminate homosexuals, They were ac- 
tive in “gay” groups, had been arrested 
on morals charges and were considered 
effeminate. The subjects denied homo- 
sexual contact with their homosexual 


Sexually, started homosexuality later and 
played a more Masculine role in homo- 
sexual relations, They never engaged in 
transvestism. This would suggest they 
were less aberrant in the sexual areas. 
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They did not, however, make a better 
heterosexual adjustment. Except for the 
sociopathic behavior the non-effeminate 
group is similar to those in other studies 
of homosexuality. 

The third group was that of the 
facultative homosexual. It was com- 
posed of those patients from the control 
group that engaged in homosexuality 
under certain circumstances. In this case 
it was while they were in prison. It also 
was found they did this for gain while in 
the community but at all times they were 
primarily heterosexually oriented and 
would fit in a Kinsey rating of 1 or 2. 
They tended to be more sociopathic and 
non-conforming than the other controls 
and uniformly expressed the idea that 
they didn’t care about what others 
thought of their behavior if they gained 
something from it. It often is reported 
that weak individuals are forced into 
homosexual relations in prison, but from 
our data this is not supported. The so- 
called weak individuals had long homo- 
sexual histories antedating incarceration. 

The remainder of the controls (20) 
were comparable to a group of non- 
homosexuals with five having had some 
homosexual contact after childhood. 
Although it is very difficult to get 
prisoners to talk of their homosexual 
experiences, the fact that 10 of the con- 
trols (supposed non-homosexuals) gave 
this history would support the validity 
of the study. 

Slater found that homosexuals came 
late in the birth order in the family and 
that the mothers of homosexuals were 
older than the control mothers. In this 
small group and its control group we 
could not substantiate this finding. There 
was a tendency in this direction but the 
maternal age of this whole group of 
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mothers was younger than the general 
population. Our findings in relationship 
to family history of homosexuals were 
suggestive but inconclusive. It would be 
interesting to compare the family his- 
tories of a large group of effeminate 
homosexuals with non-effeminate sub- 
jects in the light of our two effeminate 
siblings of effeminate homosexuals. Ex- 
tensive family histories of the two types 
of homosexuals are lacking. Kallman 
presented twin data which suggests a 
genetic factor in the etiology.’ Studying 
the extended family of the homosexual 
could provide important data bearing on 
the genetic hypothesis. If positive, it 
might also shed light on the mode of 
transmission. 


Finally a word should be said con- 
cerning the biological substrate of 
effeminacy itself. The seven criteria for 
childhood effeminacy that were used in 
this study were essentially social criteria. 
If one were to ask oneself what bio- 
logical criteria could be used to dif- 
ferentiate boys from girls other than 
anatomical ones he would be hard put to 
provide an answer. In fact, it would 
appear that at present no tests of higher 
nervous system functioning exist which 
reliably differentiate the male from the 
female. Research in this area could con- 
ceivably be quite valuable in under- 
standing the etiology of effeminate 
homosexuality. 


SUMMARY 

Patients in a psychiatric facility for a 
prison population were studied. Three 
groups were compared: Effeminate 
homosexuals, non-effeminate homo- 
sexuals and non-homosexual controls. 
Sociopathy and other personality dis- 
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orders made up the predominant diag- 
nostic categories. 

Five of the control population were 
facultative homosexuals who performed 
homosexually for sexual gratification or 
other gain within the prison setting. Out- 
side they were clearly mostly hetero- 
sexual. The Kinsey ratings of both 
groups of homosexuals were clearly 
higher than those of the facultative 
homosexuals who came from the control 
group. 

The effeminate homosexuals reported 
more effeminate social behavior as chil- 
dren than either the non-effeminate 
homosexuals or controls. This report 
seemed reliable in that the effeminate 
homosexuals reported homosexual epi- 
sodes as occurring at an earlier age than 
the non-effeminate homosexuals. Also 
the effeminate homosexuals reported 
more sexual activity both in and out of 
prison than the non-effeminate homo- 
sexuals. It appears then that the aberra- 
tion is effeminacy with homosexual 
lustful behavior being a secondary mani- 
festation. Effeminate homosexuality is 
then a disease of childhood. 

When compared for birth order and 
age of mother at time of birth, homo- 
sexuals did not differ significantly from 
controls. In the family histories of all the 
subjects two male siblings were found 
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who were effeminate homosexuals. Both 
of these were siblings of effeminate 
homosexual index cases. 

Further histories of extended family 
settings are indicated to shed light on 
whether or not a genetic etiology is 
reasonable and, if it is, to ascertain the 
mode of transmission. Also studies of 
higher nervous system functions which 
could separate the male from the female 
might be of considerable value. 


REFERENCES 


1. BIEBER, I. 1962. Homosexuality, A Psy- 
choanalytic Study. Basic Books, Inc. New 
York, 

2. HEMPHILL, R. E., A. LEITCH, AND J. R. 
STUART. 1958. A factual study of male 
homosexuality. Brit, Med. Jour. 1: 1317- 
1323. 

3. KALLMANN, F. 1952. Comparative twin 
studies on the genetic aspects of male 
homosexuality. Jour, Nerv. and Ment. Dis. 
115(4): 283-298. 

4. Kinsey, A. C., W. B. Pomeroy, AND C. E. 
Martin. 1948. Sexual Behavior in Human 
Male. Saunders. Philadelphia. 

5. MiLLER, P. 1958. The effeminate passive 
obligatory homosexual. A.M.A. Arch. 
Neuro. and Psychiat. 80: 612-618. 

6. SLATER, E, 1962. Birth order and maternal 
age of homosexuals. The Lancet. 2: 69- 

7. SMITH, C. 1954. The homosexual federal 
offender. Jour. Crimin. Law, Crimin. and 
Polit. Sci. 44(7): 582-591. 

8. WEsrwoop, C. 1960. A Minority. Long- 
mans Green. London. 


THE CONTRIBUTION OF SOCIAL ENVIRONMENT 
TO THE DEVELOPMENT OF PREMATURE CHILDREN" 


HELEN WORTIS, M.S.,** and ALFRED FREEDMAN, M.D.+ 
Department of Psychiatry, New York Medical College 


In an anterospective study of development of premature children of low 
social class, it was found that a greater degree of deprivation in the mother 
was associated with increased possibility of neurological abnormality in the 
child. At age two-and-a-half the child’s developmental score reflected neuro- 
logical impairment rather than social experience. It was possible, however, 
that poor environment had exerted a generally depressing effect upon the 
premature children as compared to children born at term and living in the 
same environment. Poor environment seemed to have an exacerbating effect 
where there was some existing deficit. 


T IS KNOWN THAT prematurely born 

children have more neurologic de- 
fects and lower Intelligence Quotients 
than children born at term !? and that 
they also are more likely to be born to 
women of low social class.!?!$ Since 
Significant differences are found in chil- 
dren’s IQs in relation to social class,® 
it is important to try to estimate the 
independent contributions of prematur- 
ity and of social environment to devel- 
opment. Because of the importance of 
environmental factors both Benton + and 
Wiener 17 in their reviews of the litera- 
ture on prematurity have emphasized 
the importance of studies which control 


for social class. In this paper we will 


attempt to estimate the contribution of 
varying environments to the develop- 
ment of premature children two and a 
half years old who were of the same 
social class. 

The subjects were drawn from a sam- 
ple studied in the course of an investi- 
gation of the development of premature 
infants in relation to certain complica- 
tions of the neonatal period. The selec- 
tion of the sample and the objectives of 
the study have been described; several 
previous reports have been made on 
these subjects.” 3,46 7, 19, 20,21 

The subjects were (1) premature, 
single-birth Negro infants (weighing up 
to 2100 grams at birth) who were ad- 


* This study is part of a project (on the development of premature children) supported 
by US. Public Health Service grant NB 02965-03. 

** Assistant professor of psychiatry (research), New York Medical College. 

+ Professor and chairman of the Department of Psychiatry, New York Medical College. 
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mitted to the Kings County Hospital 
Premature Nursery from October, 1956, 
to June, 1959, and (2) a small number 
of Negro term infants born in the same 
place. Kings County is a municipal hos- 
pital which serves the medically indigent 
in a densely populated area with a very 
high prematurity rate.'* Premature chil- 
dren born to white and Puerto Rican 
mothers also were followed. Although 
all subjects were born in the same mu- 
nicipal hospital, the Negro mothers were 
lower in class than the white mothers. 
Moreover, there were well known dif- 
ferences between the three ethnic groups 
related to caste and color; therefore in 
order to preserve a homogeneous sam- 
ple, only Negro children were included 
in this report. 

The newborn infants were rated ac- 
cording to degree of prematurity (birth 
weight) and various complications of 
the newborn period. Information re- 
garding mother's source of income, pro- 
fession, place of birth, marital status, 
education and housing was obtained 
Shortly after delivery. Although all the 
mothers were of low class, it was hy- 
pothesized that differences in their so- 
cial situations might affect the infant's 
development, and a social status scale 
was devised to differentiate social status 
within low class. This rated each mother 
on a five-point scale at the time of de- 
livery, according to married or unmar- 
tied status, good or poor housing, 
dependence on public assistance and the 
vocation of the head of the household. 
The highest rating indicated the lowest 


scale assigned a socio-ec 


social status. An educational scale rated 
the mother’s schooling on a five point 
scale with the highest rating for educa- 
tion beyond high school. Both of these 
scales ‘have been described elsewhere.” 

When the children were 12 months 
old they were brought in for examina- 
tion and rated on the Cattell Infant 
Intelligence Test and a test of gross 
motor ability. The mother was inter- 
viewed by the social worker in regard 
to the social situation and the infant's 
behavior. 


FINDINGS AT BIRTH 
AND AT ONE YEAR 

The majority of the infants were born 
to southern women who had come to 
New York in search of better economic 
conditions. Half of the mothers had been 
employed during pregnancy as unskilled 
factory workers or domestic help. 
One-third were unmarried and less than 
one-third had completed high school. 
The great majority lived in two health 
areas which were lowest in a social rank 
scale derived by the New York City 
Department of Health from 1950 census 
information.* The social class of the 
mothers corresponded to levels 6 and 7 
in Warner's scale 1° and class 5 of Hol- 
lingshead—the lowest rank in each in- 
stance.* 

It has previously been reported that 
in this sample no relation was found 
between the ratings of social status oF 
education and the degree of prematurity 
(birth weight) or between these ratings 
and any complications of the neonatal 


* This rafal ‘ à 
Weighted average of census informi i (o each health area in New York City based on 
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period. The social status and education 
ratings were significantly, although 
weakly, correlated with each other. No 
difference was found in social status or 
education between the mothers of the 
prematures and the mothers of a com- 
parison group of Negro term infants 
born in the same hospital.” 

The social environment in which the 
children were living at one year of age 
was characterized by inconsistent pat- 
terns of care; disorganized family life, 
and inadequate food, housing and hy- 
giene.? Developmental scores were 
lower for boys than for girls; low IQ 
was associated with poor gross motor 
development. In the the boys low social 
status and education also were associated 
with poor gross motor development and 
low IQ.? 

At age two and a half the children 
again were brought in for examination. 
A pediatrician examined the child and 
made diagnoses of "no neurologic ab- 
normality,” “possible,” “probable” and 
“certain” neurologic abnormality.* A 
psychologist administered the Cattell 
Test of Infant Intelligence and a test of 
gross motor performance.* While the 
child was being examined elsewhere, the 
mother was interviewed by a social 
worker who used a standard form, asked 
all questions in the same order and re- 
corded the mother’s answers at the time 


of the interview. No additional rating 
OEE AV SERM 
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of mother's social status or education 
was made at this interview, since it was 
ascertained that among most of the 
women no changes had taken place since 
the child's birth in regard to quality of 
housing, dependence on public assist- 
ance, profession of head of household, 
legal marital relation to the child's fa- 
ther or education. Three scales derived 
from the social workers' interviews will 
be described, analyzed and discussed 
here. The other findings will be dis- 
cussed only as they affect these data. 

Since prematurity and environment 
each might affect the child's social be- 
havior, a scale was devised using be- 
havioral items selected from the Vine- 
land Social Maturity Scale.5 This social 
development scale rated the child ac- 
cording to the mother's report in regard 
to seven behavioral items. (APPENDIX 
A). 


GROWTH FOSTERING SCALE 


The quality of care was quantitatively 
measured by deriving a score based on 
the presence or absence of five charac- 
teristics of maternal response. A rating 
was made only if the natural or foster 
mother had been interviewed. 

The Growth Fostering Scale at two 
and a half years (the score is the sum 
of the subscores) was as follows: 

mother encourages child in self 
care, 1; mother generally approves 


* The neurologic examination given at 30 months of age consisted of an evaluation of tone, 


cranial nerve function, deep tendon reflex, gait, abnormal movements and reflexes. A neuro- 
logic rating was assigned each child as follows: 0—no neurologic abnormality; 1— possible 
Neurologic abnormality, including reproducible increase or decrease in tone, persistence of a 
reflex pattern beyond the age for its disappearance, reproducible inequalities in deviation in 
Strength of the deep tendon reflexes and strabismus; 2—probable neurologic abnormality, con- 
Sisting of more than one of the above or a finding the examiner was sure was deviant, although 
not Necessarily prognostic of CNS pathology; 3—definite neurologic abnormalities such as 
Spasticity and paralysis. 
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of child's behavior, 1; mother en- 
joys child, 1; mother affectionate 
and warm toward child, 1; child 
receives moderate and consistent 
discipline, 1. 

Since it was anticipated that the char- 
acteristics of the social situation in which 
the child lived might influence his devel- 
opment, an attempt was made to rate 
the degrée of family disorganization by 
using all available information. The fol- 
lowing scale, Estimate of Family Disor- 
organization at two and a half (the 
Score is the sum of subscores), was 
used: 

both natural parents not in home, 
1; psychiatric illness, alcoholism, 
drug addiction, marital discord, 
Prostitution, child abandonment, 
parents unmarried, mother has out- 
of-wedlock children by different 
fathers (score 1 for one instance of 
Social pathology or psychiatric his- 
tory and score 2 for two or more); 
Child has had three or more care- 
takers, 1; present mother shows 
Some or marked emotional disturb- 
oe 1; present mother is Tejecting, 


ANALYSIS OF DATA 


The absence of normative data in the 
various unstandardized Tatings given by 
the social worker was not considered 
critical because the comparisons were 
limited to subgroups within th 
ture population, 

All of the data were analyzed sepa- 
rately for boys and girls because signifi- 
cant developmental differences between 
boys and girls had been found at one 
year. These differences favored the girls, 


e prema- 


Since at age two and a half neurologic 
abnormality was found to be associated 
with lower IQs,’ the social data also were 
analyzed separately for children with 
and without neurologic abnormality. In 
the latter analysis all children diagnosed 
as having “possible,” “probable” and 
“certain” neurologic abnormality were 
grouped together as “neurologically ab- 
normal.” All IQ ratings were corrected 
for degree of prematurity. 

For purposes of statistical analysis 
Pearson’s product moment correlation 
was used. Birth weight, complications of 
the neonatal period, social status at de- 
livery and mother’s education were cor- 
related with the IQ, gross motor score, 
and with the environmental ratings given 
at birth and at age two and a half, In 
addition, analysis of variance was made 
to estimate differences in IQ in relation 
to mother’s marital status at delivery, 
separation from natural mother at age 
two and a half, and mother’s emotional 
disturbance., 

A multicomparison test was made to 
estimate differences in “growth foster- 
ing” ratings by the three social workers 
who had rated the mothers. The scoring 
was found to be extremely compatible; 
no statistical difference was found in 
any comparison of the social workers’ 
ratings. 

Children who were over 33.5 months 
in chronologic age at the time of exami- 
nation were excluded from the analysis. 
Also excluded were children known to 
have developed complicating illnesses 
Sometimes associated with brain injury. 
Of 252 children examined at age two 
and a half, 37 were excluded and 215 
are reported on (TABLE 1). 
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RESULTS 

Eighty-four per cent of the interviews 
at age two and a half were with the 
natural mother. Most of the other in- 
terviews were with a foster mother. 

The social situation in which the chil- 
dren were living was characterized by 
extreme deprivation. Less than half of 
the children lived with both parents. 

Abnormality was more common 
among boys than among girls and was 
associated with low birth weight and low 
IQ. When boys and girls without 
neurologic abnormality were compared, 
the IO of the boys was lower than that 
of the girls. The premature children 
without neurologic abnormality were 
lower in IQ than a group of term children 
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tween mother's education and the degree 
of family disorganization or between 
education and the estimate of growth 
fostering practices at 30 months. 

No significant relation was found be- 
tween social status and growth fostering. 
As might be anticipated, social status 
correlated negatively with family dis- 
organization; lower social status was 
associated with a higher degree of family 
disorganization. 

Low social status was associated with 
low IQ in the boys (TABLE 5). How- 
ever, the relation of social status to IQ 
disappeared when the neurologically ab- 
normal boys were removed from the 
comparison; the significance of the asso- 
ciation was entirely due to the lower 


TABLE 1 


* 
NUMBER AND PERCENT OF PREMATURE STUDY SUBJECTS FOLLOWED AT 2/4 


Number of Subjects Examined at 2% 

Died before 2% 

Not examined, known to be out of district 

Not examined, whereabouts unknown 

Total number of premature subjects dis- 
charged from Kings County Hospital 


Male Female Total % of Total 
112 140 252 7496 
9 6 15 4 
16 23 39 12 
20 14 34 10 
157 183 340 100% 


from this analysis because of complicating 


* Of the 252 children examined, 11 were excluded ee 
i i i id 26 because they were more 
gys ses after discuarge SUUM Mss 120 girls (215 in all) are reported. 


33.5 months old at examination. Findings on 95 


of the same social class * (TABLES 2 
and 2a). 

TABLE 3 shows the mean scores of 
social development, growth fostering and 
family disorganization in normal and 
abnormal boys and girls. ; 

TABLE 4 shows the intercorrelations 
between the ratings of mother's social 
Status and education given at birth and 
the ratings of the child's environment at 
30 months. 

No significant relation was found be- 


social status of the abnormal boys 
(TABLE 6). None of the other develop- 
mental ratings was associated with social 
status. pi 
Mothers education related signifi- 
cantly to neurologic diagnosis, to gross 
motor scores and to IQ in the boys; 
poorer maternal education was asso- 
ciated with neurologic abnormality and 
lower sceres to the child (TABLE 5). 
TABLE 7 shows the precentage of boys 
with neurologic abnormality by mother's 
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education rating. The association of 
neurologic abnormality with lower edu- 
cation rating is clear. Moreover, the per- 
centage of boys diagnosed as having 
“certain” abnormality was highest in the 
mothers with lowest educational rating. 

When boys with neurologic abnormal- 
ity were omitted from the comparison, a 
significant relation still was found be- 
tween mother’s education and IQ 
(TABLE 6). No relation had been found 
between mother’s education and IO at 
12 months in the same children. 


The child’s social development score 
had no relationship to the mother’s 
social status or education ratings. An 
association was found, however, be- 
tween social development and gross 
motor score (TABLE 5). This relation- 
ship of social development and gross 
motor ability was still significant in the 
normal boys (TABLE 6). 

High growth fostering scores were as- 
sociated with high gross motor scores in 
the boys and with high social develop- 
ment scores in both sexes (TABLE 5). 


TABLE 2 


PREMATURE AND TERM CHILDREN OF Low Soctat Crass, MEAN SCORES OF SOCIAL STATUS, 
Motuer’s EDUCATION, BIRTH WEIGHT AND IQ aT 2% 


Premature Term * 
boys girls 

normal abnormal normal abnormal boys girls 

Mother's social status at delivery 2.1 1.7 1 
's social s ; d 8 1.7 1.8 1.8 
Mother's éducation 3.1 2:5 3.0 2.8 3.1 3.4 
IQat pei (grams) 1793 1620 1730 1546 3306 3264 
Tus $ 93 74 96 89 104 102 
number of children 70 25 106 14 12 20 


* None of the term children was neurologi 


cally abnormal. in bi i h 
prematures was as follows: normal boys, 975-2100 The range in birth weights of the 


normal girls, 775-2100 grams; abnormal girls, 


grams; abnormal boys, 1000-2100 grams; 
875-2100 grams, 


TABLE 2A 
Reena boys 
m1 Rating 2 Ratin; 
] g3 Total 
possible probable 1 ; à 
abnormality abnormality certain with neurologic 


E bnormality abnormality 
Mother's social status i EE o E D abnormali 
M S aa at delivery 1. 


7 
Birthweight (grams) 2:0 


2.0 1.6 1.7 


IQ at 24 1757 1655 1400 1620 
Total number of children ; 50 66 74 
9 25 

Abnormal girls 

Mother's social status at deli 

Mothers education “very 1 3 eh i 1.0 i7 

irthweight : : 

Qatay ams) 1538 1 des die 
95 960 1175 1546 

Total number of children 4 


80 68 
10 89 
2 2 14 
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When children with neurologic ab- 
normality were removed from the com- 
parison, a weak relationship of growth 
fostering and IQ was found in the girls 
(TABLE 6). 

No significant associations were found 
between family disorganization and any 
of the developmental scores at age two 
and a half. 

No relation of IQ was found in re- 
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ment of premature children can be 
made. However, our findings indicated 
that in children of low social class born 
prematurely, greater degrees of social 
deprivation were associated with in- 
creased possibility of neurological ab- 
normality. 

Of the various neonatal conditions 
which were measured, only birth weight 
and social conditions were independently 


TABLE 3 


PREMATURE CHILDREN, AGE 214 
MEAN SCORES OF SOCIAL DEVELOPMENT, FAMILY DISORGANIZATION AND GROWTH FOSTERING, 
NORMAL AND NEUROLOGICALLY ABNORMAL CHILDREN 


Boys 


Dif. bet. norm. 


Girls 


Dif. bet. norm. 


No. Mean s &abnorm.boys No. Mean s abnormal girls 
Social development 
normal 67 1,16.8...:316 515: 3.54* 102 18.21 3.0 t—3.36*** 
abnormal 23 13.4 4.8 14 15.001 5.6 
Family disorganization 
normal 68 2:2/ 154 shes :94* ** 105 1.9 1:22:54 = 2,559 * 
abnormal 25 3.2 1.4 14 2.7 1.3 
Growth fostering 
normal 63 v TO We eal sy i 3 99 3.3 1.4 t—1.26 
abnormal 20 243 19 12 2.8 1.6 


* p<.05; **p<.01; ***p<.005, one tailed test. 


With use of two tailed test to compare the difference between normal boys and girls, girls showed 
high social development (t= 2.88**, two tailed test, p<.01). 


gard to mother’s married or unmarried 
status at delivery, to child’s separation 
from natural mother at age two and a 
half, to mother’s emotional disturbance 
at two and a half or to the number of 
mother-persons responsible for care 
when these variables were analyzed 
Separately. 


DISCUSSION 

Since our sample was all of low social 
class, no statement regarding the in- 
fluence of social class upon the develop- 


related to neurologic abnormality. Since 
abnormality is presumably of congenital 
or paranatal origin, poor environment 
apparently affected the biologic mechan- 
isms before birth. In this context we con- 
sider the mother’s education as a 
measure of social difference, since it 
reflected her social experience during 
childhood and adolescence, and was pos- 
sibly a more reliable measure than her 
social status as an adult immigrant. 
Knobloch, who found a similar rela- 
tion between poor maternal education 
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TABLE 4 


PREMATURE CHILDREN, AGE 214 
INTERCORRELATION OF THE ENVIRONMENTAL VARIABLES 
MOTHER’S SociAL STATUS AT DELIVERY, MOTHER’S EDUCATION, FAMILY DISORGANIZATION 
AT 30 MONTHS, GROWTH FOSTERING AT 30 MONTHS 


Mother's Family Growth fostering 
education disorganization at 30 months 
Mother's social status at delivery 
boys -261* —.504** .145 
girls .056 —.533** .149 
Mother's education 
boys —.096 .031 
girls —.069 .042 
Family disorganization 
boys —.491** 
girls —.389** 


*p«.05; **p<.01. 
Pearson product moment correlation. 


The number of subjects ranged from 83-94 in the boys and from 109-119 in the girls. 


TABLE 5 


i PREMATURE CHILDREN, AGE 214 
Ses SHOWING INTERCORRELATIONS OF IQ, Gross Moron, NEUROLOGIC ABNORMALITY, AND 
OCIAL DEVELOPMENT SCORES WITH ENVIRONMENTAL MEASURES AT BIRTH AND AT 2% 


Social 
Gross Neurol. Social — statusat Mother's Fi ‘amily Growth 
motor — abnorm. develop. delivery education disorg. fostering 
1Q 
boys :696** —.574**  665** 
` . .289* 3214€" —, 171 
girls .466** _ 299% .304** .041 s — = 127 
SUR Motor i 
Oys —.586** 594** 161 
h ` 2 E2134 him. Ol .261* 
pt — YT — 05** 7917 “101 “033 044 
Neurological abnormality 
ys 
5 2.385** .—,174 x ae 
girls .339 .007  —.118 
—.301** —.026 = = 
mo development VE XS do 
Oys 
girls age .089 —.101 .303** 
E ** 
sga status at delivery s071 -013 -333 
ys 
girls .261* — —.,504** .145 
Mother's education Eon 5334 mn 
boys 
girls —.092 .031 
Family disorganization -069 -042 
boys 
gris — 49i 
* 
* p.05; ** p O1. z3% 


Pearson product moment correlation. N = 82-95 in the boys; N — 112-120 in the girls. 
> = s in ie i 
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and poor gross motor development in 
prematures, also considered education 
as a measure of social status in this con- 
text. 

Social development in these prema- 
ture children two and a half years old 
had no relation to mother's social status 
at delivery, to her education or to family 
disorganization, although it was related 
to quality of care. Social development 
also was intimately linked with the 
child's intelligence, with neurologic ab- 
normality, and with gross motor skills, 
and thus appeared primarily related to 
neural intactness and maturation. 

Poor environment may have exerted 
a generally depressing effect upon the 
IQ of these children. The average IQ of 
our sample was lower than that of term 
children living in the same poor social 
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conditions, and it may be that the en- 
vironment exerted a more depressing 
effect upon the prematures than upon 
the terms. Infants who have a defective 
or vulnerable nervous system may be 
especially sensitive to poor environment, 
and disturbing factors may more readily 
elicit abnormal patterns of development 
in defective children. In a study of insti- 
tutionalized infants Provence !* came to 
the conclusion that "the prematurely 
born infant was more vulnerable to pro- 
longed deprivation than the mature in- 
fant" The poor social situations in 
which our premature children lived may 
have had a comparable effect to insti- 
tutionalization, that is, by a general de- 
pressing of their IOs. 

The rate of neurologic abnormality 
was high among these premature chil- 


TABLE 6 


PREMATURE CHILDREN AGE 2/2 WITHOUT NEUROLOGIC ABNORMALITY 
Matrix SHOWING INTERCORRELATIONS OF IQ, Gross MOTOR, AND SOCIAL DEVELOPMENT 
SCORES WITH ENVIRONMENTAL MEASURES AT BIRTH AND AT 2% 


Gross Social Social Mother's Family Growth 
motor develop. status education disorg. fostering 

1Q 

boys .304* .490** .204 .303* —.194 .004 

girls .362** .186 .113 .091 —.010 .202* 
Gross motor 

boys .347** .068 .018 .030 .043 

girls .095 —.036 .064 .119 —.008 
Social development 

boys —.017 —.025 .106 .175 

girls —.018 —.010 —.003 .340** 
Social status at delivery 

boys .268* —.519** :253** 

girls .023 —.524** .086 
Mother's education 

boys —.161 .020 

girls .030 .012 
Family disorganization 

boys —.553** 

girls —.387** 


* p«.05; ** p<.01. 


Pearson product moment correlation. N — 61-69 in boys; N — 94-102 in girls. 
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dren, and we assume that minimal cere- 
bral defect, not specifically diagnosed as 
abnormality, also was present in many 
cases. The higher rate of neurologic 
abnormality among the boys and the de- 
pressed IOs of normal boys as compared 
to normal girls support the assumption 
that more of the boys had minimal brain 
defect or injury. Since it was only in the 


ment exercised an exacerbating effect 
where there was already some existing 
deficit. 

While the particular circumstances in 
which these young children were living 
appeared to affect the IO only indirectly, 
their social development was related to 
the quality of maternal care which they 
received. Social environment thus ap- 


TABLE 7 


PREMATURE BOYS AGE 214, NUMBER AND PERCENT DIAGNOSED AS NORMAL AND 
NEUROLOGICALLY ABNORMAL BY MOTHER's EDUCATION 


96 of abnormal 


No. with No. with % with No. with diag. with diagnosis 
mother's neurol. neurol. of "certain" of "certain" 
educ. known — abnorm. abnorm. abnormality abnormality 
7] years 
elementary school 7 3 43% 3 100% 
Elem. graduate 18 6 33 4 67 
Some high school 42 13 31 2 15 
High school graduate 20 2 10 0 0 
Some college 5 0 0 0 0 
Total with mother's 
education known 92 24 2596 9 38% 


boys that we found a relationship be- 
tween the early environmental ratings 
and the presence of neurologic abnor- 
mality, a greater vulnerability to an un- 
toward social environment is indicated 
among them, 

Thus, at age two and a half, among 
low class premature children the pres- 
ence or absence of cerebral defect ap- 
peared to be of greater significance to 
the child's development than the degree 
of poverty into which he Was born, or 
the very bad conditions to Which he was 
sometimes exposed. However, it is clear 
from our data that the presence or ab- 
sence of cerebral defect was related to 
the mother's social status and education, 
It also seemed possible that bad environ- 


peared to aflect the young child first on 
the behavioral level. We would expect 
the contribution of environment to IQ to 
increase as the children grow older, and 
this already was beginning to be demon- 
Strated since a relation of IQ to maternal 
education could be shown in the normal 
boys at age two and a half, although no 
such relation had appeared at one year 
of age. 

The public health implications of 
these findings should be touched on 
briefly. It is evident that the extremes of 
Poverty in which these mothers lived 
were linked with increased susceptibility 
of their children to neurologic abnormal- 
ity and mental defect. Since the inci- 
dence of Premature births is increasing, 
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particularly among Negro mothers,!5 we 
can anticipate more damaged children 
in the population. No subsequent pro- 
gram of rehabilitation could compensate 


for the 


defects associated with the 


poverty into which these children were 
born. The elimination of such poverty 
could result in a reduction in the num- 
ber of defective children. 
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APPENDIX A 


SCORE or Social DEVELOPMENT AT 2! 


RATING SCALE 


Instructions: Circle the number opposite the best description of the child’s behavior. 
Rating 


I. 


Tr. 


IV 


VI. 


VII. 


Use of Bottle 

never à 
occasionally during day or night 
nights 

uses bottle for all milk drinking 


Type of Food Eaten 
baby food only 
baby and table food 
table food only 


Self-feeding 
never 
occasionally 
usually 


Use of Eating Implements 
none 

spoon only 

cup only 

spoon and cup 

spoon and fork 

spoon, fork and cup 


Ability to Undress 

none 

socks or shoes 

socks and shoes 

socks, shoes and other 

completely undresses, except buttons 
completely undresses, tries to button 
completely undresses and unbuttons 


Ability to Dress 

none 

Socks or shoes 

Socks and shoes 

Socks, shoes and other 

completely dresses, except buttons 
completely dresses, tries to button 
completely dresses, and buttons 


Play Preferences 
can't say 

alone 

with other children 
with adults 


wre 
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subscore — 


subscore — 


subscore — 
subscore — 
subscore — 


subscore — 


subscore — 


Score — 


STUDY AND TREATMENT 


OF AN ACUTE EMOTIONAL DISORDER 


DAVID M. KAPLAN, Ph.D. 


Director, Psychiatric Social Service, University of Colorado Medical Center, Denver, Colorado 


Psychiatric nosology, unlike somatic nosology, is essentially a classification 
of chronic disorders. Recent evidence suggests the existence of acute emo- 
tional disorders in which individual outcome depends on both the situational 
factors and personality structure. Reactions to premature birth are described 
as an example of an acute emotional disorder. 


| N THE PAST two decades mental health 
investigators have been giving in- 
creasing attention to the study and treat- 
ment of acute emotional stress reactions. 
One reason for this interest in emotional 
stress is the expectation that new theo- 
retical formulations can be developed in 
this area that may make possible the 
prevention of a significant proportion of 
chronic mental disorders.? 8 10, 13. 14 
Until recently, response to emotional 
stress has been accounted for almost ex- 
clusively by the  "stress-personality" 
formulation in which individual reaction 
to stress is presumed to be determined 
by pre-stress personality. More specifi- 
cally, stress response has been conceived 
of as a function of the severity of chronic 
mental disorder previously established 
as a part of the individual’s personal- 
ity? In the military stress situations 
Provided by World War II and the Ko- 
Tean conflict attempts were made to pre- 
dict military performance on the basis of 


psychiatric assessments of pre-stress per- 
sonality. 5 More recently, similar psy- 
chiatric assessments were made to help 
select Peace Corps candidates with high 
stress tolerance.1° The psychiatric as- 
sessment of military performance proved 
accurate in predicting those soldiers who 
performed well under stress but the ma- 
jority of predicted failures did not ma- 
terialize. By contrast, in the selection of 
Peace Corps candidates the psychiatric 
predictions were accurate only in identi- 
fying poor risks, but not in forecasting 
which candidates would be successful 
Peace Corps members.^ Subsequent 
psychiatric evaluations of the military 
stress studies attributed the ineffective- 
ness of the psychiatric predictions to the 
influence of situational factors, e.g., 
group unity, close friendship, effective 
leadership.*- 

The ineffectiveness of stress perform- 
ance predictions based on pre-stress per- 
sonality assessment alone suggests the 
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need to revise current stress theory by 
a formulation that will include situa- 
tional factors as a significant component 
in accounting for stress response. The 
work of a number of investigators ?: 1^ 
15,14 suggests (a) that stress responses 
may be conceived more appropriately as 
psychological phenomena with their own 
distinct structure and dynamics and (b) 
that stress reactions may better be un- 
derstood as discrete, acute emotional 
disorders, rather than as mere exacerba- 
tions of chronic disease processes, in 
which individual outcome, adaptive or 
maladaptive, is as dependent on situa- 
tional factors as upon pre-stress person- 
ality. 

Erich Lindemann !* was the first in- 
vestigator to approach emotional stress 
(bereavement) as an acute emotional 
problem the resolution of which depends 
upon how well the stress task (i.e., the 
"grief work") is accomplished. Linde- 
mann described the coping processes in- 
volved in bereavement and identified 
both the adaptive and maladaptive 
Courses of response in a manner that is 
more consistent, theoretically, with the 
acute infectious concept of disease than 
with the chronic mental disease model 
under which category stress responses 
usually are subsumed. In this new con- 
cept of stress reaction as an acute emo- 
tional illness, treatment must be adapted 
So as to be consistent with this view of 
stress phenomena. 

In one of several studies of reactions 
to premature birth conducted by Gerald 
Caplan’s group at the Harvard School of 
Public Health," the autho: set out to 
test the theoretical assumptions derived 

` from Lindemann’s work On bereave- 
ment.!- 12 The aims of this study were: 
(a) to determine the Psychological tasks 
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which must be completed successfully for 
mastery of the premature birth crisis, 
(b) to identify clinically the adaptive 
and maladaptive courses of response to 
premature birth and (c) to predict out- 
come from this stress situation on the 
basis of whether the course of the early 
maternal response is identified as adap- 
tive or maladaptive. This study excluded 
any planned clinical intervention. It was 
reasoned that if the study attained these 
objectives, it would lend credence to the 
concept of acute emotional disorders as 
a discrete nosological entity. 

Detailed case records of family re- 
actions to premature birth were reviewed 
in order to identify typical patterns of 
mothers who apparently mastered the 
problems posed by premature birth and 
a contrasting group of cases in which the 
problems were not mastered. In the first 
group the outcome appeared good in 
that the mother developed a healthy re- 
lationship to the infant in the first two 
months of home care. These mothers 
gave the infant realistic care in relation 
to its needs, took pride and satisfaction 
in the care of the infant and perceived 
the child as potentially normal. 

The cases reviewed also included 
mothers who did not follow the above 
pattern. This group of mothers handled 
the hazard to the life of the infant and 
their own maternal failure by almost 
total denial. They failed to respond with 
hope to the indications of survival and 
satisfactory development of the infant. 
In these cases it appeared that the in- 
fant continued to symbolize the mother's 
failure despite its progress and these 
mothers continued to perceive the infant 
in a distorted Way as though impending 
death or abnormality were assured. This 


perception Seriously impeded these 
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mothers' sensitivity to the infant's real 
needs. They either took insufficient pre- 
cautions in the care of the baby, i.e., 
treated it “like a normal infant,” or else 
they continued to be overly concerned 
and overprotective after such concern 
and special care were no longer realistic- 
ally necessary. 

In these cases the problems and tasks 
posed by prematurity were not ade- 
quately accomplished in the period prior 
to the infant's discharge home. In this 
group the mother's care as well as her 
attitude at the end of the study period 
seemed less healthy than in the other 
group. These mothers showed typical 
Signs associated with poor outcome. 
They overprotected or underprotected 
their infants, overfed them or had dif- 
ficulty in feeding them. They showed a 
lack of pride in their infants mixed with 
continued concern for their future de- 
velopment. In a number of instances they 
remained preoccupied with physical or 
emotional defects which were not 
medically verified. They were not com- 
forted by the pediatrician’s assurance 
that these defects were not apparent and 
that the prognosis for these children was 
considered good. 

The study focused upon the mother’s 
experience with premature birth and 
upon the successive problems confront- 
ing her in this crisis. On the basis of 
clinical study five major psychological 
tasks were identified which appeared to 
be characteristic of this experience for 
most mothers.!! The adequate accom- 
plishment of these tasks appeared to be 
essential for successful mastery of the 
Prematurity crisis and for a healthy early 
mother-child relationship. The following 
Were postulated as the five tasks posed 
by premature birth: 
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1. The first task confronts the mother 
at the time of delivery. It is the 
preparation for the possible loss 
of the infant whose life is in 
jeopardy. This “anticipatory grief" 
for possible object loss involves a 
withdrawal from the relationship 
begun by the mother during preg- 
nancy with the expected child. The 
mother immediately after the pre- 
mature delivery hopes the infant 
will survive, but simultaneously 
and realistically she should pre- 
pare herself for its possible death. 


2. At about the same time the mother 


must face and accept her feelings 
of failure which result from not 
having delivered a normal full- 
term baby. The mother struggles 
with both of these tasks until the 
infants chances for survival seem 
secure. 

3. According to its weight and 
physical condition the infant may 
continue to remain in the hospital 
for a further period of one to ten 
weeks. During this period the third 
and fourth tasks need to be ac- 
complished. The third task involves 
the resumption of the process of 
relating to the infant as a forth- 
coming member of the family and 
as an imminent responsibility of 
the mother. The premature infant's 
mother has lost the normal oppor- 
tunity provided by a full-term preg- 
nancy for the development of 
readiness for the mothering role. 
At the outset she has had to pre- 
pare herself for the infant's death; 
but as its chances for survival im- 
prove, she should respond with 
new hope and anticipation. She 
should realize that she will, after 


72 


all, be able to retrieve a good 
measure of her hopes from what 
earlier had appeared to be a tragic 
situation. Characteristically, there 
is a point at which the mother 
really begins to believe that her 
baby will survive. The event which 
stimulates activity on the third 
task may be the infant’s gain in 
weight, a new feeding pattern, a 
change in its activity or appear- 
ance or an encouraging optimism 
in the nurse’s or physician’s atti- 
tude, 

4. The fourth task faces the mother 
with the challenge of understand- 
ing how a premature baby differs 
from a normal baby in terms of 
its special needs and growth pat- 
terns. This task is in preparation 
for her imminent job of caring for 
the infant when it comes home. 
The accomplishment of the fourth 
task takes place while she is visit- 
ing the nursery, observing the 
baby's appearance and behavior, 
talking with the doctors and 
nurses, reading infant care books 
and discussing baby care with 
other mothers of prematures, 

5. In order to provide the infant with 
the necessary extra care and pro- 
tection it requires in the early 
ae the mother should see the 
infant as a premature with s cial 
needs and characteristics, X is 
equally important for her to see 
that these special needs are tem- 
porary and will yield in time to 


more normal patterns, He; " 
to take the n rol 
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Following the identification of these 
psychological tasks and of the character- 
istic adaptive and maladaptive responses 
to premature birth, the second phase of 
the study was initiated. In this phase a 
quantitative test was conducted of the 
hypothesis that premature task accom- 
plishment was associated with outcome, 
ie., that successful task accomplishment 
was predictive of good outcome in the 
premature birth crisis and that the 
failure to complete these tasks led to 
poor outcome. Thirty longitudinal case 
studies of families in which premature 
birth had occurred were selected to 
make the test. These families had been 
studied intensively from the period 
shortly after birth until two months of 
home care had elapsed. Each case study 
consisted of at least 10 home visits. 
Each carefully recorded home visit in- 
cluded interview and observational data 
on both maternal and family reactions to 


premature birth and to the premature 
infant. 


The data of each of the 30 case studies 
were divided into two consecutive sec- 
tions and these two sections were rated 
independently by two sets of raters who 
had access to only the one section of 
the case being rated. The first rating was 
of the maternal ability to resolve the pre- 
maturity tasks manifested after birth but 
Prior to the infant’s discharge from the 
hospital. The second rating was of the 
maternal care pattern manifested after 
the infant’s hospital discharge for the 
first two months of home care. 


On the basis of the rating of maternal 
Coping pattern, a prediction of outcome 
Was made in each of the 30 cases. Using 
a three Category classification of good, 
poor and very poor outcome, these pre- 
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dictions proved accurate in 24 out of 30 
cases, or 80 per cent successful.!! »- 305 

One variable, the mother's pattern of 
visiting her infant while the infant was 
cared for in the hospital premature 
nursery, was most closely associated 
with outcome. In 27 out of 30 cases the 
pattern was predictive of outcome, i.e., 
visiting pattern was accurate as a pre- 
dictor in nine out of 10 instances.!! "- !!? 
The mothers who had visited their 
infant at least once a week or more by 
the last two weeks of the infant's stay in 
the nursery appeared to have success- 
fully worked through the prematurity 
tasks. Good outcome was virtually as- 
sured in such instances. The predictive 
test in these 30 cases indicated: (1) that 
premature birth outcome is closely asso- 
ciated with the ability to resolve the 
tasks posed by premature birth and (2) 
that there are clinically observable, be- 
havioral indications of the maternal 
ability to master the premature birth 
crisis. 

Tn other words, it was found possible 
to differentiate those families in which 
the mother was handling the stress of 
premature birth successfully from those 
in which the mother was having difficulty 
in mastering this stress and was headed 
for trouble in her early relationship with 
the infant. With this ability to differen- 
tiate healthy from unhealthy coping in 
the premature birth situation, some pre- 
liminary attempts were made to treat 
mothers having clear difficulty in han- 
dling premature birth. These attempts 
were based on knowledge gained of this 
Stress situation and the tasks posed for 
the mother by this crisis. For this presen- 
tation two cases involving treatment at- 
tempts will be described briefly. Both 
cases came into treatment because of 
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early maternal difficulty in handling the 
premature infant. 


FIRST CASE 


The Vigor family was one of the Boston 
premature infant study families. The family 
members included father, 28; mother, 27; and 
three boys, three, one and a half, and the new- 
born infant. The infant weighed four pounds, 
14 ounces at birth and was about three or 
four weeks premature. Contact with the family 
began shortly after the premature birth. 

Relationships in the family between the par- 
ents and between parents and children were 
quite positive prior to the premature birth. 
The father was affectionate with his wife and 
close to his two older children. He had a 
good work history and steady employment as 
a mechanic and television repairman. Prior to 
the premature’s birth, the family had been 
slowly acquiring new furniture and a used car. 
The mother was devoted to her family. The 
two older boys were bright, attractive chil- 
dren, 

There was a history of mental illness in 
both parents’ families. The maternal grand- 
mother had been hospitalized since the mother 
was eight years old in a Boston state hospital. 
The mother had visited the grandmother regu- 
larly all her life. The father’s spinster sister, 
who lived with the paternal grandparents, had 
suffered an acute breakdown as an adult and 
had been hospitalized for several months. The 
mother also had Cooley’s anemia, an heredi- 
tary disease. This condition was kept under 
control by regular medication. None of her 
children had inherited the anemia. 

The birth of the infant was the cause of 
considerable disruption in the family. The two 
older children had been born normally at 
term. The father was not supportive at all to 
his wife with respect to the premature birth. 
He blamed her anemia for the premature de- 
livery and was convinced that the infant was 
seriously damaged. The family had allowed 
hospitalization insurance to lapse and conse- 
quently had a large medical bill to pay. The 
father also blamed the mother for this ex- 
pense. 

In the hospital the mother controlled her 
feelings and did not appear to be disturbed, 
ie. she did not cry or protest being in a 
room with a mother whose normal baby was 
brought in regularly for feeding. Actually, for 
the mother the premature birth was a great 
concern which she first repressed. She later 
revealed her feeling of having let the father 


74 


down. For a woman who valued her family so 
much, her failure to deliver normally was a 
great burden and disappointment. Both par- 
ents were concerned about the infant's in- 
heriting physical and mental defects. The 
father's attitude toward the premie was espe- 
cially difficult for the mother, whose normal 
response was to support the father. 

The mother visited the hospital nursery 
once a week at the outset, but she seemed to 
get little satisfaction from these visits. The fre- 
quency of the visits dropped shortly before 
the infant's discharge home. The pediatrician 
had urged the mother to visit the nursery to 
become familiar with the care of the infant, 
but she made only one such visit although she 
was invited to come to the nursery as often as 
possible. The family delayed the infant's dis- 
charge home and expressed concern that the 
infant might not:really be ready for home 
care. They also expressed concern about pos- 
sible defects in the infant even though pedi- 
atric reports were encouraging. 

When the infant finally came home, the fa- 
ther at first refused to care for the child in any 
way. He developed some mild gastro-intestinal 
trouble which interfered with his working. 
The mother, under great Pressure, had diffi- 
culty in managing household chores which 
Previously had presented no problem, She 
felt responsible for the complete care of the 
infant without help from the father (who did 

in the care of the two older children). 

She did not recover well from the delivery, 
pes slept poorly, she felt continually fatigued 
“head Fea developed "headaches." The 
alization experiences lasting ten to fifteen min- 
Periods no one could 
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specifically as "over-concern." At this point 
the mother looked very keenly at the father 
and gratefully at me for my remarks, but 
made no comment of her own to the father. 
The father said that he did not feel that he 
was overly concerned. 

"The remarks were followed by an argu- 
ment between the parents with the mother 
complaining and the father on the defensive. 
She said he was not helpful enough with the 
children. He resented her leaving the children 
to go out, even briefly. He didn't give her 
enough say over money management. The fa- 
ther countered by saying her place was with the 
children. He claimed that he had given her 
control over money but that she had handled 
it poorly. They argued over whether to repair 
the old car or to buy a new one. The father 
charged that the mother's "blood condition" 
was responsible for high medical bills in con- 
nection with the premature birth. 

"As I left the home the father walked me 
to the car. He again referred to the family's 
response to the infant. I pointed out that the 
pediatrician was pleased with the infant's prog- 
Tess. The startle reaction which they thought 
Was evidence of nervousness was normal for 
infants. The father said he was still not sure 
how the infant would develop. I asked when 
he would feel more comfortable; he ruefully 
replied, ‘When the baby will be 21.’ 

“At the next visit the mother talked more 
cheerfully about the baby’s progress. The pe- 
diatrician said that the infant did not have 
anemia. The baby had been eating some solids 
and was sleeping through the night. The fa- 
ther had not been working steadily but was 
Teturning to work. The mother referred to my 
last visit and said she had had no ‘headaches’ 
since then. She could now believe the doctor 
Who felt good about the premature’s progress. 
The care of the infant and the home was im- 
Proving. She said the father was feeling better 
too; he had less gastro-intestinal difficulty. 
The father had for the first time fed the baby. 
She described this event with a big smile. The 
mother had much less concern about the 
baby's future development. She felt now that 
he would be all right. 

T referred to the concern that I had ob- 
eles) the mother in relation to illness. 

e Said she thought this went back to her 
childhood. She recalled a fight she had had as 
a child with her father when she told him, ‘I 
wish I were like mother in the hospital.’ 

“She talked about her reactions to the 
Pee birth. She had not cried in the hos- 
2 but had let her feelings build up. She 
E Sere Was the reason for her ‘head- 

es. In the hospital she slept and ate well. 
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She remembered missing the baby, but she 
was not aware of a feeling of sadness. She 
recalled that when the baby was moved out 
of her hospital to another nursery, she had 
played that she was visiting the baby and 
imagined what he was like. The other mothers, 
particularly the one with whom she roomed, 
were quite free in talking about their own 
babies because Mrs. Vigor had not seemed 
upset about not having her own infant with 
her. She thought that her own early response 
to the baby's difficulties (of not being upset) 
related to the fact that she had had a lot of 
experience with illness which she had learned 
to take calmly. She said she didn't become 
*weepy' until she returned home. In the hos- 
pital she had been in a semi-private room in 
the obstetrics ward. and she recalled that when 
they had told her the baby needed an opera- 
tion she had become tremulous and nervous, 
but that her husband had been very matter of 
fact. He had told her that the doctors were 
confident that they could handle the situation. 
He had held off telling her any bad news. The 
fact that she had known that her husband was 
not upset and seemed to be in control of his 
feelings had given her comfort." 

The improvement in the mother's outlook 
and in the relationship between the parents 
and the infant was maintained during the next 
several weeks without any indication of the 
earlier problems. 


SECOND CASE 


When the Turner family came to the at- 
tention of the Adult Psychiatric Clinic at the 
University of Colorado Medical Center, there 
were four members in the family: father, aged 
26; mother, aged 24; a daughter, aged two (de- 
livered normally), and Barbara, nine months 
(born prematurely at seven months.) The 
mother was four months pregnant with her 
third child at time of referral. The Pediatric 
Clinic referred Mrs. Turner for treatment 
after she twice had brought the prematurely 
born child back to the Pediatric Clinic because 
she was unable to feed the infant. The pre- 
mature child, Barbara, was hospitalized for 
several days on each occasion. The nursing 
staff had no trouble in feeding the infant. 
Recognizing that the mother's problem in car- 
ing for the baby was emotional, the pediatric 
staff referred her to the Adult Psychiatric 
Clinic. The pediatric staff hoped that psychi- 
atric treatment would enable the mother to 
care for the child without periodically having 
to return the infant for hospitalization. 

The medical history revealed that after de- 
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livery Mrs. Turner was unable to visit Bar- 
bara. After leaving the hospital, however, the 
mother phoned daily for reports of the infant's 
progress. Barbara was in the nursery for five 
weeks before being discharged. The parents 
were reluctant to have her discharged to home 
care. 

Mrs. Turner's mother had died in childbirth; 
all of her five children had been delivered 
normally. Mrs. Turner’s grandmother pre- 
dicted that she, too, would have trouble in 
childbirth and compared Mrs. Turner's symp- 
toms during pregnancy with her mother's. 
Mrs. Turner was terrified of childbirth. In the 
seventh month of pregnancy with Barbara, 
when her own obstetrician was out of town, 
she felt some contractions. Another physician 
induced premature delivery. Mrs. Turner did 
not protest, apparently because she hoped 
that she might avert her own death, which she 
foresaw in full-term delivery. The father re- 
jected the premature as a deformed child and 
was afraid to feed or touch her. Barbara had 
a mild urinary duct problem, but the pediatri- 
cians assured the mother that this wculd have 
existed had the infant been born at term. Both 
parents were nonetheless convinced that this 
urinary problem was a result of premature 
birth. i 

A review of the Psychiatric Clinic records 
revealed that Mrs. Turner had had a previous 
clinic contact following an earlier depression 
and attempted suicide. The psychiatrist's ap- 
proach to the mother was influenced by this 
previous clinic contact. In addition, a new 
crisis was preoccupying this mother at the time 
of referral, viz., her latest pregnancy which 
then was in the fourth month. This pregnancy 
revived her old fears of dying in childbirth. 
The problems precipitated by her current 
pregnancy superseded the problem of caring 
for the premature child. The problems of the 
current pregnancy became the focus of psy- 
chiatric treatment. 

Mrs. Turner's fears of pregnancy were re- 
flected in her inability to sleep without seda- 
tion. She was afraid to leave the house or to 
drive the car alone. Her fears were so immo- 
bilizing that termination of treatment seemed 
likely. On several occasions she was brought 
to the emergency room of the general hospital 
during the night by the police who were called 
when her anxiety became unbearable. 

Fortunately Mrs. Turner did remain in 
treatment for six months. With therapeutic 
support she experienced almost immediate 
symptom relief. Her insomnia decreased mark- 
edly. Her nocturnal anxiety states became less 
intense and less frequent. Mrs. Turner talked at 
length about her own mother's death and about 
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her own fear of hospitals, which was related 
to her father’s refusal to take her mother 
home from the hospital following a delivery. 
Her mother subsequently had died in the hos- 
pital. She discussed her grandmother's morbid 
predictions that she would have pregnancy 
problems and would risk death in childbirth, 
as her mother had. At one point she recalled 
her own attempts to abort her previous preg- 
nancy which had ended in premature delivery. 
Tn treatment Mrs. Turner continued to experi- 
ence relief from her fears and gained con- 
fidence in herself. She reported improvement 
in her marital relationship, renewed energy 
and the belief that she could carry the cur- 
rent pregnancy to term. She even gained some 
insight into the extent to which her fears were 
reinforced by her grandmother's pathology 
and morbid predictions. 

Despite these significant personal gains, 
Mrs. Turner did not improve in her relation- 
ship with the premature infant, Barbara. By 
the end of four months of treatment Barbara 
again was hospitalized with the same com- 
plaint that she would not eat. Mrs. Turner 
continued to feel inadequate to care for this 
child and still was convinced that there was 
something wrong with the infant that the doc- 
tors had not yet discovered. 

In the fifth month of treatment, as the an- 
niversary of her premature delivery ap- 
proached, Mrs. Turner became anxious about 
delivering prematurely again. She prepared 
feverishly for the new child's arrival. Once 
the anniversary date was past, Mrs. Turner 
was more relaxed; though still anxious, she 
began to look forward to the new baby's ar- 
rival for the first time. In the middle of the 
fifth month of treatment her fears about de- 
livery revived and in the last week of that 
month a boy was born prematurely, but al- 
most at term, weighing five pounds, two 
ounces. Mrs. Turner seemed much more in- 
volved with her new premature, than she had 
been with Barbara. She pumped her breasts 
daily and brought the milk to the hospital to 
feed her son. When the infant was released 
from the hospital to home care, the father 
felt much more comfortable with this baby, 
He was able to feed this child, which he had 
not been able to do with Barbara. His greater 
comfort with this infant reflected his pleasure 
at having a boy. The father's attitude was 
very helpful to the mother in her relationship 
with this child. Shortly after the new baby 
came home, it was necessary for the therapist 
to terminate treatment with the mother, At 
the time she appeared to be doing quite well 
with the new baby in contrast to the continu- 
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ing fears and anxieties she had expressed 
about Barbara. She accepted termination well 
but refused further psychiatric contact. She 
felt she had overcome in the last pregnancy a 
good measure of her fears about childbirth. 
An interesting change in the mother in this 
regard was that although she had been re- 
questing sterilization prior to the last delivery 
she decided against sterilization because she 
and her husband might want another child 
later on. 


DISCUSSION 


A degree of success was achieved in 
both cases although the focus of treat- 
ment was not identical. In the first case 
the focus of treatment was on the dis- 
ruption in the family balance and in 
parental roles which was precipitated by 
premature birth at a time when this 
crisis was still in process. The treatment 
plan grew out of special knowledge of 
the acute problems posed by premature 
birth and was deliberately limited to im- 
proving the relations between (a) the 
parents and the child and (b) between 
the parents themselves in relation to the 
problems that premature birth posed for 
them. Such crisis-focused treatment 
makes important use of relevant, his- 
torical, dynamic information derived 
from the parents' own histories, but it 
generally precludes any plan to change 
the basic personality of the patients. 
Perhaps the most significant contribu- 
tion of crisis therapy is in its preventive 
potential. When crisis therapy is suc- 
cessful it precludes or significantly modi- 
fies the extent to which traumatic ex- 
periences become internalized. Crisis 
intervention often can reduce effectively 
the formation of chronic emotional dis- 
Orders or the exacerbation of existing 
disorders. 

The second case was one in which 
treatment was focused on a new crisis, 
ie., on those problems posed for the 
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mother by pregnancy. Pregnancy is a 
crisis situation for most mothers, usually 
of low magnitude. But certainly for Mrs. 
Turner, pregnancy represented a crisis 
of unusual risk and anxiety because of 
her background. Her fears of dying in 
the course of pregnancy and her pre- 
vious premature delivery seriously com- 
plicated her ability to manage pregnancy. 

The treatment of Mrs. Turner's prob- 
lems arising from her pregnancy was 
successful in helping her to avoid an- 
other early premature delivery and to 
develop a good beginning relation with 
her new infant. Mrs. Turner gained some 
insight into the nature of her longstand- 
ing fear of pregnancy. But unfortunately, 
despite these important treatment 
achievements, she did not make any 
observable improvement in her relation- 
ship to Barbara, the first premature 
child, which was the basis for the pedia- 
tric referral. The period of crisis with the 
first premature child had passed by the 
time a referral for psychiatric treatment 
was made. Recently, Mrs. Turner re- 
turned to pediatric clinic with the same 
problem of being unable to feed Barbara. 
She was not having any difficulty at this 
time in caring for her newest baby or for 
the oldest child, who preceded Barbara. 
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Language is a dimension through which unfavorable environment can inhibit 
development. Interrelationships among language and some demographic 
variables are reported for 292 children. Findings were that both lower-class 
and minority group status are associated with poorer language functioning. 
This association is stronger for fifth than for first grade children. Implications 


are drawn for the school's role. 


P" ^ SENSE probably no child ever has 
had a maximally fostering environ- 
ment, where within neuro-developmental 
limits on intellectual growth individuals 
have been appropriately stimulated so 
that they reach their developmental ceil- 
ings at each level, But the absence of 
such an environment and the presence of 
varying examples of the converse makes 
it possible to study the permutations in 
the interaction of environment with 
development. 

The particular area of research on 
which we have been focusing at the In- 
stitute for Developmental Studies has as 
one of its objectives the delineation of 
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the major dimensions through which en- 
vironment is likely to operate in a man- 
ner inhibiting development. Another 
objective is to attempt to specify the cog- 
nitive and language areas that have been 
most influenced by unfavorable environ- 
mental circumstances, As we learn about 
the typology of cognitive and language 
deficiencies, we also learn something 
more about human learning and evolve 
methods that might be effective in facili- 
tating development. 

The delineation of the area of concern 
in this way reflects a basic thesis that 
human potential is not being nearly fully 
exploited by the available educational 
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structures and that the possibilities for 
development are most especially being 
neglected with regard to what Harring- 
ton has termed “The Other America.” 

Simply obtaining relationships be- 
tween social class or ethnic attributes 
and intelligence or other singular factors 
has been historically useful, but inade- 
quate in telling us how the structure of 
experience as mediated through particu- 
lar environments influences the pattern- 
ing of cognitive processes. Therefore, 
our attack on this problem has included 
an initial attempt to make a micro- 
analysis of the environment. This encom- 
passes such molar data as the traditional 
information on the social structure of the 
family, communication, economic cir- 
cumstances, the educational histories of 
the family members, their child-rearing 
practices, dominance-passivity patterns, 
sex role determinations, and the like. 
The attempt also has been made to ana- 
lyze the activity structure of the home, 
the quality of interaction between adults 
and children, and the whole matrix of 
behavioral expectations, in terms of both 
immediate behavior and long-range edu- 
cational and general goal aspirations. 
What we are attempting to do in this 
Series of studies is to identify patterns in 
the context of background variables at 
two developmental stages, and to relate 
these background patterns to specific 
cognitive and linguistic patterns. The 
purpose, thus, is not simply to demon- 
Strate the existence of cognitive and 
learning disabilities in association with 
disadvantaged environments, but to de- 
fine both anomalies and orderliness in 
Perceptual, linguistic, and conceptual 
Processes, so that eventual compensatory 
action on the areas of disability can be 
based on empirical evidence. 

In the study to be discussed here, em- 
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phasis was placed on the evaluation of 
linguistic variables. This was not only 
because language is the primary avenue 
for communication, absorption, and in- 
terpretation of the environment, but be- 
cause it also reflects highly acculturated 
styles of thought and ideational modes 
for solving and not solving problems. It 
seems reasonable to conclude that as we 
study the background influences on qual- 
itative variables in language and language 
development, we also are studying the 
effects of the same influences on cogni- 
tive development and problem-solving 
styles and abilities. As Bruner puts it in 
his introduction to Vygotsky's book 
Thought and Language (1962): 

“For it is the internalization of overt action 
that makes thought, and particularly the in- 
ternalization of external dialogue that brings 
the powerful tool of language to bear on the 
stream of thought. Man, if you will, is shaped 
by the tools and instruments he comes to use, 
and neither the mind nor the hand alone can 
amount to much . . .” 

Strong evidence can be adduced to 
support the assumption that it is the ac- 
tive verbal engagement of people who 
surround him which is the operative in- 
fluence in the child's language develop- 
ment. The structuring of these verbal 
engagements in terms of the family's con- 
ditions and style of life, and the further 
relationship between style of life and so- 
cial class membership leads to the analy- 
sis of children's language skills and ver- 
bal behavior in terms of their families’ 
socio-economic status. In the cognitive 
style of the lower-class family, Bernstein 
(1960) points out, language is used in 
a convergent or restrictive fashion rather 
than a divergent, elaborative fashion. An 
explanation or an imperative or a partial 
sentence frequently replaces a complete 
sentence or an explanation: if a child 
asks for something, the response is too 
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frequently "yes," "no," “go away," 
“later,” or simply a nod. The feedback 
is not such that it gives the child the ar- 
ticulated verbal parameters that allow 
him to start and fully develop normative 
labeling and identification of the environ- 
ment. Family interaction data which we 
have gathered in both lower-class socially 
deprived and middle-class groups indi- 
cate that, as compared with the middle- 
class homes, there is a paucity of or- 
ganized family activities in a large 
number of lower-class homes. As a re- 
sult, there is less conversation, for 
example, at meals, as meals are less 
likely to be regularly scheduled family 
affairs, In a recent paper (Deutsch and 
Brown, 1964), we reported that chil- 
dren from fatherless homes have sig- 
nificantly lower IQ scores by the time 
they get to the fifth grade than do chil- 
dren who come from intact homes, and 
we hypothesized that this finding was a 
consequence not so much of the absence 
of the father, as it was of the diminution 
of organized family activity, 

The data to be discussed in this paper 
come from a four-year study called the 
“Verbal Survey,” The Population studied 
NAM a S ox of 292 children 

an extende: Population of abou 
2500 children of various racial Uefa 
cial class groupings. Negro ang white, 
lower- and middle-class children were 
included in a relatively well-balanced 
sample. 

In general, we have found that lower- 
class children, Negro and White, com- 
pared with middle-class children, are 
subject to what we've labeled a “cannula 
tive deficit Phenomenon,” which takes 
Place between the first and fifth grade 

years. Though there are Significant socio- 
economic and race differences seen in 
measured variables at the first grade 


level, it is important to note that they 
become more marked as the child pro- 
gresses through school. While we can ac- 
cept that some of this cumulative defi- 
ciency is associated with inadequate 
early preparation because of correspond- 
ing environmental deficiencies, the ade- 
quacy of the school environment also 
must be questioned: in a model system, 
one should expect linearity in cognitive 
growth. 

In a caste society it is very difficult 
to control for socio-economic status, and 
it is possible that some of the Negro 
child's measured increasing deficit stems 
artificially from this incomplete control. 
At the same time, inferior caste must 
imprint itself on the child at an early 
age and is a constant presence in the 
environment. 

As indicated above, the data to be re- 
Ported here were collected on a bal- 
anced sample of children at two age 
levels, and it is some of the analysis and 
interpretation of a portion of these data 
Which will now be discussed. In the 
Study, we assessed over 100 identifiable 
Variables concerned with home back- 
ground, language functioning, concept- 
ual behavior, intelligence test perform- 
ance, reading, general orientation, 
self-systems, various sub-components of 
language, and assorted related factors. 
This paper will make reference (by no 
means exhaustively) to only 52 of these 
variables concerned with a range of cog- 
nitive functions and a few demographic 
Measures, but with language variables at 
the core. 

The entire correlational matrices will 
Not be reproduced here. Rather, the over- 
all patterning of results will be exam- 
ined in terms of social class, race, and 
developmental levels as more-or-less 
independent variables. Only those cor- 
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relations which are significant at the .01 — ples, this means including correlations of 
level or better will be considered as sig- .21 or higher (TABLE 1). Definition of 
nificant. For the size of the current sam- each of the variables is listed in TABLE 2. 


TABLE 1 


COMPARISONS BETWEEN FIRST AND FIFTH GRADE VERBAL SURVEY SAMPLES: 
SIGNIFICANT CORRELATIONS WITH RACE AND SES * 


Correlations with Race ** Correlations with SES t 


First Fifth First Fifth 
Grade Grade Grade Grade 
Variables (N = 127) (N = 165) (N = 127) (N = 165) 
7—Age in months —.21 
8—L-T IQ Score —.36 .42 .38 
9—L-T subtest #1 —.34 .35 .25 
10—L-T subtest #2 —.30 .26 .32 
11—L-T subtest #3 —.30 26 +38 
12—L-T raw score —.35 134 oT 
13—WISC Vocab. score —.31 .22 .49 
14— Gates score (test not .44 
given) 
15— Verbal Ident., noun enumer. score —.25 —.28 
16— Verbal Ident., action enumer. score —.28 —.20 
17—Verbal Ident., combined enumer. score  —.27 —.27 
18—Verbal Ident., noun gestalt score .33 .24 
19— Verbal Ident., action gestalt score .24 
20— Verbal Ident., combined gestalt score .32 27 
21—PPVT raw score .32 (test not 
given) 
22—PPVT IQ .33 (test not 
given) 
23— Concept Sort., # piles score .21 
25— Concept Sort., verbal score 223 
26— Concept Sort., verbal score/# 
piles (ratio) —.21 +23 
29—Concept Form., percept. similarities 
scores +22 
35—Concept Form., verbaliz. score, class 
specificity —.25 —.36 .26 .20 
36—Concept Form., verbaliz. score, class 
generaliz. —.24 221 
37— Concept Form., total verbaliz. score —.24 —.32 wou 
38—Word Knowledge score (Verbal Fluency) —.24 
39— Verbal Fluency, all rhymes score —.20 .24 .28 
40— Verbal Fluency, meaningful rhymes —.24 .28 33 
41—Verbal Fluency, sentence fluency —.20 125 
43—Orientation Scale —.30 .36 .51 
47—Wepman test of auditory discriminationt — .24 25.24 
48—Word Assoc., form class score 27 
49—Word Assoc., latency score .35 
50—Cloze test, grammatical score .26 .33 
51—Cloze test, correct score .25 .33 
52—Cloze test, popular score .30 .37 


* Only correlations significant at p < .01 are shown. 
** For purposes of coding, white was coded as 1 and Negro as 2. 
t Higher index numbers denote higher SES. 

1 Error score. 
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TABLE 2 
BRIEF DESCRIPTION OF VERBAL SURVEY TEST MEASURES 
Variable Variable 
Number Identification Number Identification 

7. S's Age in Months at Time of Lorge- 23, Number of Piles Score—The exact 

Thorndike Testing number of piles sorted. Four would 

8-12. Lorge-Thorndike IQ Score (Subtests be best. Usually anything above 

1, 2, 3 and Raw Score) four indicates inadequacy at the 

13. WISC Vocabulary Score task. This number has been pri- 

14. Gates Reading Score marily intended as a denominator 
Verbal Identification Test—The child for the other scores. 

is shown 20 simple drawings one at a 24, Sort Score—This score reflects the 

time and given a set to enumerate the implicit quality of the child's sort- 

objects in the pictures. The child is ing, e.g. sorting by class generali- 

then shown the 20 pictures a second zation receives more credit than 

ame e asked to give the one word functional pairings. Generally, the 

a at best describes each picture. higher the score the better the qual- 

5 Noun Enumeration Score—The ity. 
nua a items identified cor- 25. Verbalization Score—For this score 
PASE haps stimulus cards best the child is asked to explain the 

16 ASIN E: y a noun, e.g., kitchen. basis of his sorting procedure. The 

! ^" an qumermon. Score—The basis of his sorting is evaluated and 

mber of items identified correctly scored. Higher forms of classifica- 
adhe’ aus cards best de- tion, e.g, generalization vs. func- 
y a verb, e.g., saluting. i iri i AAT 

17. Combined Enei Score 15 26. 25/23 Medico 

Regens identified cor- 27. 24/23 = Sort Score Ratio 
e stimulus cards of tl i TAS, i 
Verbal Identification tex. o E Ios 

18. Noun Gestalt Score—The measure xin Me MA TT 
of the child" Ms ia ^ Ictures representing concepts o 
CIR CUE feta ha Gk: similarity, class specta 

M A rsons or animals), and class gen- 

19. A Sip Hb RIAI by a noun. eralization (living things). He is in- 
Of the childs RUE measure Structed to choose stimuli which be- 
Scene with a single dE sus long together and to give a verbal 
scene is best described b 5 i explanation for the grouping. 

20:/ Combined Geniale Score—in 19 | ae ltl Identification Score 
—The measure of th TUBE The number of correctly matche 
to describe the iodine eed STan when the intended basis for 

lentification T e matching is perceptual identity, €-8-» 

h S ordi test with a single x to same dog. 

. Peabody Picture Vocab, 4 erceptual Similarity Score—The 
(PPVT) Raw Mode conte number of correctly matched items 
of words tried minus the inibi: When the intended basis for match- 
incorrect. ing is perceptual similarity, e.g, a 

22. PPVT IQ Score—Obtai collie with COT E "t 
the appropriate tables in the PPV. °°” lass Specificity Score—The num- 
manual. ber of items correctly matched when 

Concept Sorting Test—The child is the intended basis for matching 1s 
presented 16 cards in random order that the items belong to the same 
(four each representing: modes of class, e.g, a dog and a horse are 
transportation, ing, occupati E both animals. 

and animals) and asked to s is 31. Class Generality Score—The num- 


cards into piles. He also ji 
explain his grouping. is asked to 


ber of items correctly matched when 
the items to be matched belong to 
different classes which are sub- 
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TABLE 2, continued 
BRIEF DESCRIPTION OF VERBAL SURVEY TEST MEASURES 


Variable 
Number 


Variable 


Number Identification 


Identification 


sentences are evaluated for quality 


classes of a more general category, 
e.g., a dog and a rose are both liv- 


ing first one word, then the original 
word plus a second stimulus, and 
finally a sentence containing the 
first two stimuli plus a third. The 


und organization. 


ing things. 42. Difference — Score—Al rhymes 

32. Total Choice Score—The total minus meaningful rhymes (39-40). 
number of items matched correctly 43. Orientation Scale Test—A measure 
—28 + 29 + 30 +31. of the child's general knowledge, e.g., 

l 33. Verbalization Score, Perceptual what state does he live in? 
Identification Items—The Verbali- Word Distance Test—To the same 
zation Score is the evaluation of stimuli presented in the Word Asso- 
the child's expressed reason for ciation Test, the child is requested to 
putting two items together, with state whether or not ten specific 
higher levels of generalization get- words go with each stimulus. The spe- 
ting higher scores. This is the ver- cific words were previously ranked 
balization score for those items for distance from stimulus. 
where the basis for matching is 44. Distance Score—The number (1— 
perceptual identity. 10) of the most distant association 

34. Verbalization Score, Perceptual accepted as going with the stimulus 
Similarity Items—The evaluation of word. 
the child’s expressed reason for put- 45. Association Score—The number of 
ting together items when the basis associations accepted as going with 
of matching is perceptual similarity. the stimulus word. 

35% Verbalization Score, Class Specific- 46. Discrepancy Score—44 — 45. The 
ity Items—The evaluation of the Most Distant Association minus the 
child’s expressed reason for match- number of associations made. 
ing items when the intended basis 47. Wepman Auditory Discrimination 
for matching is class specificity. Test—Different Score—This is an er- 

36. Verbalization Score, Class General- ror score, and refers to errors made 
ity Items—The evaluation of the in identifying as different, pairs of 
child’s expressed reason for match- words which have very similar sounds. 
ing items when the intended basis Word Association Test 
for matching is class generality. 48. Form Class Score—The number of 

37. Total Verbalization Score—33 + 34 first word responses which are of 
+35 + 36. the same form class as the stimulus 

Verbal Fluency Test word. 

38. Word Knowledge Score—The num- 49. Latency Score—The time in sec- 
ber of words the child can give in onds before first association to each 
45 seconds. stimulus is given. 

39. All Rhymes Score—Total number Cloze Test 
of rhymes given (whether or not a 50. Grammatical Score—The number 
response is a meaningful word) in of fill-ins which are grammatically 
response to specific stimuli. correct. These responses do not 

40. Meaningful Rhymes Score—Total have to be contextually correct as 
number of meaningful rhymes given well. 
by child in response to specific 51. Correct Score—The number of 
stimuli. contextually correct fill-ins includ- 

41. Sentence Fluency Score—The child ing popular responses. 
js requested to make sentences us- 52. Popular Score—The number of re- 


sponses which correspond to the 
most popular responses given most 
frequently by school teachers and 
medical students. 
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On the first-grade level, lower social 
class status is associated with poorer 
performance on all the IQ scores: the 
Lorge-Thorndike, the WISC vocabulary 
test, and the Peabody Picture Vocabu- 
lary Test; the three scores on a Verbal 
Identification Test which have to do with 
a more abstract conceptualization of a 
visual stimulus; several rhyming, flu- 
ency, and verbal explanation scores on 
a Verbal Fluency and a Concept Sorting 
Test; scores on a Cloze Test; and a 
Score reflecting general environmental 
orientation (Variables 8, 9, 10, 11, 12, 
135:18,1191/20,:21,:22;.25,.35,.39, 40, 
41, 43, 47, 50, 51, 52). 

If for the first grade subjects we ex- 
amine the variables which correlate sig- 
nificantly with both SES and race, there 
are only two in addition to those which 
correlated only with SES. These are one 
verbalization score on the Concept For- 
mation Test and scores on the Wepman 
test of auditory discrimination (Vari- 
ables 35, 47). 

There are only six variables which re- 
late to race but not SES. These are three 
enumeration scores on the Verbal Iden- 
tification Test, two scores relating to the 
inclusiveness of grouping on the Concept 
Sorting Test, and a verbalization Score 
on the Concept Formation Test (Vari- 
ables 15, 16, 17, 23, 26, 27). The tasks 
on the Verbal Identification Test in- 
volved labeling and are measures highly 
reflective of experience and the specific 
availability of labels, whereas the Con- 
cept Sorting Test required a knowledge 
of categories including occupations, 
transportation, housing and animals. 

It might be noted that all the signifi- 
cant relationships were between poorer 
performance and lower-class status, The 
race differences are present and are in 


the direction of poorer performance by 
Negro children, but they are reflected in 
only eight of the possible 43 comparisons 
for the first grade group. 

It is important to note that the corre- 
lation with the Wepman auditory dis- 
crimination test is associated with both 
SES and race. What might be operative 
here is the presence of dialect variations 
in the Negro group, influencing and lim- 
iting the communication possibilities in 
school, and possibly having direct rele- 
vance to the three enumeration scores 
that are associated only with race, as 
there may be a general contamination 
here of comprehension. 

On examining similar relationships for 
the fifth grade group, we find that all 
the IQ measures now no longer relate 
just to SES but also to race. Still relating 
only to SES are two gestalt scores in- 
volving abstract categorization of visual 
stimuli, and the scores on the Cloze Test, 
which are associated with the manipula- 
tion and syntactical control of language. 
Additional variables associated with SES 
for the fifth grade sample are a Form- 
Class score on the Word Association 
Test, also probably associated with syn- 
tax and logical sequence; a perceptual 
similarities score on a Concept Forma- 
tion Test; and a score on a Concept Sort- 
ing Test which reflects the adequacy of 
categorizing visual stimuli (Variables 
48, 29, 26). The final variable which 
relates to SES is the reading score (Vari- 
able 14)—a score which at the time of 
the Survey could not be obtained for the 
first grade group. We now are complet- 
ing the standardization of a Reading 
Prognosis Test for kindergarten and first 
grade children, and are collecting data 
which will be parallel to those reported 
here for fifth grade children. 


WT Y 3 


MARTIN DEUTSCH 


For the fifth grade sample, there are 
12 variables which are related to both 
SES and race, as opposed to three vari- 
ables for first graders. What happens in 
terms of specific measures is that the 
Wepman correlation drops, no doubt for 
developmental reasons; the other two 
measures—both verbalization scores— 
remain and are joined by 10 additional 
variables, none of which was associated 
with race for the first grade sample, but 
all of which were associated with SES. 
These 10 measures include all the IQ 
Scores, two verbal fluency measures, and 
the general orientation score (Variables 
8, 9, 10, 11, 12, 13, 39, 40, 43). What 
this seems to indicate is that the deficit 
associated with lower SES status on 
these measures is joined by a deficit as- 
sociated with race. A more exact break- 
down of these shifts is currently under- 
way by means of partial correlations and 
analyses of variance. 

The variables for the fifth grade sam- 
ple associated with race but not SES in- 
clude the same three enumeration scores 
as were found for the first graders, but 
do not include the two categorization 
Scores found at the first grade level. 
However, a word knowledge and a sen- 
tence fluency score have been added to 
this category, and, very interestingly, a 
latency score has also been added (Vari- 
ables 38, 41, 49). This last is consistent 
With some other data on expressive lan- 
guage behavior (Deutsch, Maliver et al., 
1964), and might indicate a hesitation 
phenomenon among Negro children 
when handling language material. It also 
Could reflect a different temporal ex- 
pectation in verbal interchange, and this 
might be a fruitful hypothesis to investi- 
gate. 

Over-all, of 42 measures for the first 
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grade sample, six correlated significantly 
with race alone, 19 with SES alone, and 
two with both. Of 43 scores for the fifth 
grade sample, six correlated with race 
alone, 10 with SES alone, and 12 with 
both. This means that significant corre- 
lations with race were found in eight 
comparisons for the first graders, and in 
18 for the fifth grade sample. The num- 
ber of significant comparisons on SES 
for each group was 22. Also, for each 
group 15 measures were related to 
neither race nor SES. There was great 
overlap between the groups on these 
non-discriminating measures, and they 
tended to be the more concrete ones. 
(First Grade: Variables 7, 24, 27, 28, 
29, 30, 31, 32, 33, 34, 36, 38, 42, 48, 
49. Fifth Grade: Variables 19, 23, 24, 
25, 27, 28, 30, 31, 32, 33, 34, 42, 44, 
45, 46, 47.) 

If we now look for the functions un- 
derlying measures for which race is asso- 
ciated with poor performance, they are 
found in areas of abstraction, verbaliza- 
tion, and experientially dependent enu- 
meration. It should be emphasized, how- 
ever, that not all measures reflecting 
these functions related to race. 

In a recent paper by John (1963) re- 
porting on work done at the Institute, 
she suggests that the middle-class child 
has an advantage over the lower-class 
child in the amount of tutoring and help 
available to him in his home. She em- 
phasizes that without such help it is very 
difficult for a child to acquire the more 
abstract and precise use of language. 
Indeed, in the data just discussed, what 
is found is a deficiency based om class 
and race in the measures which reflect 
abstract and categorical use of language, 
as opposed to denotative and labeling 
usage. 
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If the tri-partite language ordering 
that we have used in formulating meas- 
ures for our research is applied, it is 
found that as the complexity of the levels 
increases, from labeling, through relat- 
ing, to categorizing, the negative effects 
of social disadvantage are enhanced. It 
is also true, in looking at the enumera- 
tion scores, that as labeling requirements 
become more complex and related to 
more diverse and variegated experience, 
lower-class people with more restricted 
experience are going to have more diffi- 
culty in supplying the correct labels. In 
Hunt's terms (1961), there is an inap- 
propriate "match" between the child's 
intrinsic development and the external 
requirements. 

In the formulation of Bernstein, the 
cumulative deficiency in language func- 
tioning is the failure in development of 
an elaborated language system that has 
accurate grammatical order and logical 
modifiers, which is mediated through a 
grammatically complex sentence struc- 
ture, which has frequent use of preposi- 
tions and impersonal Pronouns, and a 
discriminative selection of adjectives and 
adverbs. These and other characteristics 
described by Bernstein are those which 
he feels give direction to the organiza- 
tion of thinking, The elaborated language 
code is differentiated from what he de- 
fines as the restricted language code, 
which is systematically used largely as 
the major speech form of the lower class, 
It is characterized by grammatically sim- 
ple and often unfinished Sentences, poor 
syntactical form, simple and repetitive 
use of conjunctions, the inability to hold 
a formal topic through Speech sequences, 
a rigid and limited use of adjectives and 
adverbs, etc. In essence, he is describing 
a class-based language System that effec- 


tively denies the lower-class person the 
necessary verbal strategies to obtain 
vertical social mobility. This is probably 
more true in England, where Bernstein 
works, with its rigid class-oriented school 
system, than it is here. But in our so- 
ciety it might be particularly cogent for 
tural to urban migrants marked by caste 
factors or by the highly delineated social 
class factors possessed, for example, by 
the Appalachian whites. In our society, 
if school is to be effective and these 
youngsters are not to be discharged into 
that very large group of unskilled unem- 
ployables, then mediating, expressive, 
and receptive language training should 
be a conscious part of curriculum organ- 
ization. You just cannot become a com- 
puter technologist unless you can read 
the instructions and utilize the necessary 
mechanisms for symbolization and con- 
cept attainment. And for this you must 
have available an elaborated language 
system with appropriate mediators. 
What makes the implications of the 
findings reported so significant is their 
apparent contribution to the cumulative 
deficit hypothesis. Also, they provide in- 
Sight into the nature of the cumulative 
deficit. Essentially, it would appear that 
when one adds four years of a school 
experience to a poor environment, plus 
minority group status, what emerge are 
children who are apparently less capable 
of handling standard intellectual and 
linguistic tasks. One also might postulate 
that when the Negro child broadens his 
environmental contacts by going to 
school (and to and from school) he is 
made more aware of his inferior caste 
Status, and this has the same depressing 
effect on his performance that his in- 
ferior class status had all along. The data 
indicate that being lower class, Negro or 
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white, makes for lower language scores. 
Being Negro makes for lower scores. 
But being both lower class and Negro 
does not disproportionately make for 
lower language scores. 

As indicated, these children have 
poorer capabilities in handling syntax. I 
would suggest that they are aware of 
their grammatical ineptness, and this 
leads to a reticence and a hesitancy to 
communicate across social class lines. 
This would mean that speech as Luria 
conceives of it (as a single complex lead- 
ing to changes in the stimulus field) is 
not operative for these children in the 
school situation. If language cannot be 
used as an elaborating form of commu- 
nication, school loses much of its social- 
izing and teaching capabilities, regard- 
less of the curriculum content. As a 
consequence, for a significant proportion 
of these children, functional motivation 
may not exist in terms of the learning 
strategies demanded by the school situa- 
tion. As a result, the negative properties 
associated with lower-class and minority 
group status tend to become reinforced, 
and for these children, language becomes 
an effective tool only when it has ade- 
quate feedback properties in communi- 
cating with peers or others who share 
the particular subculture. In other words, 
it becomes intra-class contained. The 
breakdown in communication here is 
Probably a major operative variable 
Which leads for example to the high 
dropout rate: the student is no longer in 
communication with anything that is 
meaningful to him in the school. When 
teachers report they are frustrated with 
the learning attitudes and potentials of 
many of the disadvantaged children, 
they are responding objectively to a 
reality condition that, through their ex- 
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pectations, they have helped to produce. 

It would seem that in the long run the 
most effective remedial and enrichment 
programming would have to follow de- 
velopmental stages, and curriculum 
change should be introduced at the earli- 
est possible time in the school experience 
in order to arrest the cumulative deficit, 
for as development goes on in the indi- 
vidual child, it probably is progressively 
more difficult to reverse the deficit, as 
there is more of it. 

In a sense, we still know a minimum of 
what the school does and does not do to 
the child. The exciting aspect is that with 
more specific knowledge of develop- 
mental processes and of the influences of 
environmental factors and of special 
stimulating conditions on them, it should 
be possible to program stimulation in 
increasingly less amorphous ways and 
with methods that are appropriate to 
basic learning capabilities, so as to vitiate 
the effects of unfavorable environments. 
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A COMPARISON OF THE CHILD-REARING 
ENVIRONMENT OF UPPER-LOWER AND VERY 
LOW-LOWER CLASS FAMILIES" 


ELEANOR PAVENSTEDT, M.D. 
Professor of Child Psychiatry, Boston University School of Medicine, Boston, MassachuseHs 


Normal personality development, even without intellectual stimulation, per- 
mits children from stable upper-lower class homes to adjust and learn in first 
grade. In contrast, retardation and deviation in personality development 
studied in children of disorganized “multi-problem” families, interfere seri- 
ously with learning. Enrichment programs are alerted to broad range of pre- 


paredness in lower-class children. 


HE OBSERVATIONS REPORTED are de- 

scriptive of two socio-economic 
groups at the two extremes of the lower 
class of an urban population on the East 
coast. You will see that there is a vast 
difference in the functioning of the fam- 
ilies in the organized, stable, often up- 
wardly mobile upper-lower class 
group ** and the deprived, disorganized 
"multi-problem" families of the very low, 
lower-class group.t We are bringing this 
contrast to your attention in the hope 


that it will lead to a differentiated range 
of educational enrichment programs now 
being set up for deprived children. 
These observations were made during 
home visits to families in the course of 
two different projects. The stable upper- 
lower class group constituted the bulk of 
the research population of a longitudinal 
study in child development.t The disor- 
ganized families in the low, lower-class 
group have received our assistance since 
1955; they became the subjects of a 


* Presented at the 1964 annual meeting of the American Orthopsychiatric Association, 


Chicago, Illinois. 


** Referred to in sociological literature as the working class. See Gans, Herbert J.: The 
Urban Villagers, Chapter 11, pp. 229-262, The Free Press of Glencoe. 
+ The pathological segment of the lower class, ibid. 
+ Supported by NIMH Grants Nos. M-898 and M-3325(1) and the National Association 


for Mental Health, 1959-1965. 
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demonstration project * in 1960. For 
the sake of clarity we will refer to these 
two as “the stable group" and the “dis- 
organized group." 

Both studies were planned by child 
psychiatrists and were staffed by the 
usual child guidance disciplines, includ- 
ing a pediatrician, nurses with special 
training in mental health, educators and 
an anthropologist. The overall theoreti- 
cal framework was psychoanalytic. Both 
studies initially were concerned with pre- 
school children, since then followed into 
the first grades of grammar school. The 
mothers of the stable group were con- 
tacted in the prenatal clinic of a private 
hospital to which they had elected to 
come for care around their first preg- 
nancy and delivery. In contrast, the 
families of the disorganized group al- 
ready had one to three children under 
six when they first came to our attention 
on the obstetrical service of a city hos- 
pital or after having been referred bya 
community agency. 

The 30 stable families lived mostly in 
flats or in three- and four-family houses. 
About 25 per cent of them lived in the 
same skid-row environment as the multi- 
problem families but never identified 
themselves with the neighborhood. Their 
goal was to move into the suburbs, and 
many of them by now (eight to ten years 
later) have achieved it. All were Ameri- 
can-born from various ethnic back- 
grounds: Italian, Greek, Syrian, Negro, 
Irish and Anglo-Saxon, They were 85 
per cent Catholic—Roman and Ortho- 
dox. 

Since we accepted into the study only 
young families living Separately where 


* Supported by NIMH Grant 
C. Malone, M.D., co-directors; 
Mattick, nursery school teacher. 


No. 2-R11-MH44. 
L. Bandler, MSW, 


the mothers planned to stay at home, 
most Negro subjects we screened had to 
be eliminated. 

In the history obtained of the court- 
ship, the young couple’s conscious goals 
seldom went beyond simple security. All 
of them wanted children and usually had 
some idea of the size family they would 
like, but they seldom had formulated 
ambitions for their children nor did they 
discuss matters of child-rearing together. 
The immediate future (the trousseau, 
preparations for the wedding and the 
apartment) were matters of great con- 
cern. Often both sides of the family 
helped. The apartments—usually in poor 
housing—were clean, bright and colorful 
but showed little taste. There were no 
books; only a few copies of such maga- 
zines as True Love, etc. Rarely was 
there any expressed interest in national 
or world affairs, despite the fact that 
the radio often was turned on high in the 
kitchen and the TV in the parlor. Bowl- 
ing and roller-skating had been the chief 
interests of the mothers prior to mar- 
riage. The movies and visiting with 
family members and occasional friends 
now took their place. Intellectual in- 
terests on the part of a young man were 
viewed with suspicion. 

When we first saw them, the women 
were still in factory, clerical or sales jobs 
engaged in upon leaving school. About 
half of them had graduated from high 
School. They were reluctant to cease 
working in the seventh month of preg- 
nancy, fearing the loss of companion- 
Ship, routine activity and their relative 
financial independence. Many of the men 
were taking courses under the G.I. bill 


5-4, 1960-64. E. Pavenstedt, M.D., and 
» Supervisor of work with families; Ilse 
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to improve their employment. Most 
abandoned these as they were confronted 
by the cost of the delivery and the re- 
sponsibility of becoming fathers. In- 
stead, they took on extra jobs to sup- 
plement their small salaries from factory 
work, house painting, truck driving, 
mechanical repair work, etc. Only ‘one 
man expressed his dissatisfaction later 
with the monotony and hopelessness of 
his occupational lot and one other con- 
tinued to improve his situation with con- 
siderable support from a capable wife. 

Psychological testing of the mothers 
revealed restriction of the personality as 
a general characteristic. We uncovered 
many circumscribed phobias of which 
the subjects themselves were hardly 
aware. We found it difficult to involve 
the young fathers in the study and would 
not have dared to propose psychological 
testing to them. They were, as à group, 
self-conscious and often timid with little 
confidence or push. 

Born into this environment, the chil- 
dren lacked intellectual stimulation. Our 
presence in their lives aroused their 
mothers' interest in many aspects of the 
children's development that otherwise 
would have passed unheeded. They 
bought toys at first resembling the de- 
velopmental testing material and later 
the play material to which we had ex- 
posed them, including picture books and 
story books. Many of the mothers soon 
had families of two and three children. 
With a baby to carry and a toddler or 
two to propel down steep, rickety 
stairs, most mothers preferred to remain 
at home, especially when they were preg- 
nant. The streets where they lived offered 
little safety and no attraction. The hus- 
bands, by and large, did the weekly mar- 
keting; with their help Saturdays often 
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were devoted to thorough housecleaning. 
Grandparents’ and other relatives’ homes 
were the most frequent destinations of 
Sunday trips. When the children were 
old enough to enjoy them, they were 
taken to children’s amusement parks. 
The Greek women talked of their large 
group picnics but rarely attended them 
when the children were young. There 
were no trips to airports, to railroad sta- 
tions, to the harbor or to zoos to give 
the children some experience with the 
world around them. Only a small num- 
ber of the families vacationed in the 
country in the summer. 

In this particular section of the popu- 
lation, mothers bottle-feed their chil- 
dren. Although they prop occasional bot- 
tles very early, they hold the children 
at many feedings. Before birth many 
mothers said they would let their babies 
scream so as not to spoil them. When 
the time came, however, they responded 
immediately to the infant's cry. The ap- 
propriateness of the response depended 
on the clarity of the child's cues and the 
mother's mothering gifts. After the first 
two months, however, many mothers re- 
turned to housekeeping routines and no 
longer tolerated as much interference 
with these tasks. The degree to which 
this was carried on depended again more 
on the individual mother's personality 
than on cultural usages. The same was 
true of permissiveness in self-feeding 
and messing with food. 

Details of health care, i.e. bowel man- 
agement, feeding, dressing, etc., were 
outlined by the pediatrician on our staff, 
but we observed that the mothers were 
just as likely to heed the advice of family 
members and neighbors. The majority 
were fairly adaptable as regards toilet 
training; they abandoned their efforts 
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when the child showed no readiness to 
respond or objected strenuously. 

The children of this group were overtly 
neglected only by a few mothers who 
had serious character problems and then 
only briefly and under stress. As infants 
they seldom were separated. Later the 
mothers usually had one evening away 
from home while father or another rela- 
tive baby-sat. The families were greatly 
concerned for the welfare of their chil- 
dren. The father who rebelled against 
his work told us he lived for his children. 
In most of these families they were the 
first concern. 

Language development covered the 
normal range on the Gesell, Merrill- 
Palmer, Binet and Wechsler intelligence 
tests. These mothers talked to their chil- 
dren from an early age. In fact, they 
projected adult comprehension and re- 
Sponses onto the infants, sometimes even 
the newborn. Smiling gave rise to con- 
siderable social interaction and pleasure. 
Response to and encouragement of vo- 
calizations were frequent but not always 
present. Some mothers encouraged and 
welcomed motor development whereas 
others often unwittingly discouraged it, 
depending on their need to hurry the 
children along or to infantilize them. 
The same was true of education toward 
independence. However, all the children 
were feeding themselves by the time 
they were two and dressing themselves 
before they were three. 

f Fathers often became more involved 
in actually playing with the children. 
whereas the mothers participated only 
verbally while carrying on their house- 
work. The extent to which the mothers 
entered into their children's fantasies was 
again a factor of the mothers’ personality 
makeup. Considerable permissiveness 


was granted the children around coming 
into the parental bed at night. 

The concept that children needed to 
be trained, to be taught to obey and con- 
form was universal. Fear of delinquent 
behavior was widespread. There were 
many different methods used to instill 
parental standards. There was not a 
single home where the mother and fa- 
ther failed to ask themselves how they 
best could reach and manage their child, 
even though impulsivity, impatience and 
anger might break through at times and 
interfere with their plans. They never 
lost sight of their parental role. Except 
for short periods of special stress or de- 
pression, the children were carefully and 
affectionately supervised. 

The mothers' voices often were raised. 
They accused themselves of yelling at 
the children. This was perhaps the most 
frequent deterrent used. Physical pun- 
ishment was rejected by only a few of 
the parents, and spankings sometimes 
were administered at a surprisingly early 
age. There was more teasing than we had 
had any awareness of. Some mothers in 
this group were determined to control 
their child, particularly a son,! from 
very early in life. Although the children 
sometimes bore the brunt of a parent’s 
feelings toward another adult, a sincere 
effort was made to deal equitably with 
the child. Some mothers ruefully shared 
with us their awareness of such displace- f 
ment of anger to the child. 

As their children came of school age, 
Parents showed more concern that they 
conform to the teacher's expectations 
than about learning per se. While teach- 
ers described mothers as cooperative 
and wanting to help and to do well for 
their children, it was often the fathers 
who took poor achievement more seri- 
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ously and even helped their children with 
homework. Mothers frequently were pro- 
tective, particularly of boys. In their 
adaptation to school, none of the chil- 
dren appeared to have discipline or be- 
havior problems. In first grade some of 
them encountered difficulty in learning, 
but they managed to make sufficient im- 
provement when pressure was brought to 
bear so that none of them had to repeat. 

Let us turn now to the disorganized, 
grossly deprived, multi-problem families 
of our demonstration project. The 
women of this group, when first encoun- 
tered by the writer in a reformatory, 
were inadequately diagnosed as schizoid 
personality or narcissistic character dis- 
order. The ineffectiveness of our welfare, 
custodial and protective agencies in al- 
tering their lives and those of their chil- 
dren lay clearly exposed. 

When they were re-encountered on 
the obstetrical service of a city hospital 
and found to be unreferrable because of 
their failure to maintain constructive 
contacts with social agencies, we decided 
to go into their homes. We found them 
very suspicious and guarded but never- 
theless accessible. 

The anthropologist on our project 
called their culture fringe-skid row, OF 
preferred to speak of it as a proto- 
culture since there are no values, rituals 
or directions. 

As long as the staff consisted of only 
family workers, we were unable to ob- 
tain a clear picture of the children. The 
adults in the families were in constant 
crises. They completely absorbed the 
Workers. We knew only that (contrary 


to what one might expect) the small 
m overtly aggressive 
d in sexual ex- 


m as shadowy, 


children were seldo: 
or destructive or engage 
ploits. We had seen the: 
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underfed little waifs with meaningless 
smiles, seldom toilet-trained, climbing 
into the laps of our visitors at every op- 
portunity and attempting to ingratiate 
themselves. 

It tooks months or often a year of 
skillful, especially adapted casework in 
the homes before the parents would al- 
low their three- and four-year-olds to 
come to our nursery school. 

When they finally allowed the teachers 
to pick up the children, no recognition 
was given either by the children or by 
the parents to the fact that they were 
leaving for the first time with people 
they hardly knew for a place they had 
seen only a few times. No goodbyes were 
said, no mother came to the window and 
no child spoke about his mother or home 
during the better part of two months. It 
gradually became clear that their separa- 
tion anxiety, shared no doubt by the 
mothers, was so overwhelming that the 
thought of separation had to be com- 
pletely avoided. After several months 
of attendance when they had begun to 
relate to their teacher the theme of de- 
sertion dominated their play. By now 
many of the mothers, too, were bidding 
the children goodbye. 

This shared fear of separation gives 
us a clue to the intensity of distrust and 
suspicion these families feel toward or- 
ganized, i.e. middle-class, society. The 
proposal that their children come to our 
nursery school aroused a fear that they 
would be exposing themselves to dan- 
gers from outside against which experi- 
ence had shown they were powerless. 
Their self-image was so degraded that 
they expected to be criticized and pun- 
ished, deprived of their privacy and 
even of their children. 

The marriages in this group do not 
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follow racial, ethnic or religious lines. 
Separations, desertion, divorce, aban- 
donment and neglect of children are 
commonplace. At other times parents 
defend themselves fiercely against hav- 
ing their children removed from the 
home. Petty crimes, alcoholism, prostitu- 
tion and cohabitation often bring agents 
of the law down upon them. They feel 
rejected by the church whose laws they 
have offended. Most of them are chronic 
public relief clients and feel under criti- 
cal scrutiny by social service agencies. 
Only the medical and para-medical pro- 
fessions minister to their needs without 
asking embarrassing questions or assum- 
ing a critical position, but these profes- 
sional people also are feared. 

Many of these families lived in hous- 
ing projects. A few families lived in 
rooming houses where they shared bath- 
room facilities with other, often undesir- 
able, boarders. When they lived in run- 
down "apartment" houses, the housing 
was only sometimes worse than in the 
other group, but the inside of the apart- 
ments was strikingly different. Disorder 
and evidence of household tasks begun 
but left unfinished often gave an impres- 
sion of chaos, There was an occasional 
desultory attempt to brighten up the 
Toom with colorful paper curtains or 
ornaments, soon faded and dirty. In a 
number of the homes, the shades re- 
mained drawn the better part of the day. 
Bits of food and dirty dishes were found 
anywhere, and the smell of urine often 
pervaded the place. In many homes the 
beds had shabby stained mattresses and 
odd bits of blankets. The blaring of TV 

sets was deliberately used as a protection 
against the visitor and was toned down 
as he or she came to be accepted. 

The youngest child usually was found 
in his crib in a back room. Diapers were 
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changed infrequently. As often as not, a 
partially full bottle was somewhere in 
the crib beyond the baby’s reach. During 
our visits, crying often remained un- 
heeded while the mother discussed her 
own worries and needs, or she would 
hold the baby with little attention to his 
comfort. The outstanding characteristic 
in these homes was that activites were 
impulse-determined;? consistency Was 
totally absent. The mother might stay in 
bed until noon while the children also 
were kept in bed or ran around unsuper- 
vised. Although families sometimes ate 
breakfast or dinner together, there was 
no pattern for anything. Until children 
had learned not to mess with food, the 
mothers fed them and prevented them 
from holding the spoon. Curiously 
enough, they always dressed their chil- 
dren, who were completely passive and 
expected to be dressed. Most children 
ran around in an undershirt and diapers 
until they were about two and a half 
years old. Then they were dressed, and 
only then let out to play. Once out-of- 
doors they received no supervision. We 
saw them standing around, holding onto 
some outdoor toy and watching other 
children play. Sometimes the mother 
called them to have something to eat or 
when it was getting dark. The children 
often came running in to ask for money 
to buy candy or ice cream. We saw 
children crying from some injury dash 


into the apartment, run past mother to f 


their bed and continue to scream there. 
The mothers seldom inquired about their 
injuries or attempted to comfort them. 
Ridicule was as likely to be the response. 
There were no toys in children’s rooms} 
the beds left little space to play. What 
toys there were usually were kept on 
shelves beyond the children’s reach. 
Poor planning on the mother’s part 


] 
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made it necessary to wash large piles of 
clothes daily. The children apparently 
often wore each other's clothes to judge 
from the fit. None of the children owned 
anything; a recent gift might be taken 
away by a sibling without anyone's in- 
tervening. The parents often failed to 
discriminate between the children. A 
parent, incensed by the behavior of one 
child, was seen dealing a blow to another 
child who was closer. Communication 
by means of words hardly existed. Di- 
rections were indefinite or hung unfin- 
ished in mid-air. Reprimands were often 
high-pitched and angry. The children 
usually were put to bed immediately 
after supper, regardless of their age. 
Although boys and girls slept in the 
same bed, a great issue was made of not 
looking at each other while undressing 
or bathing. As the children outgrew 
babyhood, the parents differentiated 
very little between the parent and child 
role. The parents' needs were as pressing 
and as often indulged as were those of 
the children. There was strong competi- 
tion for the attention of helpful adults. 
All this grimness was interspersed with 
attempts at mothering which were not 
maintained because of the mother's ten- 
sion and lack of self-control. Many of 
these mothers seemed to think nothing 
of leaving the home for hours on end 
with a four- or five-year-old in charge 
of the babies. 

Children in such an environment have 
to learn to cope for themselves, and 
these children were extraordinarily adept 
in certain areas. Extremely skillful at 
reading their cues, they focused on adults 
and manipulated them so as to obtain the 
attention, praise, food, money or what- 
ever else they wanted. Some people 
thought of this as “object hunger", i.e. 
the longing for a person who would pro- 
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vide an affectionate, giving relationship. 
No doubt the absence of anyone suffi- 
ciently attentive to the child to allow 
him to relate had led to this extreme 
alertness. However, the element of avoid- 
ing the adult's anger and sudden impul- 
sive reactions contributed to it as well. 
They recognized a drunk on the street 
and were careful to keep their distance. 
They also manipulated other children 
and were able to gain possession of an- 
other child's toy without raising an out- 
cry. As soon as they were allowed out, 
they ran errands, usually with a slip of 
paper. They learned early that you ob- 
tained things for money. They soon 
learned to keep secrets, to cover up for 
their parents and to say, "Mother isn't 
here," or, *Mother has a headache," 
when she was intoxicated. 

In our nursery school we had ample 
opportunity to observe these children. 
We already have mentioned the total 
absence of separation anxiety at first. 
Actually all emotions were veiled. The 
children masked pleasure by clowning 
and grimacing and showed no distress 
when hurt. They wore wide smiles quite 
inappropriately. When disappointed or 
angry, they would fade away. When 
upset or anxious, they might become 
paralyzed or engage in some frantic re- 
petitive activity. Nevertheless, many of 
them, surprisingly well-dressed for nurs- 
ery school, had a certain charm. 

Many of them formed their words so 
poorly that it was at first almost impos- 
sible to understand them at three and 
four years of age. Words were used imi- 
tatively and often quite out of context. 
Instructions, when attended to, were at 
times repeated but not translated into 
action. Concrete demonstrations were 
necessary. 

The children were overly obedient in 


96 - . COMPARISON OF CHILD-REARING ENVIRONMENTS 


many instances. They never expected 
their requests to be fulfilled and might 
wander off while the adult was engaged 
in helping them. They failed to discrimi- 
nate between adults and would just as 
soon run to a stranger. They didn't know 
the teachers’ names and there was no 
carryover from day to day. There was 
considerable pseudo-independence and 
self-sufficiency but no negativism or self- 
assertion. They were hyper-alert to 
sounds outside and to the gestures of 
adults around them. 

Rivalry seemed the only determinant 
for the choice of a toy. It was immaturely 
handled and the children failed to be- 
come involved in play except briefly 
when an adult was right there. For a 
long time, however, they did not allow 
the teacher to be close to them. No 
questions were asked, no problem-solv- 
ing activity engaged in. Often they would 
repeat the same movements indefinitely. 

They usually were well-coordinated in 
Bross motor activity but lack of concern 
about harm to their bodies disguised this 
proficiency. They suddenly fell and 
bruised themselves and seemed never to 
learn from Past experience. Even in 
fine motor coordination they were better 
equipped than appeared at first. This was 
demonstrated as soon as they felt free 
enough to choose their own activity, but 


attentively and responded with rh ic 
body movements. 

The siblings seldom comforted or 
helped each other in trouble unless a 


younger sibling appealed directly to an 
older one. Then encouragement, praise 
or assistance was promptly forthcoming. 
A girl three and a half years old reported 
quite casually that when the baby cried 
during the night the parents wouldn't 
hear the infant; the girl then would get 
milk from the refrigerator, warm it and 
feed the baby. From what she had ob- 
served of the child's activities at home 
the nursery school teacher felt this was 
a credible report. 

The children were unbelievably greedy 
When food was presented to them. There 
was little evidence of fantasy. Animation 
of inanimate objects went far beyond the 
age norm. Suggestions about a picture of 
a dog (such as “take him down, put him 
on the floor”) occurred daily. 

The saddest, and to us the outstanding 
characteristic of this group with adults 
and children alike, was the self-devalua- 
tion. One little boy, when encouraged by 
the teacher to have her put his name on 
his drawing, wanted her to write “shitty 
Billy”. Their lack of confidence in their 


ability to master was Painfully reenacted 
with each new encounter. 


CONCLUSION 


We see a vast difference in child- 
rearing practices among these two sub- 
groups of the lower socio-economic 
class. In the stable group we found par- 
ents assuming the parental rule; children 
were cherished, cared for and trained in 
an organized home with daily routines. 

Maturation of the child’s total de- 
velopment proceeded as an epigenetic 
Process. The children were the focus of 
the mothers? feelings; they were mutually 
involved with each other, and the father 


Participated as well in this relationship, 


as did the siblings. Most of them learned 


A 


ELEANOR PAVENSTEDT 


to trust others and to look after them- 
selves. Deviations of development, where 
they occurred, were tied to pathology of 
the parental personalities or of the in- 
dividual child's equipment. Although 
initiative and self-assertion sometimes 
were lacking, especially in the boys, 
they were by age six ready to profit from 
first-grade public or parochial school in- 
struction and able to participate in à 
learning experience. 

Many of them, as toddlers, had ap- 
peared to us alert and capable. Since, 
according to most psychologists, de- 
velopmental tests do not correlate with 
later intelligence tests, we cannot claim 
that good native intelligence was para- 
lyzed as a result of absence of stimula- 
tion. We can only say that their cognitive 
development did not proceed as their 
early functioning had led us to antici- 
pate. We had the impression that they 
learned in school because it was ex- 
pected of them, seldom because they 
were excited about what their new skills 
might open up to them. Motivation to 
acquire knowledge was not often pres- 
ent, but a willingness to work for good 
marks and to please the teacher and 
parents was there. 

This stable upper lower-class group is 
definitely educable. The parents rapidly 
shared in our interested observations and 
bought our toys for their children. If one 
could involve these families in enrich- 
ment programs and persuade them of 
the advantages of intellectual develop- 
ment for their children, one might be 
tapping a reliable resource for our man- 
power requirements since their overall 
personality development is at a reason- 
able level of maturity. The develop- 
mental point of view can enrich the 
study of socio-cultural groups and add 
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another dimension to our preventive 
measures. 

In the disorganized families, impulse- 
ridden adults led a chaotic existence in 
which the mothers barely managed to 
maintain a home (we had not ac- 
cepted families unless the mother ex- 
pressed a desire to do something for her 
children). The children seemed to have 
no individual personality for the parents. 
They never learned to trust and were 
constantly on the alert for the adults’ 
reaction, Without anyone to relate to, 
they failed to learn communication and 
came to grips only with certain very cir- 
cumscribed areas of their reality. They 
were immature little drifters. 

We were unable to deter the parents 
in their determination to send the chil- 
dren to school just as soon as they were 
eligible to go—at five or five and a half. 
In large classes with their extreme con- 
creteness of thinking they failed to grasp 
directions. Suspicion and anxiety con- 
cerning the adult’s intentions made them 
unable to attend to the teacher’s instruc- 
tions. As failure followed failure, they 
grew very anxious and shunned any 
learning task. It was impossible after 
six months in school for our psychologist 
to obtain the cooperation of several of 
the children in order to test them, for 
instance. Their mothers screamed at 
them, or shamed them when they came 
home with poor papers. Teachers (who 
said many of their children came to 
school hardly knowing their family 
names or where they lived) became 
understandably discouraged about teach- 
ing these abashed and disoriented chil- 
dren. 

Upon superficial appraisal, it is not 
easy to distinguish between these two 
groups of children. They come from the 
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same neighborhood and are equally well 
dressed. Yet they must be separated, 
for they require a totally different ap- 
proach. Between these two groups there 
are, no doubt, many strata, each with a 
little more organization and internal 
stability than the one below. 
Fortunately educators have become 
aroused to the plight of these deprived 
children. It is difficult to estimate how 
many of them now being offered special 
preparatory training are children from 
as grim an environment as the one we 
have been dealing with. In order to 
teach these children anything that will 
really take root, the teachers will have 
to overcome the children's distrust and 
demonstrate very concretely to them 
that they are consistently helpful adults 
Who can be relied upon. In some new 
Programs teachers are Spending con- 
siderable time with the parents. Before 
they call upon the parents to encourage 
their children and exhort them to fulfill 
their supportive parental role, they will 
have to fill some of the parents’ own 
needs. When one has never been given 
to, one cannot be expected to give. 
These parents, while superficially con- 
forming, will be suspicious of teachers, 
are representatives of the 
» governing group. 
The education of these fortan 
sents a complex task, since develop- 
mental issues other than the Cognitive 


ones have to be dealt with. Progress 
cannot be expected to be maintained 
unless the parents receive help through 
especially adapted casework and group 
work.* 

Perhaps a massive approach from the 
schools can convince the parents that 
society attributes some value to them and 
to their children. Only after we have 
altered their self-image can we expect 
them to find some value in their children. 
And only then will the children be able 


to sustain feelings of self-confidence and 
self-respect. 
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There is evidence that our nation's health and welfare enterprise is culture- 
bound; that it is directed by a middle-class-oriented technology which severely 
limits its availability and utility to impoverished individuals and families in 


need of professional services. 


Tees IS EVIDENCE in our health and 
welfare enterprise that the lowest 
social class—the impoverished people 
who live in the economic cellar of the 
community—are the least adequately 
served; that to an alarming extent the 
impoverished are considered as poor 
service risks in programs presumably set 
up to meet their needs; that the poor are 
not competing successfully with their 
middle-class or working-class neighbors 
for the attention of social workers and 
other professional helpers; that money 
raised in the name of the poor does not 
often reach them in the form of effective 
Services. 

Richard Cloward has described a 
"general disengagement from the poor 
by private social agencies.” * Citing the 
study on “Patterns in the Use of Family 
Service Agencies" recently completed by 
the Family Service Association of 
America, he points out that the income 
distribution of clients served during the 
study period in 1960-61 was roughly 


parallel to that of the general popula- 
tion. Only 7 per cent of Family Service 
cases were receiving public financial aid. 
Agency clients were better educated than 
the general population and much better 
educated than the estimated average for 
the lowest class of impoverished persons. 
(The average FSAA client had educa- 
tion slightly in excess of high school 
graduation. ) 

Using information on income, educa- 
tion and occupation to classify the clients 
by social class, the Family Service study 
reports a disproportionate number of 
low-class families terminated after one 
interview. A client from a low-class 
status had only three chances in ten of 
continuing service while a middle-class 
client had six chances in ten to obtain a 
continuing service. Further, the study 
showed clearly that termination of serv- 
ice initiated by social worker as opposed 
to termination initiated by client in- 
creased sharply as social class declined.' 

Evidence for the Cloward statement 
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concerning the general disengagement 
from services to the poor is not confined 
to private social agencies. Indeed similar 
findings are reported by him from pub- 
lic, tax-supported agencies where the 
commitment to equity in service is not 
only morally but legally binding. At the 
Institute of Juvenile Research in 
Chicago, for example, persons classified 
at the high social class level constituted 
something less than 30 per cent of all 
intake, but just under 50 per cent of all 
continuing service cases. Persons at the 
lowest social class level represented 
something under 40 per cent of all in- 
take, but only 25 per cent of the on- 
going treatment load.! 

The significance of social class to 
diagnostic and treatment decisions made 
in psychiatric settings also is documented 
in the Hollingshead and Redlich study,” 
These investigators found that social 
class position was more highly correlated 
with acceptance and rejection for treat- 
ment, with the choice of the specific 
treatment offered, and with the duration 
of treatment, than was the clinical diag- 
nosis. Lowest-class patients were more 
likely to receive an organic therapy, such 
as electric or insulin shock and chemo- 
therapy than were middle- and upper- 
class patients with same clinical disorder, 
The “talking” therapies, which may be 
regarded as the treatment of choice for 
certain disorders, were relatively less fre- 
quent among the lowest class. 

Obviously, nO policy exists in any 
social agency to deliberately discriminate 
against the poor, Treatment decisions 
are based upon careful case study and 
diagnosis. If we are to understand and to 
explain case disposition and treatment 
decisions made, we must look at diag- 
nosis and the diagnostic criteria em- 
ployed. How do the chonically im- 


poverished appear in this diagnostic 
process? What behaviors, characteristic 
of the impoverished, have been defined 
in social science research? 

1. The lower lower class are thought 
to have little interest in education and to 
believe that money is to be spent and 
not saved." 

2. The lower lower class have a bad 
reputation among those who are 
socially above them. This evaluation in- 
cludes beliefs that they are lazy, shift- 
less and won't work; that they are incom- 
petent and unwilling or unable to save 
their money for a rainy day and, there- 
fore, are often dependent on private or 
public agencies for relief. They are 
sometimes said "to live like animals" 
because it is believed that their sexual 
mores are not exacting and that pre- 
marital intercourse, post-marital in- 
fidelity, and high rates of illegitimacy 
(sometimes publicly mixed with incest) 
characterize their personal and family 
lives.* 

3. The lower lower class is looked 
down upon by the high classes who be- 
lieve that they have no respect for the 
law or for themselves; that they enjoy 
their shacks and huts and love their 
dirty, smoky dives and taverns; that 
whole families, including children, in- 
laws, mistresses and all live in one 
shack; that this is the crime class that 
produces the delinquency and sexual 
promiscuity that fills the papers; that 
their interests lie in sex and its perver- 
Sion; that the girls are always pregnant; 
that incestual relations occur frequently; 
that they are not inspired by education 
and that only a few are able to make any 
attainment along this line; that this 
group lives for a Saturday of drinking 
and fighting; that they are of low char- 
acter and have a criminal record.5 
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4. Lower lower class persons are 
thought to desire money, possessions, 
education and favorable prestige but to 
not know how to achieve them. They 
give the impression of resignation in a 
community that despises them for their 
lack of aspiration and poverty. In Elm- 
town, Hollingshead found that two out 
of three parents did not complete ele- 
mentary school and only a small frac- 
tion completed a year or more of high 
school. The husband-wife relationship in 
the lower lower class tended to be un- 
stable with more than half of the 
families broken by death, desertion, 
separation or divorce. Quarrels and 
vicious fights between husband and wife 
followed by desertion and divorce were 
not unusual. Marriage occurred in the 
middle of the teens for girls and the late 
teens or early twenties for boys. It was 
estimated that one-fifth to one-fourth of 
all births in this class were illegitimate. 
Adolescent boys of the lower lower class 
usually began sex activity while in their 
early or middle teens. Members of the 
lower lower class took almost no part 
in organized community activity. Time 
and punctuality seemed to be of little 
value, and employers claimed that such 
persons came to work at irregular times, 
left when they felt like it, and took off 
with little or no excuse. Leisure was 
spent in loafing around the neighbor- 
hood, at home or in various designated 
places of meeting. Family members 
usually went their separate ways in 
search of diversion. Social life consisted 
of informal visiting of neighbors, gossip, 
petty gambling, attending motion picture 
theaters, drinking at home or in taverns 
and festive Sunday gatherings of rela- 
tives. Men associated with men, and 
women with women except for sexual 
activity.» 


101 


5. The lower lower class are thought 
to have distinctive patterns of speech, 
dress, marriage and family life. The 
father often is viewed as an unstable, 
undependable or absent family member. 
Women may have a succession of tem- 
porary mates. When the weather permits, 
a great deal of time is spent on the 
streets, in yards and on front steps or 
leaning out of windows.* 

6. The poor generally are seen as un- 
motivated for service and lacking aware- 
ness of their problems and the way in 
which professional help can be utilized.* 

7. The poor seem to hold “unrealistic 
expectations” and to make “inappro- 
priate requests” for service. They are un- 
able to understand differences in agency 
policy and program.* 

8. The poor tend to relate problems 
to external causes and to outside forces 
and pressures, in the face of which they 
feel relatively helpless.! They “project”! 
(If one persists in identifying a problem 
outside the self, one cannot be helped by 
a service which presumes that between 
the client and the clinician there exists 
the necessary raw material for change.) 

9. The poor use different rules for 
ordering speech and thought. The poor, 
uneducated man describes the personal 
and material world narrowly, through his 
own eyes, as it enters and leaves his 
field of perception. He is likely to locate 
himself clearly in time and space and 
give all descriptions in the first person 
with himself at the center. Persons and 
events tend to be viewed primarily in 
terms of the self with little capacity to 
perceive the self objectively as an in- 
teracting part of a total situation or to 
view that situation from a reference point 
different from one's own.* 

10. The poor and uneducated are 
likely to be insensitive to difference in 
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background experience between them- 
selves and the listener and to conse- 
quently use first names, personal pro- 
nouns without clear referents. Their 
point of departure is always personal. 
The context in which they speak is clear 
to them but not to the listener. The inte- 
grating theme or organizing idea is often 
difficult to define, and this vagueness re- 
sults in apparently dissociated comments 
which may leave the listener wondering 
what is going on. This produces many 
questions in an effort to achieve organi- 
zation. Such constant questioning can 
and does distort response, sidetrack com- 
munication, shatter rapport in the sens. 
that the question represents a repeated 
statement of no understanding by the 
listener.? 

The literature of social science is full 
of other characteristics which might be 
mentioned. The central issue before us 
is how we are to evaluate such obser- 
vation. If we plug these Observations into 
a theoretical system based primarily 
Upon psychoanalytic theory we easily 
may come up with evidence of psycho- 
Pathology and a picture which differs 
radically from our image of an "ideal 
client.” When behaviors such as ap- 
parent projection, substitution of activity 
for anxiety, magic thinking, isolation 
and acting out are Prominent, we easily 
may Conclude that the client has one or 
another kind of character disorder and 
that he represents a poor or limited 
treatment risk, 

Have we discrimin 
social class in making 
appraisal? 

There is substantial evidence to indi- 
cate that clinical judgment is heavily in- 
fused with middle-class bias; that diag- 
nostic criteria have their Source as much 
in cultural tradition as in science; that 


ated against any 
Such a diagnostic 


such behavior as planning ahead or 
being deliberate is drawn largely from 
middle-class society's accumulation of 
folk wisdom about problem solving. For 
the chronically impoverished client, con- 
sideration of the long range results of 
his action may be irrelevant and even 
incapacitating. 

A different assessment of the same 
data is possible—an assessment which 
views these characteristics of the poor 
not as indicative of psychopathology or 
maladjustment or weakness or disorgan- 
ization but rather of success in adapting 
to a reality so completely impoverished 
in resources and opportunities, so quali- 
tatively different from that of their 
middle-class neighbors, as to necessitate 
Special adaptive patterns for sheer sur- 
vival. William Haase, for example, found 
that essentially identical Rorschach ink- 
blot test records were interpreted differ- 
ently depending on the social class of 
the patient. The low-income patients 
more often were classified as psychotic 
or as having serious character disorders. 
Their middle-class equivalents were 
merely labeled neurotic, or dismissed as 


normal. Haase points out that since the 


Poor have less Opportunity and greater 
hardships than 


the middle-class, similar 
test. records may indicate Breater, not 
lesser, mental health. These are not 
isolated findings, 

Obviously, the two Positions lead to 
quite different Consequences for profes- 
sional practitioners who feel committed 
to serve the poor. It may make a differ- 


ence, after all, in Our assessment of 
client capacity 


if we view cli 
characterized 
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pletely degrading and inhuman situation. 
It may make a difference if we assess 
client capacity against middle-class 
standards of adequacy or against the re- 
quirements for daily survival in poverty. 
Behavior is, after all, not a function of a 
person alone but of a person in a par- 
ticular situation. The capacity of the 
chronically impoverished client to learn 
a middle-class life style as a result of in- 
tensive therapy may, indeed, be limited 
or nonexistent. If it is the intent of our 
diagnostic procedures to assess this ca- 
pacity, then they are indeed correct in 
registering pessimism about client treat- 
ability. There are grounds for serious 
doubt, however, that this is the appropri- 
ate question to be put by our diagnostic 
procedures; to question whether such 
recruitment into a middle-class life style 
is, in fact, the legitimate goal of therapy 
for such a client. One would expect 
rather that the legitimate goal for health 
and welfare services with such a client 
is the enhancement of his social function- 
ing within the limits and requirements 
of his reality. This, of course, does not 
mean that the goal of such service is 
simply to adjust people to reality. There 
are some realities to which no one ought 
to be permanently well adjusted. Reality, 
its demands and expectations, resources 
and opportunities and how they may be 
enhanced is, however, a good place to 
begin. 

One practical consequence of primary 
reliance upon theory drawn from psy- 
choanalytic concepts to evaluate such 
behavior is our tendency to perceive im- 
poverished recipients of service as indi- 
vidual case units without seeing that such 
impoverished families are also represen- 
tatives of a community of persons shar- 
ing many common life problems and 
problem-solving methods. A case unit 
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perception as opposed to a group or com- 
munity perception has tended to empha- 
size the unique features of each case 
rather than the common lot, the shared 
life style of a large and growing commu- 
nity of persons who live in the economic 
cellar of the community. I believe that 
our inclination to do this reflects the in- 
clination of society, and in part of the 
professions, to see dependency primarily 
as a matter of individual responsibliity 
and blame. No matter how the matter is 
rationalized in social, psychological and 
physical terms there is a clear suggestion 
of individual maladjustment, individual 
pathology, individual deficiency, individ- 
ual blame and responsibility in this 
approach. 

An altered view of such families, a 
perception of them as a community of 
persons rather than as case units alone, 
still would permit a personalized ap- 
proach to individuals. It has the virtue, 
however, of offering a conceptualization 
within which it is possible to use the ad- 
ditional dimension of the group, of cli- 
ent to client and community to client 
relationships in order to bring about 
change and social improvement. A com- 
munity or group view of those who are 
impoverished makes it possible to enlist 
the latent power in group formation it- 
self to expand the well-being of its 
members. 

A case unit approach tends to view the 
problem as largely the responsibility of 
each family. A group or community ap- 
proach conceptualizes the problems in 
such a way as to make possible a de- 
liberate approach to facilitating the emer- 
gence of indigenous leadership from the 
group. It seems clear that the poor are 
without significant voice in the commu- 
nity’s social and political affairs and that 
they are without a sufficient sense of their 
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own power, their own size, the common- 
ality of their experience. A community 
or group view of the recipients of public 
financial aid, for example, offers the po- 
tentiality that this group can generate 
from its own members, its own leader- 
Ship, its own voice and its own participa- 
tion in community affairs. Such recipi- 
ents are, after all, citizen-recipients of 
public aid. There is need to tap the 
group's own capacity for self-help and 
self-improvement. Our present percep- 
tion of these recipients as individual case- 
units presents an overwhelmingly com- 
plex series of individual maladjustments, 
and individual problems standing in need 
of evermore intense service from ever- 
more professionally trained practitioners. 
The numbers are overwhelming, the cost 
staggering, the prospect of intensive in- 
dividualized service unlikely. It makes 
sense that in addition to the individual- 
ized approach which has: proven value, 
a method of intervention be concep- 
tualized which enlists the group’s own 
Capacity for self-self and self-improve- 
ment. 

There is some evidence that the im- 
poverished do share a common life style 
or culture which is internally consistent 
and distinctive from that dominant in 
the general community.” There also is 
evidence that the professions which serve 
the impoverished are engaged in an inter- 
cultural enterprise and that problems in 
Communication and joint Boal-setting are 
to be expected as an inevitable conse- 
quence of beginning from different first 
assumptions about life and its major 
themes and organizing values. The points 
of significant differentiation of this cul- 
ture of poverty from that dominant in 
the general community include: ( 1) an 
inclination to subject oneself to, or to 
live in harmony with, what is seen as 


natural or given in life, as opposed to 
the mastery of man over the forces of 
his social and physical world which has 
so characterized American life; (2) an 
inclination to focus in activity on a rela- 
tively free expression of what is con- 
ceived as given in human personality, 
stressing a spontaneous, non-develop- 
mental conception of activity in contrast 
with the doing, accomplishing, go-getting 
attitudes so valued in American life; (3) 
a tendency to emphasize the present 
time over the requirements of either past 
or future in contrast to the typical Ameri- 
can concern for future planning. This 
concern is supported by the conviction 
that the future will be better than the 
present. The conviction gives reality to 
man’s future and represents a resource 
to be exploited with those reservoirs of 
time, energy, hope and optimism left 
over from the daily battles for survival. 

It has been suggested that the distinc- 
tiveness of this life style has important 
survival value under the actual condi- 
tions of life for the impoverished.!? Re- 
sistance to the influence of middle-class 
professionals is in such a context a sign 
of health, an effort to protect personal 
integrity by people who may sense a fu- 
ture no different from the present or past 
and who feel their life style, and hence 
their survival, to be threatened by helpers 
who would invite them to adopt a com- 
pletely irrelevant, nonfunctional middle- 
class life style. 

To start where the client is means, in 
the case of the impoverished, to start 
with the impoverished nature of goods, 
Services and opportunities which exist in 
his reality. In this reality middle-class 
attitudes may be nonfunctional. 

All studies of poverty in the United 
States indicate that the impoverished are 
desperately in need of professional serv- 
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ices—services which are directed pri- 
marily toward the preservation of those 
ego strengths and capacities which are 
functional and useful in social life as it 
must be lived; services directed toward 
the generation and enrichment of op- 
portunities, the creation of new resources 
in the environment of the impoverished 
which they can take hold of and use for 
the enhancement of their own function- 
ing and that of their families. 


SUMMARY 


There is evidence that our health and 
welfare enterprise is bound by social 
class and culture; that it is presently 
aimed at a middle-class clientele; that 
its almost universal failure to success- 
fully engage and influence the social wel- 
fare problems of the impoverished is as 
much a tribute to the inadequacy of its 
conceptual and knowledge base as to the 
complexity of problems confronted. As 
students of human behavior, as profes- 
sionals living and working in a political 
democracy committed to service based 
on need alone, it is essential that we 
move away from the Ptolemaic assump- 
tion of the universality of our own mid- 
dle-class values. It is essential to move 
to the Copernician world of differential 
life styles and value systems of persons 
at different social class levels. 
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COMMITMENT TO PEACE WORK:* 


A Preliminary Study of Determinants 
and Sustainers of Behavior Change 
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4n analysis of the questionnaire responses of volunteer subjects who became 
active peace workers after a crucial episode. Focus is on predisposing factors; 
the emotional, cognitive and behavioral aspects of the episode, and subse- 
quent sustainers of the changes. The relevance to determinants of attitude 


and behavior change, including psychotherapy, is considered. 


0* EFFECT OF THE huge destructive 
power of modern weapons has been 
to increase the number of active workers 
for peace. In all ages a few stalwart 
idealists have devoted their lives to this 
cause, but they characteristically have 
dissociated themselves from their society 
and its values and have sought to change 
. human behavior by appeals to broad 
moral and religious principles, rather 
than to influence decision-makers or to 
affect specific policies. As a result, their 
efforts, though winning the admiration 
of some, have been scorned by most per- 
sons and have been essentially ineffec- 
tive. 


* This study was supported 
is gratefully acknowledged. 
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The new realities of modern weaponry 
have caused more and more people to 
recognize that war is ceasing to be a use- 
ful instrument in national policy and, in 
fact, threatens to put an end to mankind. 
This is leading to the emergence of new 
types of workers for enduring peace; 
they have a practical rather than an 
idealistic approach. They seek to in- 
fluence policy-makers and to confine 
themselves to proposals within the pos- 
sibility of fulfillment. The “peace move- 
ment” has become an aggregation of 
people covering a wide spectrum of atti- 
tudes, joined only by a concern for 
human survival. Their efforts may well 


in part by a grant from the USS. Public Health Service. This aid 
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be beginning to influence national 
policies. 

It occurred to us that it might be in- 
teresting to make a survey of persons 
who have become active for peace in the 
recent past, since the experiences cul- 
minating in their new activities are still 
fresh in memory. Such a survey might 
be of considerable theoretical as well as 
practical interest. The experiences lead- 
ing persons into peace activity represent 
an "experiment of nature,” in Adolf 
Meyers phrase, on determinants of 
change in attitudes and behavior. Since 
one of the determinants usually was an 
influencing person or group, it seemed 
worthwhile to consider the relevance of 
these experiences to other forms of inter- 
actions with an influencing agent, such 
as psychotherapy. 

To limit our target population, we 
decided to confine our interest at first to 
persons who had become committed to 
peace activity as the result of a well de- 
fined, relatively brief experience that we 
have termed a “crucial episode.” Though 
focus on such crucial episodes may exag- 
gerate the apparent discontinuity in 
what usually is a gradual process, it has 
the potential advantage of highlighting 
determinants of attitude and behavior 
change that are ordinarily blurred. 

Accordingly, we devised a detailed 
questionnaire for persons who had be- 
come active workers for peace as the 
result of a crucial episode in the recent 
past, defined simply as an identifiable 


*The following journals published 
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time-limited experience that the subject 
could describe. After pre-testing and 
modification through interviews with 
volunteers made through personal con- 
tact, the questionnaire was sent to addi- 
tional volunteers obtained the same way, 


or through an open letter printed in 


several peace and liberal publications.* 

The questionnaire was organized in 
accordance with a suggestion of Kurt 
Lewin that change in social conduct in- 
volves a three-stage process: "unfreez- 
ing" of old patterns, changing them and 
“freezing” the changes.? The respondents 
first are asked to describe the crucial 
episode in their own terms. There follow 
four groups of questions. The first con- 
cerns the state of mind just preceding 
the episode. The second explores the epi- 
sode itself. The third set of questions in- 
quires into internal and environmental 
factors that sustain the new attitudes and 
behavior. A final set inquires about en- 
during personal qualities and aspects of 
background and life experience that may 
have predisposed the respondent to this 
type of experience.** 

Most of the replies were immensely 
informative—a tribute to the volunteers’ 
perceptiveness, conscientiousness, verbal 
skill and willingness to reveal them- 
selves. 

This report was based primarily on 
impressions gained from 92 respondents 
who had become active in working for 
peace since 1950. For 90 per cent the 
crucial episode had occurred since 1958. 


the letter: The Nation, The Progressive, Council for 


Correspondence Newsletter, SANE World, Turn Toward Peace mailing. 


** This organization is base: 


of group psychotherapy.!? These analyses centered on events ti s ; o 
i SEIE NE lated to these events were organized in terms of setting and 


flow of interactions. Phenomena re 
effects, 
t We wish to express our deep apprecai 


d on the "situation analysis" found useful in studying phenomena 


hat stood out from the ongoing 


tion to the participants in this study. We hope they 


will feel that the findings justify the time and effort they so freely gave. 
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The respondents represented a very 
wide range of viewpoints, types of 
crucial episode and extent of change. 
They included persons who had become 
radical pacifists and those whose opposi- 
tion to war was limited to the nuclear 
variety only. Some had experienced 
minimal change in attitude but had be- 
come more active in the service of views 
they always had held. At the other ex- 
treme, some had undergone changes as 
sweeping as those seen in religious con- 
versions. For some the change occurred 
gradually as the result of prolonged re- 
flection, reading and discussion. For 
others it occurred almost instantane- 
ously. All, however, were able to single 
out a particular event as representing a 
definite step in their progress toward 
peace activity. 

The only feature that characterized 
virtually all volunteers—indeed the 
criterion for sending them the question- 
naire—was an increase in activity for 
peace. Seventy-five per cent reported 
that the increase was marked, and 24 
per cent that it was moderate. 

Identifying characteristics of the 
sample. Before proceeding to the con- 
tent of the replies, it may be well to 
report some of the demographic char- 
acteristics of the sample. As might be 
expected from the way it was Obtained, 
it Was not typical of the population at 
large in some Tespects. Ninety-two per 
cent of the respondents had a college or 
postgraduate education, and 51 per cent 
were students or professionals—that is, 
teachers, lawyers, physicians, writers or 
artists. Twenty-three per cent were 
housewives. Seventeen per cent (drawn 


* In all quotations details have 
** Italics are the authors’, 
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about equally from professionals, stu- 
dents and housewives) devoted most or 
all of their time to peace work. 

About two-thirds were married, and 
one-tenth separated or divorced. Most 
were in young or middle adulthood. 
Sixty-four per cent were between 26 and 
45. Only 5 per cent were over 55. 
Youth was well represented; 20 per cent 
were under 25. Women preponderated 
slightly over men (54 per cent to 46 
per cent respectively). 

One volunteer's experience. The fol- 
lowing example of a definite crucial 
episode followed by considerable change 
in attitudes and activities combines 
features found in most of the replies, and 


may serve to introduce an analysis of 
them.*: ** 


"Two incidents occurred simultaneously in 
the fall of 1961 that changed my life so com- 
pletely I can hardly remember what I was 
like before then! 

"When the Soviets resumed testing and ten- 
sions had mounted over the wall, nuclear war 
for the first time seemed imminently possible. 
I very rationally decided to put into action the 
vague ‘defense plans’ I'd reserved for such 
an emergency. It was simple. We'd build a 
fallout shelter in our basement, stock it with 
food and be the first in our neighborhood to 
survive an atomic attack. So I sent for govern- 
ment pamphlets and began to read. Suddenly 
it dawned on me that they were talking about 
protection from 15 megatons, not 50 megatons 
and, at that, they were making no promises. 
It had honestly never dawned on me that there 
was no place to hide. I've never known such 
panic and chilling, paralyzing fear and pro- 
found depression. 

"Soon thereafter I received a call from a 
longtime peace worker about whom I'd heard 
much but whom I'd never met. She said she 
Was putting a letter in the paper inviting 
women who were deeply concerned about the 
dangerous drift in affairs to stand in silent 
vigil in front of the county courthouse at noon 
on November 1, / was tremendously impressed 


been changed to conceal the respondent's identity. 
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by the things she had to say about the respon- 
sibility of individual citizens. She said she 
wanted the names of new people to appear in 
the paper, and because of my involvement 
with the local international club, she'd called 
on me. I said I wouldn't be caught dead stand- 
ing on a corner like that; that I thought 
demonstrations did more harm than good 
because people figured you were exhibitionists 
or beatniks and paid no attention to what you 
were saying. However, I did express my deep 
fears and concern and said I'd be willing to 
invite some neighbors in for coffee at the 
noon hour to discuss ways in which we might 
be able as individuals to reverse the trends 
toward war. The peace worker asked me to 
append such an invitation to her original letter 
for other women who felt they couldn't stand 
on a street corner. This I was willing to do 
and signed the letter. My name appeared first 
in the listing of some 10 women who signed 
the public letter, so maybe this is why I 
received so many phone calls from perfect 
strangers. All of a sudden life was different. 
There were other women who felt as I did; 
we had found each other and out of our fears 
came a new determination to influence the de- 
cisions that suddenly seemed to have such a 
direct and threatening relationship to our lives. 

“From this letter, these phone calls and 
demonstration (which I did not attend) came 
the nucleus of our local Women for Peace. 
It might interest you to know that yours truly 
was in charge of the next demonstration at the 
county courthouse, It became apparent to me 
that some things can only be said in this way 
—extraordinary events call for extraordinary 
actions—and the amazing thing was that the 
esprit we'd developed among ouselves made 
being part of a public spectacle an uplifting 
experience." 


Preceding the crucial episode she had 
avoided thinking about nuclear war and 
trusted for protection to government 
policies: *I remember feeling a certain 
confidence in SAC and the DEW line 
preparations. I felt a certain security in 
the arms build-up.” 

Following these events the respondent 
solidified her commitment by becoming 
editor of the local monthly bulletin of 

. Women Strike for Peace. She also con- 
tinued to write to government officials, 
fill speaking engagements and participate 
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in demonstrations. She added liberal and 
pacifist literature to her reading and 
joined Women Strike for Peace, CORE 
and NAACP. 

She came to regard nuclear war as a 
greater danger than communism in con- 
trast to her view before the crucial 
episode. Her increased concern with 
peace generalized to related attitudes: 
*. . . now I see a deeper and more im- 
perative relationship between civil rights 
and the arms race—and hunger in un- 
developed countries and problems of 
world peace. The solution to these prob- 
lems now seems inextricably tied to the 
problems of nuclear arms." 

She gives as the main sustainers of her 
new attitudes the conviction of the right- 
ness and the importance of her activities, 
new information, the support of other 
persons and membership in new groups. 
She feels that she has been moderately 
effective and that her activities have 
alleviated unpleasant feelings about nu- 
clear arms, enhanced her self-esteem and 
reduced her self-doubts. 

The ground may have been laid for 
the crucial episode by attendance at a 
Quaker college many years before and 
“personal abhorrence of all forms of 
violence." 

In summary, the crucial episode for 
this respondent combined a news event 
and the influence of a person. The 
former sharply heightened her percep- 
tion of the danger of nuclear war and 
impelled her to try to cope with it. When 
she realized the futility of her plan of 
action, she became acutely anxious. 
This may have increased her receptivity 
to a peace worker who suggested an- 
other course of action involving public 
commitment. This action revealed un- 
suspected, strong group support for a 
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variety of peace activities. This rein- 
forced her new viewpoint and heightened 
her sense of effectiveness. Concomi- 
tantly with her new activities, she ex- 
posed herself to new information, her 
attitudes to other issues related to peace 
became more salient, her self-doubts de- 
creased and her self-esteem increased, 
reinforcing her changed outlook and be- 
havior. In the background was an ab- 
horrence of violence (not reflected in 
her dominant attitude just before the 
crucial episode). 

Let us now turn to a systematic re- 
view of the replies with special refer- 
ence to personality characteristics of the 
respondents, experiences sensitizing 
them to the crucial episode, prodromal 
attitudes, aspects of the crucial episode 
itself, and, finally, factors which sus- 
tained or discouraged the changes in 
viewpoint and behavior following it. 

Personality and background char- 
acteristics of the respondents. 'The re- 
Spondents for the most part were stable, 
capable and productive citizens, active 
in issues concerned with human welfare, 
liberal politically (73 per cent) and 
international minded (68 per cent). 
Thirty-seven per cent gave no religious 
affiliation, and 30 per cent were Uni- 
tarians or Quakers, Seventy-four per 
cent stated that they were moderately 
Or very dissatisfied with things as they 
were. Nonconformity with the dominant 
social environment was mirrored by in- 
ternal conflicts. Fifty-three per cent 
were bothered by self-doubts; 52 per 
cent had changed their religious faiths: 
and 40 per cent had undergone psycho- 
therapy before or after the crucial epi- 


sode. (The last group were probably 
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highly over-represented since they knew 
the request to fill out the questionnaire 
came from a psychiatrist.) The follow- 
ing quotations are illustrative: 


“I find it difficult to say I (or anyone) was 
ever completely typical of anything.” 

“I have never been unquestioning about the 
status quo . . . early I found myself in tune 
with those who explored and worked for 
change." 

"I am a person who has spent most of her 
life making niches for herself, usually in 
localities nobody else cared for, and working 
in them until she compelled others to praise 
her for her efforts." 

"I have been prone to self-doubts and dis- 
satisfactions . . . I wonder if I'm looking for 
a reason to vent this particular kind of anger. 
I'm satisfied that the motivation is real, but 
I react because of childhood experiences to 
arbitrary acts; patronizing attitudes, and ‘leave 
it to us,’ hypercritical authority.” 


These attitudes were related to char- 
acteristics of the family of origin. 
Seventy-six per cent of the respondents 
described their families as not com- 
pletely typical of the surrounding com- 
munity, and the parents of 53 per cent 
differed from each other in political 
affiliation, religion, or number of 
generations in the United States: 


“I was brought up as the only Protestant, 
English family in an Irish town. Traitors in 
school were heroes at home and vice versa. 
It gives one a healthy attitude of Scepticism. 
Father was in the British army and made it 
all very glamorous. Mother would ask gentle 
questions, such as ‘Did the Malayans really 
want you there? The conflict between my 
parents made me ready." 


This type of background may be re- 
lated to the fact that 49 per cent de- 
scribed themselves as "non-joiners," but 
it was also consistent with the equally 
common pattern of allegiance to non- 
conforming Broups or causes, 


"As a child I identified with the newcomer, 
the oddball (but) I very definitely did* be- 


* Italics in this and all following quotations are the respondents’, 
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long to a community of non-conformists . . . 
my parents were part of this community and 
so were my school friends . . . I did not feel 
alone against the world . . . I knew where I 
fitted in very well, so much so that I never 
had an undue need to 'conform' or to 
‘join’.” 

Sensitizing experiences. Against this 
background, some respondents felt that 
they had been especially sensitized to 
the crucial episode by certain life ex- 
periences. A small minority reported 
first-hand or vicarious experience with 
the horrors of war. Others reported 
special experiences that made the im- 
plications of nuclear weapons personally 
real to them. A mother whose daughter 
was severely burned wrote: 

“The pain and agony that she visibly went 
through made me realize the horror of Hiro- 
shima and Nagasaki. I felt what all those 
other mothers must have felt to see their 
children burned and dying . . . I did not find 
an outlet for the intense feelings this accident 


gave me until the Soviets started testing about 
a year later.” 


The same event struck home to a lady 
recovering from an operation for can- 
cer: 


“I remember thinking now I'll never get 
well . . . It occurred to me that . . . cancer 
can be induced by man-made chemicals and 
that people need to be awakened to that. I 
should really do my best to do as much as I 
could. It was a decision which came while I 
Was standing in the bedroom—it seems vivid 
—and it was definite. I was surprised at my 
own firmness.” 


Indirectly sensitizing experiences were 
sojourns in foreign countries and planned 
or recent moves that helped to detach 
the respondent from his former tefer- 
ence groups: 

"I had just returned from a year in Africa 
-«« (which) . . . increased my sensitivity and 


Teceptiveness to new experiences and caused 
me to think along lines previously ignored. 


Hl 


“Our intense concern about this issue is 
related, in retrospect, to several concurrent 
personal life problems. My wife and I were 
terminating our analyses and preparing for an 
eventual move east. These events were ex- 
tremely stressful for us both, and, in some 
respects, had qualities of ‘catastrophe’ that the 
imminent threat of nuclear war fitted in with 
quite closely.” 

“The morals and the ethics of the people 
(in our new neighborhood) seemed ‘new’ and 
different. People talked and acted like 
lunatics. For two months I began to fear for 
my sanity. Finally I asked my husband. When 
he said ‘they're the ones that are crazy,’ I 
was relieved.” 

Other personal experiences that weak- 
ened the respondent’s attachment to his 
customary reference groups included 
divorce, deaths in the immediate family 
and psychotherapy. 

Being an adolescent can be seen as a 
similar sensitizing experience. The 
adolescent is a marginal man,” * losing 
contact with the reference groups of 
childhood and not yet committed to the 
values and viewpoints of adults. In the 
process of forming his adult identity, he 
is especially open to new influences, 
especially those which offer him a strong 
self-consistent value system. In addition, 
his struggle to free himself from parental 
controls draws him to minority causes. 
In our sample, the adolescents showed 
the most sweeping changes in activities 
and attitudes. Some had started to swing 
back from their new position, and others 
may do so. For this age group, the in- 
fluencing agent was always a person or 
group that seemed to dramatize both 
rebellion and idealism. 

One came under the influence of “a socialist 

. . extremely bitter—a fascinating speaker 
... (who) ... showed my (militaristic, con- 
servative) attitude to be bourgeois, emotion- 
ally conformist and reactionary, and demon- 
strated the hypocrisy of my former idols.” 


Another visited a Quaker camp. Up to that 
time “I had never thought that there was an 
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alternative to defending freedom through 
violent means . . . I asked myself what I was 
doing in life and what the world really was 
about . . . Within the space of two weeks I 
literally became a peace ‘fanatic.’ I needed 
something to latch onto.” 


Prodromal attitudes. One may surmise 
that all respondents felt somewhat con- 
flicted about the issues posed by nuclear 
weapons. Some were aware of their con- 
flict. Others resolved or escaped from it 
by avoiding the question or relying on 
the government to solve it. 


Examples of the last two attitudes are: “I 
was only slightly concerned because I knew 
little about nuclear arms and just as little 
about politics. It was a great big problem but 
one far away from me.” “I felt that whatever 
the U.S. policy was, it was right and I needn't 
question it.” 

An example of conscious conflict is: “The 
build-up seemed frighteningly dangerous. Dis- 
armament, which I had not really followed 
year by year, seemed hopeless. I distrusted 
the cold-war caricatures of the Russian 
government and was worried and angered by 
our own diplomacy and press—without really 
having a clear view of constructive policy. I 
did not accept the notion that we really had 
to fight the Russians at every turn . . . I 
thought that if we could become less com- 
bative, they also could be, but I wasn't sure.” 


The most common attitude prior to 
the crucial episode is well described in 
the following passage: sympathy with 
disarmament coupled with a feeling of 
helplessness that paralyzed action: 


“T had a general predisposition to pacificism 
and to distrust in the establishment (but it 
was pretty vague and very ineffectual) . . . I 
shared the preconceived idea with most people 
vus that Political matters are a kind of 
fatalistically determined thing which the in- 
dividual can’t do anything about. I knew 
better but emotionally I had not been aroused 
to combat the inertia. It was as though (my 
convictions) were already piling up and ready 
for someone to wake them into action, like a 
bonfire ready to be lit.” 


The crucial episode—environmental 
components. The crucial episode that 
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“lit the bonfire” can be viewed from the 
standpoints of the respondent and his en- 
vironment. The latter almost always con- 
tained a person or group that acted as 
advocates or representatives of the new 
approach, or both. They functioned 
partly as models, demonstrating a course 
of action the respondent could follow, 
and as persuaders, convincing him by 
logic and new information. In our 
sample the most frequent influencers 
were groups demonstrating for peace— 
especially those on November 1, 1961, 
organized by Women Strike for Peace— 
and individual peace workers, including 
public figures, colleagues or friends of 
the respondent. Usually the contact with 
the influencing agent was personal and 
direct, but for some respondents it was 
mediated by the printed page. 

Sometimes the crucial episode also 
included an event that broke through the 
respondent's protective apathy and in- 
creased his receptivity to the person. Oc- 
casionally the reverse occurred; expo- 
sure to a person prepared the respondent 
to be activated by an event. About one- 
third of the respondents (37 per cent) 
were activated in 1961, the year of the 
Berlin wall, Russian resumption of test- 
ing and the public controversy over pri- 
vate fallout shelters. One, two, or all of 
these made the dangers of nuclear war 
personally real, confronted the respond- 
ent with the responsibility of making a 
decision (to build or not to build a 
shelter) and exposed the inadequacy of 
his means for seeking safety, as in the 
first example cited above. 

The crucial episode—personal reac- 
tions and behavioral responses. The re- 
actions of the respondents may be di- 
vided for convenience into emotional, 
cognitive and behavioral. 
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The most common emotions were fear 
and anger. They often were remarkably 
intense, giving substance to the simile of 
the bonfire. Ninety-six per cent scored 
their emotional reactions as moderately 
or very strong, and 60 per cent used the 
latter category, which was the extreme of 
the scale. Examples of the most intense 
reactions are: 


“The fear was monumental . . . I thought 
I had gone crazy." 

."I felt completely disoriented, T would 
literally shiver from nervousness and fear and 
had very frequent crying spells . . . I hung 
onto words I had heard or read which seemed 
to bear some ray of hope and sanity.” 

“My ‘conversion’ had to do with the shat- 
tering of my sense of security as an American. 
I suddenly felt totally vulnerable, horrified and 
amazed that no one else seemed in the slightest 
aware or concerned that we were all probably 
going to be annihilated.” 


Like fear, anger often was very strong. 
The respondents used words like “out- 
rage,” “furious,” “incensed,” “damned 
annoyed” to describe the feeling, which 
was directed either against the country’s 
leadership, or against groups whom they 
had mistakenly expected to be promoting 
disarmament. It may be that the dis- 
covery that those whom one counted on 
as allies were really in the enemy camp 
would be especially conflict-producing, 
as in the following: 


“I hadn't really felt that top people in 
government and the army themselves really 
believed what they said publicly. I thought 
intelligent people such as my scientist friends 
saw things as I did. When I found they didn't, 
I was shocked into action." 

"[ am surprised by the absence of moral 
standards in those professing to be Christians. 
Brotherhood is apparently something one be- 
lieves but never practices. The clergy, the 
scientists, the press have failed the public." 

“The fact that some clergy of all faiths 
could be found to sanction inhuman behavior 
such as using a gun against one's neighbor 
to keep him out of your shelter had a pro- 
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found effect on me . . . Was, in fact, this 
kind of society worth saving?” 


Not all emotional reactions were un- 
pleasant. Eighteen per cent also experi- 
enced exhilaration or relief at having 
found a resolution of their dilemma. 
Those who responded favorably to an in- 
fluencing agent often described him in 
glowing terms, implying considerable 
emotion. Twenty-six per cent reported 
both negative and positive emotions. 

Of some theoretical interest is the 
fact that some of the respondents who 
were most influenced had conflicting 
feelings toward the person or group ad- 
vocating action for peace, as the fol- 
lowing quotations suggest: 


“Our small group had reservations about 
the qualities of the (peace) demonstrators 
that we later identified as brittle, militant pos- 
tures which weren't at all feminine . . .” 

“For a few days I eyed all ‘these pacifists" 
with a jaundiced eye, because the thought of 
anything opposing the ‘road to freedom’ and 
our government seemed un-American.” 


A man and his wife had a very mixed 
reaction to a Quaker study institute they 
attended: 


“They said that problems of the world were 
related to us, that we were at fault, I remem- 
ber getting up and shouting at a man who 
said we need some ‘rectification’ like the 
Chinese. We could not accept that our govern- 
ment was to blame hence could not accept 
protest against authority as relevant action, 
but no other was clear. 

“Į went back as a leader the next year. 
Then we were clear we were angry at them, 
spent a lot of energy fighting them. They 
tended to cry alarm, then pooh-poohed various 
concrete courses of action because they did 
not get at the Pentagon, etc. . . . The leading 
advocate of non-violence was coercive in lead- 
ing the meeting. 

“This stimulated a tremendous conflict. 
Peace work became a kind of working through 
the insoluble dilemma they posed." 


The most characteristic cognitive re- 
sponses to the crucial episode were a 
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changed perception of the problem (80 
per cent), often coupled with a need for 
more information (47 per cent) and a 
heightened sense of personal responsi- 
bility. These usually were accompanied 
by a new sense that one could do some- 
thing as an individual. These related 
themes are expressed in the following 
passages: 

“I saw that a problem those around me 
avoided could at least be approached.” 

"(The crucial episode) changed my pre- 
conceived idea that I was not responsible for 
the betterment of conditions, that I was 
powerless to change things . . . realization of 


personal responsibility and the necessity of 
- rebellion.” 


“The degree of danger and the quality of 
Tesponses to it made me feel that one no 
longer could depend on officials of the govern- 
ments concerned to remove the threat of 
nuclear war... and that I must assume re- 
sponsibility as an individual—continuous and 
direct responsibility, if the threat were to be 
met with effective response.” 

Finally, the crucial episode may be 
viewed from the standpoint of the re- 
spondents’ actions. Two features were 
striking. The first was initiative. Some 
respondents were mobilized by an event 
to which they were Passively exposed, 
such as a news item, but the great ma- 
jority were showing some initiative at 
the time, if only talking with neighbors 
about building a fallout shelter, going to 
a lecture or reading a book. The second 
feature of the respondent's action was 
public commitment, sometimes preceded 
by a brief period of bewilderment or un- 
certainty as to what to do. The act of 
commitment might be writing a letter to 
the paper or to a Senator, participating 
in a demonstration or Organizing a 
meeting. 

The crucial episode—determinants of 
duration of effects. Ninety-five per cent 
of the crucial episodes had Occurred at 
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least two years previously (only 5 per 
cent occurred in 1963), and most re- 
spondents had maintained the changed 
pattern of activities. In this connection, 
a reminder is in order that the sample 
was self-selected. This precludes any 
conclusions as to the proportion of per- 
sons who are changed permanently by a 
crucial episode. Those who experienced 
only a transient effect might well have 
been less inclined to volunteer to fill out 
the questionnaire than those who were 
still active. 

The most characteristic pattern was 
some months of very intense and often 
diffuse activity, falling off to a pattern 
that could be sustained. As one respond- 
ent put it: 

"My activities have spread out for the long 
haul. I've dropped the crisis flavor." 

For the few who have ceased, or virtu- 
ally so, one reason given was completion 
of the task initially set, as in the lady who 
determined to recruit members for a 
particular peace organization, and 
stopped after she had run through all her 
friends and acquaintances. Others 
stopped because of external pressures 
or, more rarely, being too emotionally 
aroused by concentrating on the peace 
issue. 

A unique combination of unbearable 
external and internal pressures may be 
illustrated by the following: 


_ “All my friends are gone and I've been 
isolated. I was faced with divorce from my 
wife . . . (who) . . . threatened suicide if I 
continued to incur the wrath of the radical 
right. I lost my job . . . 

“The confusion became very great and 
finally I sought Psychotherapy . . . to calm 
me „down and give me an opportunity to 
clarify the situation for myself and build back 
my self-esteem." 


For those who continued to be active, 
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the chief intrapersonal sustainers were 
conviction of the rightness of their ac- 
tions (98 per cent); heightened self- 
esteem (79 per cent), and reduction of 
unpleasant feelings, such as anxiety and 
depression (72 per cent). 

In all instances the new attitudes to- 
ward nuclear war were anchored by sim- 
ilar attitudes toward related issues. That 
is, they were congruent with a more com- 
prehensive belief system." Eighty-six 
per cent reported that their involvement 
in peace activity led to an increased con- 
cern with race relations, poverty, OVer- 
population and other issues of human 
welfare. The remaining 14 per cent re- 
ported that they were involved in such 
issues before starting peace activity. The 
most sweeping statement of generaliza- 
tion of concern was: 


“I could no longer avoid relating almost 
every aspect of my life (certainly the most 
important—profession, home, religion, ethics) 
to the reality of nuclear age problems." 


Further evidence of striving to make 
one's belief systems consistent is that 92 
per cent of the respondents regarded nu- 
clear armaments as a greater threat than 
communism, but 51 per cent came to 
this view only after they had become 
peace activists.* This shift in viewpoint 
is an illustration of the tendency to Te 
duce "cognitive dissonance.” * Support 
of nuclear disarmament would be incon- 
sistent with a view that communism was 
the greater danger, creating an internal 
conflict. An effective way of resolving 


* Of the remainder, 5 per cent ei! 
as equal, leaving only 3 per cen 
episode. 


** This finding is consistent with à public. 


dictor of support for aggressi 
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this dilemma was to decide that nuclear 
armaments were the greater relative 
threat, by upgrading one’s fear of them 
or downgrading the fear of communism, 
and this is what the respondents did.** 

With respect to the environment, re- 
spondents reinforced their new position 
by reading more “peace” literature. 
Ninety-two per cent listed new informa- 
tion as an important sustainer of their 
activities. They proselytized among their 
friends and maintained their public com- 
mitment by continuing to participate in 
demonstrations, writing public letters 
and the like. They sought new like- 
minded friends and groups. Seventy-nine 
per cent reported that some or all of 
their friends were different, and 91 per 
cent that their participation in peace 
groups had moderately or markedly 
increased. 

“As a result of my experience I had to seek 
out the peacemakers—they are the real 


people I spent nearly 40 years of my life 
without knowing.” 


Finally, support of family members 
was important to many: 


“Tf my wife and I had not repeatedly and 
extensively discussed our views, fears, plans, 
feelings, neither of us would have done as 
much or learned as much . . . as we have. In 
fact, these issues have been crucial to the 
deepening of our own relationship and led 
us to a more satisfactory balance of our 
philosophies of life.” 


DISCUSSION 
In attempting to interpret these pre- 
liminary findings, certain cautions must 


the question or scored both threats 
the greater threat after the crucial 
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be kept in mind. The sample is hetero- 
geneous in many ways, so that any gen- 
eralizations would be unlikely to apply 
to more than a part of it. Internal analy- 
ses of the replies now under way, com- 
paring different sub-groups of the sample 
and relations between items, should yield 
a firmer basis for inference. 

Another ground for caution is the self- 
selection of the respondents, which 
makes all conclusions highly tentative in 
the absence of controls. Ideally findings 
should be checked against those from 
matched subjects who had not become 
peace activists and another matched 
group actively campaigning for a “for- 
ward strategy” based on relentless con- 
frontation of the Communists with su- 
perior military force.15 Truly adequate 
controls may be difficult to obtain, but 
we plan to explore the possibilities. 

Before considering the results them- 
selves, attention should be called to two 
features of the context of peace activity 
today. The first is the changed nature of 
modern warfare. Its massive, impersonal 
destructiveness jeopardizes not only in- 
dividual human lives but the structure of 
civilization itself and the future of man- 
kind. As a result, the struggle against 
war has enlisted the efforts not only of 
those who seek personal survival, but 
those who are concerned about man- 
kind’s future. Furthermore, in contrast 
to the past, war is no longer a possible 
way of defending the democratic values 
of individual worth and human dignity, 
So rejection of war and the search for 
more workable methods of resolving con- 
flict have a new pertinence. 

An additional relevant point may be 
that today no value System seems clearly 
to dominate American life. Many ide- 
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ologies and groups are competing for the 
allegiance of its citizens. In the past most 
workers for peace were clearly in a pro- 
testing minority against a dominant value 
system. Today this is not so clear. Al- 
though some peace groups still see them- 
selves as in sharp opposition to society, 
others find themselves able to work 
within the power structure. 

Against this context, the backgrounds 
and personality characteristics of certain 
of the respondents may be relevant to 
their peace activities. In general, they 
see themselves not as opposed to Ameri- 
can society but as trying to preserve it, 
and resemble their neighbors in their 
family, social and work patterns. Three 
features seem to characterize most of 
them: a high degree of initiative, a lively 
concern for human welfare and inde- 
pendence of thought. In combination, 
these qualities may have heightened 
their awareness of the threat to human 
welfare posed by modern weapons, made 
them less willing to accept uncritically 
the official policies for coping with it 
and more inclined to act on their own 
understanding of the problem. Thus they 
became active following a more or less 
sudden subjective conviction that gen- 
erally accepted national policies were 
jeopardizing human survival. 

Their capacity to detach themselves 
from the views of the surrounding com- 
munity may be related to the fact that 
their “assumptive world" 2:5 was formed 
in a family that was not entirely harmo- 
nious with its surroundings or was in- 
wardly conflicted, or both. Exposed to 
various viewpoints from the start, they 
probably are not firmly committed to 
any particular belief system, and hence 
can shift more easily from one to another 
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than persons brought up in a more 
homogeneous environment. This intel- 
lectual independence may have enabled 
them to make a more correct appraisal 
than their more conformist neighbors of 
the peril facing man. Their rejection of 
the dominant viewpoint for a more un- 
popular one would then represent no 
more than abandonment of a position 
they perceived as erroneous for a morc 
appropriate one. 

More complex motivations, however, 
are evident in some respondents, per- 
haps also traceable to the family back- 
grounds. Family conflicts may be re- 
flected in inner conflicts, manifested by 
self-doubts and dissatisfactions. Some 
may have failed to develop an adequate 
sense of identity and may hope to achieve 
it by adherence to groups with a strong. 
self-consistent ideology. 

A childhood containing sources of 
conflict and tension might also heighten 
a person's sensitivity to environmental 
threats and make him especially attuned 
to the unpleasant features of conflict. 

Thus peace activity could serve many 
psychological functions. It might be a 
working toward a world that contains 
fewer sources of threat or a reaction for- 
mation enabling the participants to con- 
ceal their anger from themselves. An- 
tagonism to aggressive groups im our 
Society, such as *militarists," may some- 
times be an expression of heightened 
sensitivity to attributes of others that one 
dislikes in oneself." Peace activities, by 
offering a socially approved way of ex- 
pressing angry feelings, also may ube 
viewed as a form of “pro-social acting 
out”—a channeling of destructive feel- 
ings into constructive activity.* j 

These covert motivations operate In 
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everyone. There is no reason to think 
that they are more prevalent in our re- 
spondents than in any group or segment 
of society. 

The crucial episode itself, as well as its 
prodromes and aftermaths, highlights 
certain general aspects of attitude and 
behavior change. Preceding the crucial 
episode, many respondents were in a 
state of uncertainty, and some had un- 
dergone experiences that specifically 
heightened their sensitivity to nuclear 
arms. That is, their response patterns 
had become “unfrozen.” 

The actual change was precipitated by 
events that further heightened their ten- 
sion. Three related factors can be dis- 
tinguished in these occurrences. One is 
a heightening of the threat of nuclear 
destruction which became personally 
real. A second is the discovery that those 
they had relied on to fight for disarma- 
ment would not do so and that the sug- 
gested means of protection would be 
inadequate. These led to emotional re- 
sponses, the frequency and intensity of 
which were striking. This may be partly 
a reflection of the criterion for inclusion, 
which was that the subjects must have 
undergone a change of attitudes or be- 
havior in a relatively short time. Arousal 
of affect accompanies all personality 
change, but it might be expected to be 
stronger when the change is abrupt than 
when it is gradual. 

The third factor was the arousal of a 
feeling of personal responsibility for do- 
ing something to remove the danger. In 
keeping with their active orientation to- 
ward life, the respondents did not wait 
passively for someone to show them a 
solution but actively sought guidance by 
reading, going to a lecture, participating 


in a demonstration, or talking with a 
friend. The fact that the initiative came 
from them may have increased their 
receptivity. 

Changes in viewpoint and behavior 
following the crucial episode were intra- 
Psychically sustained by a sense of right- 
eousness accompanied by heightened 
self-esteem. Internal conflict was reduced 
by changes in other belief systems that 
reinforced the new viewpoint. 

With respect to the environment, sup- 
port by members of the immediate family 
seemed to reinforce the new behavior, 
just as their opposition might be dis- 
couraging. With characteristic initiative, 
the respondents bolstered their new pat- 
terns by seeking new confirmatory infor- 
mation, by making new friends, by join- 
ing new sympathetic groups and by 
efforts to convince others privately and 
publicly. Public commitment to the new 
view may have helped to sustain it, in 
accordance with the experimental find- 
ing that opinions which people make 
known to others are harder to change 
than privately held ones.! In this connec- 
tion, contrary to oft-expressed views as 
to their futility, public demonstrations 
converted many passive sympathizers 
into active ones. Two features may be 
responsible for their effectiveness. They 
aroused a strong feeling of group soli- 
darity, and participation represented a 
public commitment, from which it was 
hard to retreat, 

Certain aspects of the crucial episodes 
seem relevant to psychotherapy. That 
similar processes may be involved is sug- 
gested by the fact that some respondents 
Iesemble favorable candidates for psy- 
chotherapy in many ways. They are 
prone to self-doubts, dissatisfaction and 
inner conflicts. In addition, they are well 
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educated, verbally adept, emotionally re- 
sponsive and aware of and willing to 
reveal their inner feelings. This is re- 
flected in the informativeness and per- 
ceptiveness of many replies to the ques- 
tionnaire. 

They also resembled good psychother- 
apeutic candidates in that they assumed 
personal responsibility for solving their 
dilemmas and actively sought help from 
a person or group. 

Theories of psychotherapy stress the 
significance of emotional interplay be- 
tween patient and therapist. Similarly, 
the influencing agent for peace activity 
characteristically elicited a strong emo- 
tional response. The feelings he aroused 
usually were favorable, but sometimes 
they were mixed. An admixture of nega- 
tive feelings did not necessarily reduce 
his influence. This is consistent with the 
observation that angry feelings toward a 
psychotherapist, whether or not based on 
negative transference, need not hamper 
therapy and may indeed contribute to its 
success. It also accords with animal 
studies showing that any strong emotion 
heightens social bonds.!4 

The influencing agent was not only a 
stimulator of emotion but, to varying de- 
grees, a model with whom the respondent 
could identify and a source of new in- 
formation and logical argument. Psycho- 
therapists have analogous functions. The 
findings of the questionnaire suggest that 
the purely cognitive and rational aspects 
of psychotherapy often may be more im- 
portant than is generally recognized. 

Although many types of psychother- 
apy seek to produce attitude and per- 
sonality change, these have been notori- 
ously difficult to demonstrate objectively. 
All forms of Psychotherapy, however, if 
successful, produce changes in patients' 
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social behavior. These, in turn, elicit new 
reinforcing responses from other persons 
that strengthen the new patterns. The 
respondents’ efforts to find individual 
and group support for their new activi- 
ties support the view that this may be an 
important aspect of the psychothera- 
peutic process as well. 

With few exceptions, changes in be- 
havior far exceeded changes in attitude. 
The latter occurred almost exclusively 
in adolescents, whose identities were not 
yet crystallized. The crucial episode typ- 
ically served chiefly to clarify existing 
attitudes, to make them more salient or 
to remove blocks to acting on them such 
as feelings of fatalism or impotence. 
This is an encouraging reminder that 
changes in behavior resulting from psy- 
chotherapy may be extensive and have 
wide social and personal repercussions, 
even without much change in underlying 
attitudes or basic personality structure. 
In any case, most of the questionnaire 
replies are consistent with the impression 
gained from psychotherapy that genuine 
attitude change usually takes time. When 
it appears to be produced abruptly, this 
is probably because the apparent agent 
of change "lit the bonfire” that already 
was laid. 


SUMMARY 


This is a preliminary analysis of 92 
replies to a questionnaire filled out by 
volunteers who had become active in 
peace work as the result of a crucial 
episode in the recent past. The major 
categories of findings are predisposing 
personal and environmental factors; 
emotional, cognitive and behavioral fea- 
tures of the episode itself, and intraper- 
sonal and interpersonal sustainers of 
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changes following it. The findings are 
discussed in terms of their relevance to 
determinants of attitude and behavior 
change, including psychotherapy. 
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A SUMMARY OF RESEARCH ON REACTIONS 
OF CHILDREN TO NUCLEAR WAR* 


J. H. ELDER i 
Professor of Psychology, Washington State University, Pullman, Washington 


Press reports and anecdotal accounts remind us from time to time that nuclear 
war threats and the continuing cold war situation must be producing deep 
emotional reactions in our children. Systematic investigations with groups of 
different ages do not substantiate this as a general reaction. Negative results 
may be due to methodological errors. 
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HERE ARE MANY REASONS for predict- 
aui that the present possibility of 
thermonuclear war and all of the atten- 
dant cold war tensions should produce 
a high incidence and large variety of 
emotional responses. Because of the 
unusual nature of the situation one also 
might predict that such responses would 
be maladaptive, chronic, and, in general, 
difficult to identify and evaluate. 

The reactions of adults to threats of 
this kind have been the subject of con- 
siderable discussion and research by 
Psychiatrists, psychologists and others. 
At the same time very little attention has 
been given to these questions as they 
may apply to children and teen-agers. 
Reasons for the neglect of opportunities 
for systematic research in this area are 
not clear. At this time we can only specu- 
late as to what they might be. This would 
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be interesting but the primary purpose of 
this paper is to consider methods of 
studying the problem and to relate these 
to the few investipations which have 
been done. 

Let us examine briefly the general 
nature of the problem and then proceed 
to a more detailed enumeration of the 
probable variables involved. Why do 
most of us believe that children have 
Strong emotional reactions to the threat 
of nuclear war? Unfortunately, we have 
little scientific evidence to support this. 
It seems that our convictions have been 
developed in two ways. Our belief is 
based, in part, on logical inference and 
our knowledge of the kinds of stimuli 
which produce fear and anxiety. Sec- 
ondly, we have been exposed to a con- 
siderable amount of anecdotal material 
through the popular Magazines (News- 
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week, Ladies’ Home Journal, Redbook, 
etc.), and from teachers, neighbors and 
relatives. Almost everyone has knowl- 
edge of impressive individual responses. 
It is easy to generalize from this kind of 
information and to conclude that chil- 
dren are reacting as a group. 

The position taken here is that 
generalizations are not yet justified and 
are not supported by recent systematic 
observations. However, because of the 
nature of the problem, we cannot be 
certain that children as a group have not 
been affected in some unusual way. We 
are all aware of the difficulty of detecting 
emotional responses of the type we are 
considering. As psychiatrists and psy- 
chologists we often resort to elaborate 
techniques for detecting emotional re- 
sponses of the fear family. There are 
many pressures in our culture which pre- 
vent the open expression of fear, and 
we should not expect that children in 
general would admit fear of the bomb 
when we ask them. It seems likely that 
subtle, indirect methods of inquiry will 
be required before we can say that 
nothing has happened to them as a result 
of nuclear threat. 

In addition to the cultural factors 
which inhibit overt expression of fear, 
there are a large number of variables 
which greatly complicate the problem 
but cannot be ignored. Some of these 
are: 

1. Age—Inhibition of emotional ex- 
pression increases with age although not 
necessarily in straight line fashion. 

2. Sex—In spite of considerable 
overlap, many studies have demon- 
strated that there are specific tsex- 
linked" fears. 

3. Intelligence level—Nuclear wat is 
something new and difficult to compre- 
hend. Some highly intelligent children 
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who have perceived its significance are 
greatly disturbed, but, again, the rela- 
tionship is not clear. 

4. Habitat—Geographical location, 
urban or rural living, but more specific- 
ally, whether or not home is a prime 
target for the enemy must be relevant, 
Parents in prime target areas are con- 
vinced of this. 

5. Parent-child relations—This ob- 
viously is not a single variable but in- 
cludes many. If there are ways of de- 
termining what aspects of the home 
situation provide a feeling of security for 
the child, they should be used in explor- 
ing this problem. Communication in the 
form of family discussions of external 
problems should be closely related to 
attitudes and reactions of children. 

Of the potential determinants sug- 
gested, those in the category of parent- 
child relations are most important. This 
is not a statement of the obvious, but is 
made in reference to this particular 
problem (not all behavior of children 
originates at home). Clinical psycholo- 
gists and psychiatrists consistently re- 
port this for those cases exhibiting 
strong anxiety patterns. Wrightsman !? 
found a definite positive relationship be- 
tween the extent of parental discussion 
of war and children's worry about war. 
In several respects the children provided 
a good reflection of parental attitudes. 

It should be observed that the relevant 
variable is not simply the amount of talk 
about war but the amount of affect which 
accompanies it. Parents who have been 
caught up in the fascination of war 
games may indulge in extensive intellec- 
tual exercise with little concern about 
personal danger. A child in this kind of 
home would not be expected to develop 
a fear reaction. Other parents might pre- 
sent much detailed information on nu- 
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clear war for the specific purpose of 
helping the child understand. Allerhand,? 
Escalona,í and others have advised 
parents to do this as a means of reducing 
anxiety. There seems to be a close 
analogy here to the problem of sex edu- 
cation. 

Darr,’ from his experience as a fifth- 
grade teacher, believes that the child’s 
reaction is largly dependent on the adult 
environment in which he lives. His sum- 
mary account of the different kinds of 
reactions of children emphasizes the 
importance of examining parent re- 
sponses. 

Allerhand ? used an indirect approach 
in his investigation of this problem by 
getting reactions of children through re- 
port from parents. He was primarily in- 
terested in whether the children talked 
spontaneously about war-related topics. 
Seventy per cent of the parents (200 
families) indicated that they did. Thirty- 
five per cent reported that their children 
showed concern—presumably some 
emotional reactions. This type of study 
makes it possible to secure large num- 
bers of reports and to make use of the 
Parent’s extended opportunity for con- 
tact with the child, However, because it 
does involve parents’ reports on their 
own children, it is subject to the usual 
subjective errors. 

It was suggested earlier that an in- 
direct or disguised approach should pro- 
vide the best chance of revealing emo- 
tional responses. One such conventional 
method is the sentence completion test. 
Using this method as part of a study of 
602 freshmen and senior high school 
students in the state of Washington, 
Wade ?? found that less than four per 
cent could be described as greatly af- 
fected by nuclear war threat. Another 
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seven per cent were described as being 
moderately affected. The purpose of 
Wade's study was not known to the sub- 
jects, but the nature of the open-ended 
questions gave them several oppor- 
tunities to express fear of war. Two of 
the most direct of these sentences were: 
“My greatest fear regarding the future 
STR PARLEY) 19 ,'" and “I worry about 

Although 23 per cent of the sample, 
in answer to the first question, used 
words relating to war and weapons, this 
was small in comparison to those who 
indicated personal fears relating to 
school, family, marriage, vocation, etc. 
The item on worry showed this same pat- 
tern even more sharply, with only four 
per cent making any mention of war, 
security, and survival. 

At Washington State University 472 
freshmen students were presented some 
of the same items used by Wade. Only 
7.6 per cent of this sample responded to 
the fear-of-the-future item with war re- 
lated words. The chief reason for using 
the Washington State sample was to com- 
pare the responses of an older group 
with the high school subjects. Of course, 
age was not the only variable involved in 
this comparison, but the observed dif- 
ference is consistent with other evidence 
that this kind of fear or anxiety decreases 
with age. One very recent study by 
Adams with a sample of 4000 boys and 
girls in Philadelphia sought opinions as 
to the major problem of this country. 
The one mentioned most frequently was 
“war with Russia,” but in increasing age 
groups from 10 to 19 there was a 
steadily decreasing percentage of those 
who named this as the major problem. 

The Adams survey is mentioned here 
only as another confirmation of attitude 
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and opinion change with age. It is neces- 
sary to distinguish surveys of this 
kind * ? and those which seek evidence 
for affective reactions. 

Even though there is some logical 
basis for believing that children should 
be suffering strong emotional reactions 
to the threat of death, annihilation, fall- 
out, separation from family, etc., we 
should not ignore the possibility that they 
are not. This view is represented in 
McNeil’s $ proposal that the world as 
perceived by children is inevitably dif- 
ferent from that of adults. We forget 
that our children are maturing in a 
world which to us is bizarre but to them 
commonplace. The child accepts the 
world as he finds it, and, lacking the 
broad perspective of the adult, does not 
have the same basis for anxiety. McNeil 
would not deny that some children have 
emotional disturbances related to nu- 
clear war. When such reactions are 
found, his interpretation probably would 
be that they originate from fears of the 
parents or other adults with whom there 
is identification.: The best test of 
McNeil’s hypothesis, therefore, is a more 
thorough study of the parent-child rela- 
tionships in reference to this particular 
problem. Until this is done we should be 
cautious about conclusions which impli- 
cate the majority of children. 
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CHILDRENS REACTIONS TO SOCIETAL CRISES: 


COLD WAR CRISIS" 


MELVIN E. ALLERHAND, Ph.D. 


Associate Professor, Department of Psychology, Western Reserve University, Cleveland, Ohio 


Using the cold war crisis as a point of reference, this report represents a 
progress note on the current studies of children's reactions to societal crises. 
There is a search for the factors which help to maintain seemingly intolerable 
societal situations having the potential of extreme crises. Children's aware- 
ness is evident. Their search for controls is suggested. 


pos STUDY OF crisis has moved from 
the hidden recesses of the psyche to 
the overt stage of society. The inter- 
action of the personologists and the 
Sociologists has not only furthered inter- 
disciplinary activity, but also has forced 
individual heads to turn from a rigid in- 
ward stance to a Starry-eyed outward 
posture. In muffled but audible tones, we 
hear questions and pronouncements 
about the possible cumulative effect of 
social crises on children, the kinds of 
adaptations necessary to meet the chang- 
ing character of Society, the impression 
that mass media has on children; etc. 
We seem to be moving away from the 
fixed adherence to the singular and im- 
plied unchangeable impact of the dyad, 
mother and child. Some of us have be- 
gun to allow ourselves to at least think 
that the exposure of the three-year-old 
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to the flicker of TV might stimulate and 
reinforce some patterns which cannot be 
reversed by parental values and stand- 
ards which often are poorly or at best 
unclearly articulated. TV programming 
maximizes its effect through the child- 
oriented, repetitive techniques, e.g., the 
portrayal of the events related to the 
Kennedy assassination. Thus, we may 
ask: are there home situations in which 
the parent does not neutralize the social 
experiences which may be inconsistent 
with the expressed parental values? At 
first blush, we may answer “Well, of 
course, this may be true in the homes in 
which the parents are not physically 
available or where there are inter- 
ferences in the identification process.” 
But what about the lack of emotional 
availability of parents. Children require 
the sensitive presence of parents to 
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search out the unknowns of life. How- 
ever, parents who have become so dis- 
tant from the awareness of ever-present 
crisis, do not seem to respond with ap- 
propriateness in their adult world. They 
are also confused by the unveiled pur- 
suance of children as they search with 
their broadside approach for black and 
white answers to grey problems. And so 
we seek ideas, formulate hypotheses and 
hopefully will suggest some useful alter- 
natives. 

Research into the character of society 
should best be left to the historians who 
are not defensive about using hindsight. 
However, there is a growing group of 
professional masochists attempting to 
separate themselves from these current 
pulsating situations and extract some 
leads for study and subsequent applica- 
tion. This report represents a progress 
note on an examination of children's re- 
actions to societal situations which have 
the potential for crisis. 

First, allow me to play with terms—a 
pastime of behavioral scientists. You 
may have noted the use of societal in- 
stead of social. When a social experience 
or institution has become embedded in 
the hard core of society and therefore 
stands the test of duration and change, 
it is no longer limited to the phenomena 
of an interpersonal nature. It has had 
such extensive impact and subsequent 
diffusion that a question rarely is raised 
regarding its pertinence or permanence. 
So, we have institutions to care for those 
needs of society which have become per- 
manent social fixtures. Certain crises 
have become so entwined with the very 
fiber of man's relationship with man 
that they also may be described in 
societal terms. To become even more 
precise, we should not label these antag- 
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onistic circumstances as- crises but better 
societal situations which have the 
potential for crisis. The term crisis should 
be applied only when the receiver senses 
an imbalance in his internal organization 
related to the awareness of a conflict 
situation, and social crisis reflects the 
state in which many people simul- 
taneously sense such an imbalance. I 
conclude my play with words with the 
following definition: 
A societal situation which has the poten- 
tial for repetitive crises is à pervasive, 
enduring yet identifiable event perceived 
by representatives of the people and/or 
by the people themselves as a threat 
which, carried to its natural conclusion, 
is disruptive to the very social structure 
in which its exists. 


Considering the dire and extensive de- 
structiveness of such crisis situations, the 
logical and rational mind concludes, 
“That’s ridiculous!" However, as both 
Frank? and Osgood !° have most ably 
indicated in the cold war crisis situation, 
people are numbed to the circumstances 
because of its overwhelming (beyond 
me) nature and the requirement of very 
rapid adjustments. The turn is away 
from rational solutions and towards 
traditionalism, nationalism— "the way I 
see it, so it is." 

Although my motivation to examine 
societal crises was predominantly fed by 
cold war spirals, it soon became con- 
vincingly evident that the cold war symp- 
tom is just the most threatening to large 
population survival and does not stand 
alone as a societal situation with the 
potential for crisis. Very close behind 
cold war are segregation, air and water 
pollution, automation, population ex- 
plosion, and others. Thus, we search for 
some generic factors that allow these 
self-destructive circumstances to con- 
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tinue with minimal responsiveness by 
the mass of people who are most directly 
affected. 

Children often are viewed as the re- 
cipients of adults’ handling and we tend 
to focus on what will be the end results 
of such interactions. In this considera- 
tion of children we are trying to use 
them as probably unwitting sources of 
elucidation and direction. Can their very 
naïveté and characteristic way of imitat- 
ing and reflecting adults offer us some 
special information about these em- 
bedded destructive situations? It is the 
author’s contention that an examination 
of children's reactions to societal crisis 
Situations may lead to information in at 
least three areas: 


1. the extent to which societal crisis 
situations affect the daily life ex- 
periences of children including de- 
cision making particularly about 
their future goals, 

2. a reflection of parental attitudes 
which are guarded in extra-familial 
Situations yet revealed in the inter- 
action within the family and 

3. leads regarding the types of be- 
havior which indicate an orienta- 
tion to the continuation or non- 
continuation of the crisis situations. 


Until about six months ago the 
author's modus operandi in these areas 
was of the “firehouse research” Variety. 
The greater part of the psychological 
studies in the current cold war area has 
been of this variety. 

At present and with the help of the 
Students in a seminar on reactions to 
crisis situations an attempt is being made 
to gain an historical perspective con- 
sidering both personal and institutional 
factors. It was the task of the seminar 


to detail the nature of the threat(s) 
underlying the crisis situation, to pro- 
pose and support a position describing 
the onset of the crisis situation as cur- 
rently recognized, to describe the factors 
which support the continuation of the 
crisis situation, to determine the involve- 
ment of social institutions in response to 
the crisis situation, and to report on the 
known reactions of people to these crisis 
situations. 

In addition to the cold war situation, 
segregation and automation were ex- 
amined. The seminar participants organ- 
ized a review of technical reports, policy 
statements, research studies and analyses 
of these crisis situations by self-ap- 
pointed as well as “appropriately” de- 
signated experts, At the time of this writ- 
ing, an integration of this information is 
not available. Yet, there are some 
generalizations about the effect of 
societal crisis situations which can be 
offered, based on an examination of the 
research efforts relevant to children’s 
reactions to the cold war situation. 

Although we are not at all ready for 
the formality of establishing or refuting 
hypotheses, this form of exposition 
seems most pragmatic. Given: a set of 
external circumstances in which the 
emotional availability of the parent or 
Parent surrogates to child is minimal as 
a result of the unbelievable rapidity of 
social and technological change. One 
might hypothesize that the more chil- 
dren experience this void in emotional 
support, the greater will be the state of 
anxiety best described by lowered adap- 
tive behavior and lessened effectiveness 
in coping with external circumstances. 
In a phrase, such children show a loss in 
control Theory would further suggest 
that the younger children, children who 
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are less academically successful, the 
more socio-economically starved chil- 
dren are likely to reveal lowered aware- 
ness of the external factors beyond their 
immediate living situations. Finally, our 
simple theory might more specifically 
suggest that when significant adults are 
not available to receive the child, he will 
sense confusion and turn to anything 
available. In brief, parents who have 
lost control beget (environmentally) 
children who are out of control. 

Consider the nuclear crisis. This may 
well be viewed as the most devastating 
symptom of this extended state of over- 
whelming change. We might well find in 
the studies and observations of chil- 
dren's reactions to this crisis, some 
general leads about the behavior of to- 
day's and yesterday's children in the 
midst of the pressure to adapt to a new 
and potentially more fulfilling life. 

Let us first examine the notion of 
awareness. Before any meaningful inter- 
pretations can be made, we must first be 
assured that the children are in fact 
experiencing these cold war strains. 
Escalona* reports that children of all 
ages are responding to the dangers of 
nuclear war. The preschool children who 
are more related to direct cate show di- 
rect reactions only after older siblings’ or 
adults’ stimulation. She indicates further 


press many worries and frequently ask 
questions about these dangers. However, 
they tend to be more factual. 

The awareness of these dangers also 
was quite apparent in a group of elemen- 
tary age children whose reactions were 
recorded through their parents’ re- 
sponses to a “Yes/No” questionnaire 
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administered at PTA meetings." We* 
carried out this study in May, 1962, 
with a sample of 200 families—75 rural 
and 125 suburban in the vicinity of 
Cleveland. The parents answered for all 
of their elementary age children. Seventy 
per cent of the parents indicated that 
their children had made reference to 
shelters, fallout and other nuclear war 
subjects. There was no difference. be- 
tween the rural and suburban groups in 
frequency of comment. 

In another report Escalona 5 referred 
to the 70 per cent of 311 children, age 
10 to 17, who mentioned the issue of 
war and peace when asked to project 
into the world of the future. Schwebel ** 
reported 95 per cent of his total sample 
(about 2,500 high school subjects) in- 
dicating an affirmative response to: Do 
I care that there might be a war? In a 
1962 Purdue Panel ê, Blumenfeld et al. 
reported that 78 per cent of 2000 high 
school children heard at least some talk 
about fallout shelters in the home. At 
all age ranges We have clear evidence of 
the awareness. 

In what way are the children handling 
this awareness? When we dip into this 
crucial aspect of their behavior, as al- 
ways we begin to interpret and thus fall 
prey to emotions, predilections, etc. 
First, let me pick at the Cleveland study. 
We attempted to examine the particular 
type of emotional behavior about these 
nuclear issues. The predominant re- 
action was the seeking of facts rather 
than concern, however, 35 per cent of 
the parents heard their children express 
concern over such things as becoming 
sick from fallout or fear of actual attack. 
The children in this sample revealed 
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more concern about self-protection than 

"an awareness of the needs of others, as 
might be expected for this age group.* 
The state of conflict was most vividly 
revealed in the predominant choices of 
children's attitudes in the face of the 
nuclear climate. The two attitudes which 
were chosen four and five times more 
than any of the rest were “world would 
be destroyed" and "hopeful about the 
future." In some instances these were 
expressed within the same family. 

This expression of the conflict also 
may be seen in the about 50-50 split 
reported by Schwebel™ on the “Do I 
think there will be a war?” item in all 
groups, but the comparison of bright vs. 
average/slow with the bright children 
was more optimistic. Blumenfeld et al. 
also reported evidence suggesting splits 
in this possibility of war area with 37 
per cent likely, 43 per cent 50-50 
chance and 17 per cent unlikely. Could 
this not also be suggestive of the conflict 
that such explosive circumstances en- 
Benders? In an atmosphere which is so 
laden with descriptions of war crises, hot 
spots all over the globe, such divergent 
views May indicate more than no sig- 
nificant difference since the expected 
Probability would be highly in the direc- 
tion of war. It might more accurately 
describe the conflict within our society 
—the denial of the reality. The state of 
confusion and uncertainty also is re- 
flected by the 60 per cent or 120 of the 
Parents in the Cleveland Study, report- 
ing that they would have no trouble con- 
trolling their children in a shelter. This 


* On items relevant to personal i 
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finding is somewhat tempered when we 
saw that there was a significant dif- 
ference at the .01 level on this control 
problem between parents interested in 
building private shelters and those op- 
posed to shelters. The former felt they 
would not have difficulty in controlling 
their children.** 

Developmental theory suggests that 
the resolution of survival needs is asso- 
ciated with the recognition of more per- 
sonally distant social experiences. Es- 
calona * portrayed this so clearly as she 
reported the perfect progression in the 
children's mentioning of the possibility 
of war in their future. The under- 
privileged groups expressed this in 39 
per cent of the cases; lower middle in 62 
per cent; “and for middle-middle, upper 
middle and upper class groups the cor- 
responding values were 75 per cent, 79 
per cent, and 100 per cent." Schwebel ** 
also reports significant differences be- 
tween the brighter/older subjects and 
the less bright/younger ones in such 
areas as possibility of war and the value 
of shelter building. Again, there is the 
suggestion that children who are freer 
from survival needs face the social crises 
in a different manner than do those chil- 
dren who are more tied to satisfying 
these primary needs. Recognizing that 
the majority of people have not suf- 
ficiently resolved their survival needs, 
we are faced with the social problem of 
limited availability of intelligent, flexible 
examination of reality. As Schwebel 
commented in his discussion, “The 
higher grades and brighter, better- 


more than 60 per cent of the responses sug- 
35 per cent when items were related to pro- 
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informed classes of students at all levels 
tended to oppose the shelter program. 
They saw as little value in the shelters as 
most scientists do." 

The level of information and the 
source of such information leads into 
the final and most depressing considera- 
tion of children's needs and responses. 
With younger children seeking support 
and controls during felt anxieties, the 
presence of comfortable and receptive 
adults is critical. Generally our observa- 
tions suggest that adults are at best un- 
comfortably available and more often 
tend to follow in the path of the ostrich. 
In the Cleveland study less than 50 per 
cent of the parents indicated that they 
discussed these issues with their children 
although 65 per cent of them felt that 
the issues should be discussed by their 
children, Further, the parents replied 
that the children's sources of informa- 
tion about such issues was TV or radio 
five times more often than either parents, 
teachers or friends. A similar finding was 
reported in the Blumenfeld study in that 
children turned to “non-human” (pres- 
ent author’s term for impersonal media) 
sources for information about defense 
matters 64 per cent of the time. Whether 
this turning to impersonal sources is 
more predominantly true in these cold 
war matters or is a general finding about 
seeking information on such persono- 
social matters is not as consequential as 
the fact that it is happening. Children 
have difficulty in turning to adults for 
interaction, clarification around con- 
fusions or what have you. They feel the 
pain and the pressure, yet they have 
much difficulty finding a human source 
for stabilization. “My parents have other 
things on their minds,” was one young- 
ster’s appraisal. 


129 


As indicated earlier, the cold war 
situation is just one of a series of symp- 
toms of the necessary but currently over- 
whelming state of transition. Denial of 
reality seems to have resulted in a numb- 
ness, a lack of action and loss of control. 
To date, our leads indicate a remarkable 
effect on children and adults. Inherent 
in this paper is an effort to separate the 
reactions of children from adults. Al- 
though we seek information on the child 
as a reflector of the adults’ attitudes, we 
are dedicated to the position that chil- 
dren are not just expressions of the 
strengths and weaknesses of their 
parents. There is an increasing orienta- 
tion towards the profound effect of 
extra-familial events on children, the 
recognizable influence of the child on 
shaping the structure of his family ?? and 
the developmental changes that char- 
acterize children’s functioning at dif- 
ferent ages. Thus, our particular channel 
of interest is leading towards a more 
thorough examination of the child’s re- 
actions to and opinions about societal 
crises considering the characteristics of 
his parents, his level of personal involve- 
ment with the crisis situation, the im- 
pact of the particular community struc- 
ture in which he lives, and finally some 
of his individual characteristics, e.g. 
level of development of certain concepts, 
the future dimension of the time per- 
spective;* his identification pattern. May 
I conclude with this: our hope rests 
with our efforts to learn from and teach 
these cherished subjects under study. 
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ARE WE SEEING THE RIGHT PATIENTS?" 
Child Guidance Intake: The Sacred Cow 
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Child guidance clinics are part of a large class of organizations concerned 
with the treatment of maladjusted individuals. Research findings indicate 
that such clinics are not adequately serving the needs of the community. The 
assumptive base of clinic organization is challenged in the paper, and alter- 


nate recommendations are presented. 


Oo OF THE DIFFICULTIES of our 

profession is the problem of keep- 
ing a fresh and flexible outlook. Very 
often our lives seem to be cast in a mold, 
and we develop standardized and norm- 
ative ways of looking at situations. Yet 
change and controversy lend themselves 
to the birth of new ideas. New ideas are 
the vitalizing elements of our profes- 
sional lives. 

Certain ideas are born of theoretical 
abstractions and certain ideas are best 
achieved as the result of concrete ex- 
perience with the object of study. Deal- 
ing exclusively with either the abstract 
or the concrete can have serious limita- 
tions. As we study human behavior we 
often are “captured” by our theoretical 
orientations or by the depth of our im- 
Mediate experience, and we develop a 


* Presented at the 1964 ani 
Part of the symposium, "Are 
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hardening of the intellectual arteries. If 
we allow this to happen—if we fail to 
seek out new ideas and new modes of 
thinking—we risk becoming as rigid as 
many of the patients that we see in 
treatment. 

My purpose, therefore, is to cast a net 
over many of the problems common to 
mental health clinics, and to suggest that 
there are serious limitations to the way 
we look at intake procedures and treat- 
ment techniques. I also will question the 
wisdom of creating an illusion of com- 
munity service by projecting one self- 
image and practicing another. 

If we attempt to evaluate the impact 
of the clinic upon the community, we 
encounter many difficulties. At the out- 
set, we are limited in our appraisal by 
the absence of clear guides for assessing 
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results. Secondly, we are deprived of ac- 
curate follow-up studies about a patient's 
performance after termination of treat- 
ment. Finally, we are limited in our ap- 
praisal by the very uniqueness of treat- 
ment techniques as they differ among 
clinics, and even among individual work- 
ers. Such considerations have prompted 
many professionals to suggest that the 
efficacy of clinic operation is beyond 
generalization. If our focus were indeed 
limited to a particular clinic, or to a par- 
ticular patient, I would be forced to 
agree. Yet, we do know that each clinic 
tends to take on a "personality" struc- 
ture based on various interpersonal and 
economic factors operating in the com- 
munity and in the clinic itself. We also 
know that many elements of that “per- 
sonality" structure are unique to specific 
Situations, and that many clements are 
common to a majority of situations. We 
very often can discover a global pattern 
by observing the behavior of a popula- 
tion of clinics. If the uniqueness of the 
specific clinic is blurred in the process, 
at least we are able to discern certain 
broad trends of clinic operation. Such 
observations are important if we are to 
See ourselves as we really are, and if we 
are to plan for the future in a realistic 
way. 

What characteristics of patients and 
Services emerge in a profile of clinic be- 
havior? The Public Health Service re- 
cently summarized the information avail- 
able on the children seen in out-patient 
clinics: 1 total clinic patients were esti- 
mated at 379,000. Fifty-two per cent of 
these were children under 18 years of 
age. The peak rate of admissions for 
boys was in the 10-13 age Tange. For 
girls the peak was reached in the 14-17 
age range. Children of preschoo! age 
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came to clinic attention far less fre- 
quently than those of school age. It 
should be noted that clinic admission 
rates are well under one per cent as 
compared with prevalence estimates of 
ten per cent. About half of this one per 
cent were seen for psychiatric diagnosis 
only, one quarter for diagnosis and 
treatment, and the remaining quarter 
for “other services only.” Such services 
included psychological testing but ex- 
cluded full staff evaluation. 

In a statistical review covering the re- 
ports of 228 psychiatric clinics in New 
York state for a one-year period during 
1958-1959, Woodward et al." found 
that the median number of interviews 
per patient who terminated was 3.2. 
Thirty-nine per cent of all terminations 
had two or fewer person interviews with 
and about them, and twenty-four per 
cent had three or four interviews. Thus 
sixty-three per cent of the patients did 
not receive more than four interviews. 
Sixteen per cent received five to nine 
interviews. Twenty-one per cent had ten 
or more interviews, including the five 
per cent of all terminations for whom 
there were 50 or more interviews. The 
authors suggest: “One cannot readily 
conclude that this distribution of clinic 
time is in accordance with patient needs. 
Clinic policy, based partly on its particu- 
lar social structure and organization and 
partly on the basis of professional staff, 
probably is a more potent factor in de- 
termining the distribution of clinic time 
to the different patients than are specific 
needs and desires of patients.” 

In 1962 the Maryland Department of 
Mental Hygiene * published its first an- 
nual statistical report for the fiscal year 
ending June 30, 1961, on data collected 
from the state's mental health clinics. 
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The clinic statistics reveal that the ma- 
jority of patients in nearly every diag- 
nostic group had less than five inter- 
views. 

In Middlesex County, New Jersey, 
the mental health clinic in New Bruns- 
wick, in collaboration with the county 
superintendent of schools, conducted a 
survey of the mental health of all the 
54,000 elementary public school chil- 
dren. Employing operational definitions 
of adjustment and maladjustment, teach- 
ers rated all their pupils on a five-point 
scale. Nearly nine per cent, or 4,672 
children, were rated as poorly adjusted, 
and three per cent, or 1,595 children, 
were rated as very poorly adjusted. 
County mental health resources, both 
private and public, see fewer than 600 
children in a year. 

How does a clinic select its patient 
load? Recent studies indicate that a rela- 
tionship exists between certain social 
variables and the acceptance of individ- 
uals as psychiatric patients. My own ex- 
perience suggests that we tend to seek 
out patients from well-motivated fam- 
ilies where cooperation between worker 
and parent is at an optimum. Hollings- 
head and Redlich * have observed that 
diagnosis and treatment of choice are 
related to class structure. They found, for 
instance, that private practitioners, in the 
main, administer insight therapy to the 
“higher” classes and directive therapies 
to the “lower” classes. They postulate 
that a similar class gradient exists in 
community clinics. 

Overall and Aronson 5 have examined 
the initial interview as it relates to the 
fulfillment of lower-class expectations 
of psychotherapeutic procedures. Con- 
cerned with the high rates of attrition, 
the authors felt that an important reason 
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for dropout might be the patient's nega- 
tive evaluation of his initial interview in 
terms of his original expectations of 
treatment. It may be that intake workers 
unknowingly reject lower-class patients 
on the basis of class differential. At any 
rate, when patients’ expectations are 
not met, they tend not to return. Tuck- 
man and Lavel ® in a study of attrition 
rates in psychiatric clinics for children 
found that some 59 per cent of patients 
seen at intake do not complete treat- 
ment. 

The phenomenon of the “waiting list” 
continues to pose a dilemma for most of 
us. It is increasingly evident that there 
is an ever-widening gap between the 
number of applications for help and the 
staff time available. Perlman ^ suggests 
that it is the middle-class patient who is 
best able to “wait.” Buoyed by the 
promise of help. he “makes do" by using 
*escape hatches" in his environment. 
Lower-class patients, who constitute the 
bulk of applicants to clinics, (but by far, 
not the bulk of those who receive treat- 
ment) are more oriented to the present. 
Their overall experiences with social and 
economic impoverishment have sug- 
gested little proof that waiting will fill 
their needs. As Perlman states, a lower- 
class patient “. . - has only a narrow 
margin with which to temporize; his 
problems push hard. Usually he has had 
neither education nor experience in the 
use of words as symbolic substitutes for 
action, as release valves, or as binding 
threads between himself and others.” 

A study by Rudolph and Cumming * 
illustrates my entire point. Focusing 
upon the function of social agencies in 
an urban area, the authors found that 
the more sophisticated an agency's ther- 
apcutic methods, the higher its status in 
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the community, and the more qualified 
its workers, the more highly selected 
and higher in status is the population 
that agency serves. Further, the higher 
the agency in the status hierarchy, the 
less flexible are its methods of operation, 
the more fixed are the kinds of prob- 
lems it finds appropriate for treatment. 
Agencies with the most qualified work- 
ers also tend to "discover" the most 
“unmotivated” clients, and the most 
"clients who are not yet ready for serv- 
ice." The authors conclude that these 
agencies tend to define their role in 
terms of the special skills of their work- 
ers rather than in terms of needs to be 
met. 

Studies of this nature suggest that 
added services per se will not necessarily 
solve the problems faced by most com- 
munities. I know it has been argued that 
clinic services are offered to less advan- 
taged groups but not so often utilized 
by them. But poor motivation should be 
regarded as a symptom and treated as 
such. It may be that we need to “pur- 
sue" some of our patients. I think that 
one way we can do this is to worry less 
about the clinic image we project and 
to concentrate more on a careful defini- 
tion of the kinds of services needed by 
the community. 

"Thus far I have sketched a brief pro- 
file of agency operations. In general, it 
appears that (1) child guidance clinics 
see only a small proportion of the chil- 
dren who need help (perhaps 5 per cent, 
if that many), (2) that the decision as 
to who is to become a patient is often 
arbitrary and (3) that a great many of 
the patients "handpicked" by the clinic 
do not complete treatment. While each 
clinic has the “right” to serve the com- 
munity according to its own self- 
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image, serious professional questions are 
raised when a social agency creates an 
illusion of service by projecting one 
image and practicing another. Our high 
rates of patient attrition may indeed 
stem from the patient resistance and 
alienation nurtured by such policies. 

My purpose, however, is not to docu- 
ment the failure of mental health serv- 
ices to meet the needs of the commu- 
nity, but to probe instead for practical 
solutions. In this context, we necd to 
determine if the critical period of “in- 
take” reflects the philosophy of the child 
guidance clinic. If such is the case, we 
will at least define the nature of our 
problem. 

Initially it is advisable that we ex- 
plore the current Zeitgeist concerned 
with the traditional clinic approach to 
mental health. Many of us are still pre- 
tending that the psychiatrist is necessar- 
ily the most qualified member of the 
clinic team. At the risk of shattering 
what is left of that illusion, I suggest 
that a degree in medicine, in itself, does 
not endow the individual with the skills 
and insights crucial to the creation and 
administration of clinic policy. In fact, 
the reverse may be true. Consider that 
the average psychiatrist has had little 
or no exposure to the formal disciplines 
of sociology, psychology, anthropology, 
etc. Nor is he trained as an administra- 
tor, as witnessed by the tendency of 
many mental health clinics to an over- 
reliance upon rule adherence, pseudo- 
efficiency and administrative conven- 
ience. In such cases intake is geared to 
a rigid policy. Belief systems become 
self-validating, and, as Vinter!? co- 
gently describes, “. . . treatment organ- 
izations develop strong feelings so that 
only ‘insiders’ immersed in the rhetoric 
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and reality of the agency can appreciate 
adequately its processes and accomplish- 
ments." Such rigidity, of course, is self- 
defeating and the consequences for cli- 
ents are disastrous. If clients are han- 
dled in routine ways without regard for 
their individuality, they resist treatment, 
no matter how well intentioned, and in 
short order fail to return to the clinic. 

Perhaps, as Ryan * states “. . - it is 
time to abandon the myth of medical 
responsibility and adapt to the fact that 
now and in the future, most mental 
health problems of the lower economic 
classes are the responsibility of non- 
psychiatric agencies and that the pri- 
mary job of mental health people is to 
offer them as much consultation, train- 
ing, supervision and other kinds of di- 
rect and indirect support as possible." 
It is certain that we no longer can ignore 
the thousands of emotionally disturbed 
persons referred. A distressingly small 
proportion of them actually get signifi- 
cant help. 

It appears vital that intake proce- 
dures should be modified to accept on 
a priority basis cases where a realistic 
crisis is found to exist. On the basis of 
probability alone, a great number of 
crisis cases should come from the lower 
classes. If we continue to form case 
loads on the basis of voluntary intake, 
it appears certain that we will continue 
the pattern of not seeing the children 
most representative of the worst forms 
of pathology who, at the same time, 
come from homes where parents are not 
likely to seek help or accept referral. 
If we continue to place the burden of 
responsibility for getting help upon the 
clients we will perpetuate our high rates 
of attrition. If we see clients as “un- 
motivated” or “not ready for treat- 
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ment,” we miss the point that lack of 
motivation is a symptom to be treated. 

I am suggesting that child guidance 
clinics redefine their entire emphasis. 
In the past we have centered upon indi- 
vidual therapy as a treatment of choice. 
Under present conditions of social pa- 
thology, group methods and supportive 
and educational measures may be more 
appropriate. In the Middlesex County 
Mental Health Clinic, where the major- 
ity of applicants are from low socio- 
economic groups, we utilize group ther- 
apy as the treatment of choice for the 
majority of patients. Defining treatment 
specifically as a course of 20 or more 
sessions, we have been able to sce in 
treatment 65 per cent of the applicants 
who have completed intake. This is in 
contrast to the 20 per cent of the appli- 
cants who went into treatment under 
conventional intake and individual treat- 
ment techniques. 

The technique of “filial therapy" 
described by Guerney 2 suggests another 
method in which clinic time can best be 
directed to immediate needs. Reason- 
ably adequate parents of children with 
behavior problems (descriptive of the 
bulk of families in treatment in child 
guidance clinics) are trained to observe 
their children in a therapeutic manner. 

Much of what we have learned has 
yet to be translated into action. We 
know that the lower one goes down the 
socioeconomic scale, the greater the 
chances of such children developing 
patterns of maladjustment. In the sense 
that child guidance clinics have not 
modified "intake" to that research find- 
ing, we have failed to operate in a self- 


' correcting manner with a finger on the 


community pulse. Suggested techniques 
for dealing with crisis intervention, with 
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pre-school children, with children whose 
parents are on the welfare rolls, have 
had relatively little impact on the opera- 
tion of most child guidance clinics. We 
also need to extend our concept of emer- 
gency programs to children who panic 
in response to a situational crisis, such 
as a move from one community to an- 
other or a death in the family; to chil- 
dren who are school failures, children 
who make suicide attempts, children 
who are school phobics, children who 
are involved in "glue sniffing" and other 
forms of narcotic addiction. It seems 
ludicrous to place a child on a waiting 
list when within six months the child 
could become a confirmed .drug addict. 

We need to investigate in a real way 
the collaborative roles of the school and 
the clinic in the early identification and 
treatment of maladjusted children. The 
school suggests itself as a focal point for 
programs aimed at both primary and 
secondary prevention. We are beginning 
to realize that the largest majority of 
disturbed children can easily be identi- 
fied by teachers in the elementary grades 
and yet in most working class districts 
only a handful in any one year are 
ever successfully referred to, or accepted 
by, social agencies for treatment. It is 
not uncommon in the elementary 
schools, especially in the all-Negro 
Schools, for not a single child to be in 
treatment. Yet estimates of the number 
of children needing help range from 5 
per cent in stable neighborhoods to 25 
per cent in depressed Negro areas. In 
one school, 18 per cent of the children 
Were identified by the faculty as suffi- 
ciently disturbed to require treatment. 
Not one of the approximately 70 chil- 
dren so identified received treatment 
outside the school, 
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My experiences in a Philadelphia 
School District with a predominantly 
Negro and Italian working-class popula- 
tion having more than 20,000 school- 
age children testifies that the relative 
paucity of mental health facilities 
seemed one of the least important fac- 
tors in the failure to serve the needs of 
disturbed children. In my judgment the 
single most important factor in the fail- 
ure to offer acceptable services to dis- 
turbed children early enough or at a 
time when modification of behavior is 
possible, is the popular but ill-conceived 
notion that children cannot be helped 
without the support of their parents. 

We are becoming increasingly alert 
to the manner in which early deviations 
in the development of the child affect 
his later growth and maturation. Such 
knowledge should be made operational 
by a collaborative effort between school 
and agency. Ways in which the clinic 
may extend its influence include work- 
shops with teachers and school execu- 
tives; consultations with guidance coun- 
selors, psychologists, social workers, and 
nurses, and direct encounters with high 
school students, especially in the area 
of sex education. In the same manner 
the child guidance clinic should try to 
develop within the framework of the 
school special services for exceptional 
children. 

It is obvious that "intake" philos- 
ophies and the clinic's perception of its 
role in the community are part of a 
complex Gordian knot. A review of the 
literature concerned with the descrip- 
tion of patients seen in treatment sug- 
gests that for a variety of reasons clinics 
are not serving the needs of children 
irom low income areas or from the 
areas which are representative of de- 
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pressed minority groups. Such areas 
tend to produce the bulk of social pa- 
thology, delinquency, narcotic addiction, 
mental illness, and school failure. In 
general, it appears that the more dis- 
turbed the child, the less likely the child 
will be scen in a child guidance clinic. 
Unfortunately, a great many of these 
children are seen at a later date in agen- 
cies more directly concerned with the 
application of negative sanctions. 
Our ultimate goal must be directed 
toward a preventive impact. Until we 
direct our philosophy of intake to that 
end, we cannot say legitimately that we 
are meeting the needs of the community. 
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WHO IS SICK?" 


REMA LAPOUSE, M.D. 


Associate Professor of Preventive Medicine, New York Medical 
College, New York, N. Y. 


The definition of a case which states that "everybody is sick" is a deterrent 
to progress in psychiatry. It reduces the urgency for diagnostic classification 
and etiologic search. Worst of all, it rationalizes a pattern whereby the 
healthiest patients receive the greatest amount of active treatment and the 


sickest the least. 


HE MENTALLY SICK are not neces- 
T suy those who are treated. Vari- 
ability in diagnostic criteria may give 
preeminence to factors unrelated to the 
state of mental health or morbidity in 
the choice of patients for psychiatric 
care. Some of these factors are the avail- 
ability of psychiatrists, clinics or hos- 
pitals; the nature of psychiatric interest 
and understanding on the part of re- 
ferring physicians; the level of psychiat- 
ric sophistication in a given community 
Or a section thereof; and, finally, the 
preferences of psychiatrists for specific 
types of cases, or for patients having a 
desired social class level! or something 
else with little bearing on degree or 
sometimes even presence of sickness. 
Although similar selective factors also 
operate in the choice of cases for general 
medical treatment, pathological proc- 
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esses in general medicine far more often 
can be objectively demonstrated by 
specific signs supported by evidence 
from the laboratory. In psychiatry, labo- 
ratory evidence contributes little. Diag- 
nosis as well as estimated degree of ill- 
ness becomes a function of the skill. 
experience and theoretical orientation of 
the diagnostician. Diagnoses made on 
the basis of clinical judgment have been 
demonstrated time and again to be vari- 
able, so that studies of levels of psycho- 
pathology in different communities can- 
not be compared. 

A little over a decade ago a group of 
mental health experts participated in a 
conference called by the Milbank 
Memorial Fund? to discuss problems re- 
lated to the epidemiologic study of 
mental disorders. Many of these experts 
were themselves involved in surveys 
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part of the symposium, Are We Seeing the Right Patients? 
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aimed at assaying the level of psychiatric 
illness and psychopathology in various 
communities. Because the central prob- 
lem in such surveys is who should be in- 
cluded and counted, an answer was 
sought to the question: “What is a case?” 
These are some of the answers: 

1. “The individual who is minimally not 

achieving his goals (the minimum being de- 
termined by his social and cultural setting) 
must be considered a case.” 
, 2. "What is a case, or rather, the dis- 
tinguishing characteristics of a case as Op- 
posed to a non-case, is to be found in the 
relationship of the individual to his social 
environment and to the expectation of the 
people around him." 

3. "Our 'case' is a child about whom the 
school teacher says, "This child's behavior is 
not like most children's. This child is making 
trouble or having trouble.” " 

4. “A relationship of a possibly patho- 
genic situation and appropriate Or inappro- 
priate behavior to that situation.” 

5. “The question now becomes ‘who is a 
case? '——an individual, the family or school, 
the situation as a whole?” 

6. “A case is a person, because every per- 
son is involved in a continuous process of 
adaptation to a stressful environment.” 

These comments make it quite ap- 
parent that none of the experts was pre- 
pared to offer any more clear-cut criteria 
for defining a case than the vaguely- 
stated relationship with the norms set by 
social environment. What criteria are 
used to set these norms and how these 
are to be determined never emerged 
from this conference. Yet this lack of 
clarity as to who is a case has in no way 
deterred a number of authors, some of 
whom were participants in this con- 
ference, from publishing widely dis- 
parate reports on how many and what 
kinds of people in a variety of com- 
munities have mental ill health. 

In this country during the late thirties 
two studies of the prevalence of mental 
disorders were carried out: in Balti- 
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more ? and in Williamson County, Ten- 
nessee.* The two groups of investigators 
using different criteria for mental illness 
and different methods of case finding re- 
ported very similar prevalence rates for 
all categories of mental disorder: six and 
seven per cent respectively. The break- 
down by minor diagnostic categories 
showed, on the other hand, completely 
dissimilar prevalence rates, suggesting 
that the lack of firm criteria made it im- 
possible to distinguish among these dis- 
orders. There was, furthermore, a con- 
siderable difference in the designations 
of the minor diagnostic categories on 
which the rates were based. These 
variations suggest that both groups of 
investigators probably had considerable 
difficulty in the liminal areas of the 
mental disorders in differentiating be- 
tween the nonsick and the sick. 

During World War II, Selective Serv- 
ice reports revealed enormous dis- 
crepancies among localities in the num- 
ber of rejectees for neuropsychiatric 
causes. Depending on the psychiatrists 
at each induction station, the rate of 
neuropsychiatric rejections among selec- 
tees varied between less than one to 
more than 50 per cent.* 

Stimulated, perhaps, by the post-war 
uneasiness caused by the alarming num- 
bers of neuropsychiatric rejections and 
discharges from the armed forces, à 
phenomenal increase of interest in men- 
tal illness developed in the fifties. The 
discovery of the ataractic drugs, the 
pioneering administrative procedures for 
restoring the mental patient to his com- 
munity, the birth of social psychiatry— 
all these advances gave tise to a new 
hope for the ultimate conquest of the 
mental disorders. It seemed timely for 
the investigator to count the number of 
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mentally ill so that the size of the mental 
health problem could be definitively 
measured and thence attacked. A num- 
ber of prevalence surveys were launched 
during this period, each using different 
case-finding techniques and different 
criteria for defining who was to be 
counted as a case. 

That decade gave birth to the Mid- 
town study ^ in which 80 per cent of 
the population was said to have mild 
to incapacitating “pathology-denoting” 
symptoms, and 25 per cent was reported 
to have seriously impaired mental health. 
The Stirling County study 7 claimed 65 
per cent of the survey population as sig- 
nificantly psychiatrically impaired, and 
37 per cent as psychiatric cases needing 
treatment. The Chronic Disease Com- 
mission’s study of Baltimore; found that 
only 10 per cent of the population had 
sufficient symptoms to justify a psychiat- 
tic diagnosis. And the Hunterdon County 
study * found 18 per cent with mental 
disorders in the survey population. 

The variability of the reports of dif- 
ferent investigators (rates for mental 
ill-health ranged from a low of 6 to a 
high of 80 per cent of the population) 
arises only in part from the variations in 
methods of case-finding. A more impor- 
tant source of the discrepant results lies 
in the lack of consistent criteria used to 
define who is sick. The Midtown find- 
ings, for example, are compatible with 
the inclusive definition stated by its 
director: “a case is a person.” Nor are 
the findings an illogical consequence of 
the definition. Thus it is not surprising 
that 80 out of every 100 inhabitants of 
the surveyed area were reported as 
functionally impaired, hence sick. 

The inclusive definition of who is sick 
affects the clinical practice of Psychiatry 
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as well. Lacking differentiating criteria, 
the clinician cannot answer the question 
of who, at the borderline of mental dis- 
order, is sick and who is not. Thus the 
clinician may solve the problem by 
avoiding the decision. The actuality of 
this avoidance is at least suggested in the 
findings of a joint project of Group 
Health Insurance, the American Psy- 
chiatric Association and the National 
Association for Mental Health.!° In 
evaluating the feasibility of coverage for 
mental illness, they reported that. 
"Practically every patient who crossed 
the psychiatrist's threshold was judged at 
initial interview to be in need of treat- 
ment and was treated if he returned." 

In asking, "Are psychiatrists who 
practice psychotherapy certain about 
their own mission?" Hollingshead and 
Redlich 1! raise a troubling doubt. Their 
answer also implicates the prevailing 
diagnostic-therapeutic confusion: “All 
too often they (the psychiatrists) cannot 
agree on the question of whom to treat, 
when to treat and what to treat.” 

The dilemma of diagnostic differenti- 
ation between sick and nonsick has been 
created and maintained by a complex of 
interrelated causes, both theoretical and 
Practical. Not the least of these is the 
impact of current theory and methodol- 
ogy on diagnosis. The emphasis placed 
on the uniqueness of each patient has 
made it difficult for psychiatrists to ac- 
cept the diagnostic strictures of the 
Kraepelinian nosology. On the contrary, 
many have preferred to abandon this 
classification in favor of psychodynamic 
formulations which render the diagnostic 
categories more amenable to interpreta- 
tion within the theoretical frame of 
reference. At the same time, this system 
is less reliant on objective findings. 
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Closely linked with the preference for 
psychodynamic diagnostic interpretations 
is the view that all mental disorder con- 
stitutes a single entity which fits into a 
biological gradient of disease ranging 
in severity from minor maladjustments 
to psychosis.!? Rennie ? makes clear the 
significant implications of this point of 
view: 

"There is no essential difference in the psy- 
chotic and his psychological devices or de- 
fences from the less psychotic, from the 
neurotic, from the so-called normal . . . We 
can see the entire gamut of psychiatric illness 
played out with the same kinds of psycho- 
logical mechanisms that. everybody—normal, 
semi-normal, half-sick, seriously sick, and so 
on and so forth—uses in the continuum of 
adaptation," 


Despite the unconfirmed status of 
most etiologic hypotheses and the ab- 
sence of adequately validated knowledge 
about causation, this unitary theory of 
mental disease is widely accepted seem- 
ingly without awareness of its obfuscat- 
ing effects on diagnosis. 

Also contributing to the diagnostic 
dilemma is the concept which might be 
termed the pathological norm. Redlich,? 
in discussing the uncertainty of criteria 
for defining a case, expressed the con- 
cept in this way: 

“Freud is actually responsible for all this 
terrific confusion, because he introduced. the 
notion that the normal is the abnormal and 
that the abnormal does not have any, strict 
boundaries. . . . Because there is à fluid line 
between the normal and the abnormal, every- 
body becomes abnormal.” 


These theoretical approaches—Psy- 
chodynamic nosology, the unitary view 
of mental disease, the concept of a patho- 
logical norm—have the effect of de- 
nigrating diagnosis. Pasamanick ^ de- 
plores this *abjuration of diagnosis in 
psychiatry" as basically “nonrational and 
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nonscientific," and points out that “all 
scientific endeavor leading to the testing 
of hypotheses of etiology, treatment and 
prevention of disorder rests on the classi- 
fication of disorders." Just as weeds may 
overrun a neglected garden, so, when 
diagnosis is neglected, there is a danger 
that confusion may replace the orderly 
growth of the psychiatric discipline. 

With thoughtful scrutiny, evidence of 
this confusion and its consequences may 
even now be detected. The diagnostic 
dilemma creates a context of uncertainty, 
haziness and lack of boundaries, in which 
endless unanswerable questions are 
raised as to who is sick, who should be 
treated, by whom and how. This lack of 
clear boundaries permits Hollingshead 
and Redlich?! to worry "whether psy- 
chiatric treatment should be a preroga- 
tive of the medical profession," and 
impels the Joint Commission on Mental 
Illness and Health!^ to approve the 
slogan that treatment of mental illness is 
*everybody's business.” 

This confusion also may be reflected 
in the practices and procedures of psy- 
chiatrists who cannot help being affected 
by the absence of clarity in current con- 
cepts of sickness. Just as the inability to 
find a cut-off point between sickness and 
health may impel the epidemiologist to 
overcount the number of mentally ill 
persons in the community, so the prac- 
titioner of psychiatry may, by the same 
token, accept for treatment patients who 
are relatively well. Physicians in all 
branches of medicine can, and of course 
do, treat patients with minimal and 
transient pathology who are likely to re- 
cover within a reasonable time without 
medical care. But only in psychiatric 
practice has the theoretical rationale 
been provided for treating such patients 
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by methods which often are exceedingly 
prolonged and costly. There is no way, 
of course, of discovering what propor- 
tion of patients in office treatment fall 
into the category of the essentially non- 
sick. The nature of such practice places 
it outside the reach of review. But there 
can be no doubt that a theory stating 
that to be human is to be psychiatrically 
Sick has the eflect of encouraging psy- 
chiatrists to accept as patients persons 
whose single qualification for that status 
is that they, like Mount Everest, are 
there. 

The possible distorting effect that 
treating the relatively nonsick has on 
estimates of need for psychiatric services 
and manpower can be guessed at only in 
the crudest way. A few facts may help 
provide the framework on which these 
Buesses may be built. Although major 
mental illnesses for which patients are 
hospitalized have shown no evidence of 
true change in incidence, the census re- 
ports of public mental hospitals have 
manifested a steady decline since around 
1956.15 At the same time the number 
of psychiatrists has increased consider- 
ably, growing ninefold in the past 30 
years and tripling since the war alone.1^ 
The Joint Commission on Mental Illness 
and Health ™ has pointed out that psy- 
chiatrists “have increased more rapidly 
than the population and the medical pro- 
fession as a whole." Of approximately 
13,000 psychiatrists in the United States 
in 1962, about two-thirds were in private 
practice, around one out of eight 
works full-time in public hospitals and 
one in 33 in public mental health clinics, 

According to the standards set by the 
American Psychiatric Association, in 
1958 physician staffs reached less than 
60 per cent adequacy in public mental 
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hospitals and would have been even 
lower if the non-psychiatric and incom- 
pletely trained physicians had been ex- 
cluded. The Joint Commission reports: 


“The clinics suffer from the same de- 
ficiencies that so long have plagued the hos- 
pitals—understaffing and overcrowding,” and 
points out further that “the greatest shrinkage 
in gain from the standpoint of improving 
psychiatric treatment in public hospitals and 
public clinics is that the vast majority of 
psychiatrists go into private practice or devote 
a large part of their time to private practice. 

“When we confront the total problem of 
care of the mentally ill, we find that, despite 
much talk and some progress, the greatest 
shortage still occurs in the area where patients 
with major mental illness are concentrated— 
in state hospitals.” In contrast, a large pro- 
portion of psychiatrists, about two-thirds of 
whom use psychotherapy, are reported “to 
devote the greater proportion of their time to 
their own practice and there, to a great ex- 
tent, concentrate on the minor and more 
treatable kinds of mental illness.” 


To the report of the Joint Commission 
are added the findings of Hollingshead 
and Redlich ™ whose data make it dif- 
ficult to avoid the conclusion that the 
largest proportion of psychiatrists’ time 
is spent on a very limited number of 
patients who are both the least sick and 
have the best prognosis. 

These few facts and comments prob- 
ably can be greatly augmented by similar 
evidence from other sources. They are, 
however, quite sufficient to suggest that 
at least part of the medical manpower 
problem in psychiatry is due less to an 
actual shortage of psychiatrists than to a 
highly skewed distribution of psychiat- 
ric care which in turn is made possible 
by the theoretical rationale for allocat- 
ing the greatest proportion of active 
treatment time to the healthiest patients. 
To the rejoinder that such treatment is 
compatible with the best principles of 
Secondary prevention, it can only be as- 
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serted that in all the years these practices 
have been carried on, their preventive 
effects never have been confirmed by 
properly controlled studies. 

The stirrings and ferment on the re- 
cent scene are harbingers of the growing 
dissatisfaction with the status quo. 
Whether right or wrong in their esti- 
mates, the prevalence surveys of the 
fifties have called attention to the exist- 
ence of a mental health problem of some 
magnitude, and the reports of the Joint 
Commission and the New Haven group 
have indelibly impressed the dispropor- 
tionate distribution of psychiatric care on 
the conscience of the medical profession 
and the public. The growth of social and 
community psychiatry has added a new 
dimension to a previously almost solip- 
sistic system. As Hollingshead and Red- 
lich have pointed out, *Until recently, 
they (the psychiatrists) did not consider 
putting the human being into a social 
system and culture." 

The change in focus on the mentally 
ill clamors for a more rigorous approach 
to the study and treatment of mental 
illness. It is necessary to perform the ex- 
tremely difficult task of setting Up ob- 
jective and verifiable criteria for defining 
who is sick. Such criteria, in the absence 
of more definitive laboratory evidence, 
must represent the consensus of scientific 
knowledge and clinical experience. At 
first the differentiation between health 
and disease necessarily will be gross and 
broadly categorical, reflecting the pres- 
ent limited knowledge. But as etiologic 
and diagnostic understanding grows, 
better approximations and more refined 
categories will be delineated. Pasa- 
manick ™ calls attention to the useful- 
ness of interim classification of disease, 
pending the discovery of new knowledge, 
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as a point of departure for treatment, 
prevention and further research. 

Such classification, even when change 
is anticipated, is a better departure for 
treatment than the concept of positive 
mental health. Developed at a time 
when the nature and causes of mental 
disease still baffle science and when the 
urgent problem of psychiatry is the 
treatment of major mental illnesses, this 
panacean concept acts as an evasion of 
scientific and clinical _responsbility. 
When positive mental health is set as 
the target for therapy, the sharp edge 
of the urgency to develop criteria for 
defining mental illness is blunted, and a 
rationale is subtly but nonetheless surely 
laid for the treatment of the relatively 
healthy patient. In the march forward 
of medical services and treatment, psy- 
chiatry cannot afford to regard with com- 
placency the anomaly by which the 
sickest patients receive the least amount 
of active care and the healthiest receive 
the most. It would seem that the obliga- 
tion of psychiatrists, as of all physicians, 
should be to treat the sickest first. The 
fulfillment of this responsibility certainly 
will be expedited by agreement on the 
criteria for defining who is sick. 
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BEHAVIOR THERAPY, PSYCHOLOGY 


AND THE PSYCHIATRIST: 


Contributions, Evaluation and Overview 


CYRIL M. FRANKS, Ph.D. 


Director, Psychology Service and Research Center, Neuro-Psychiatric Institute, Princeton, N.J. 


The origins, advantages, methodology and status of behavior therapy are 
briefly reviewed and certain misconceptions discussed. It is suggested that 
behavior therapy (as part of a general experimental-clinical psychology pro- 
gram) is more appropriate to the training and practice of the clinical psycholo- 
gist than psychodynamic and other treatment methods of the psychiatrist. 


N UMEROUS SOLUTIONS have been ad- 
vocated to help meet the increasing 
need for therapists. Certain clinical psy- 
chologists, including many of those re- 
sponsible for training, have elected to 
cope with the situation by deliberately 
abandoning the notion that the knowl- 
edge and methodology of the experi- 
mental behavioral scientist can be suc- 
cessfully applied in the clinical situation; 
instead, they embark upon a single- 
minded pursuit of the seemingly more 
glamorous role of the psychodynamic 
psychotherapist. The consequences of 
this trend appear to be: one, an exacer- 
bation of the unfortunate conflict be- 
tween clinical psychology and psychia- 
try; two, a failure to make adequate use 
of their unique training as psychologists 
in grappling with the many pressing 
problems of research, diagnosis and 
therapy which remain unresolved. 


The present paper assumes that ex- 
perimental clinical psychology per se 
does have a practical contribution to 
make. Attention will be focused on one 
possible approach to one particular as- 
pect of the problem, namely the modifi- 
cation of behavior by the various meth- 
ods of behavior therapy. Despite a spate 
of pertinent publications, few behavioral 
clinicians so far have attempted to ex- 
plain to their fellow mental health work- 
ers what behavior therapy is about, how 
it began and what it aims to accomplish. 
Even fewer have attempted to cvaluate 
the techniques thus far available, and 
nobody has attempted to relate these 
new developments to the problems fac- 
ing clinical psychology. 

Behavior therapy, a term which re- 
fers more to an approach than to any 
one specific technique, may be defined 
as the systematic application of princi- 
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ples derived from research into learning 
theory to the rational modification of 
abnormal or undesirable behavior. The 
definition extends also to prophylaxis, 
the building up of desirable character- 
istics and the improvement of learning 
efficacy. Its origins are essentially two- 
fold: Pavlovian classical conditioning 
and the various schools of learning the- 
ory which have since emerged.* Eysenck 
among the psychologists and Wolpe 
among the psychiatrists may be regarded 
as the spearheads of the movement. 
Essentially, they suggest that the ap- 
proaches of the modern learning theo- 
rists (substituting Pavlov, Watson and 
Hull for Freud, Jung and Adler) offer 
etiological explanations and methods of 
treatment which, it is claimed, could 
eventually supplant the psychodynamic- 
ally oriented forms of therapy. Neuroses 
are viewed as collections of symptoms 
Which have been developed in accord- 
ance with principles derived from con- 
ditioning and learning theory and which 
are hence amenable to treatment by such 
means. 

Among the numerous kinds of treat- 
ment are: methods based on classical 
Pavlovian conditioning; methods based 
on the principles of operant condition- 
ing, including avoidance training and re- 
ward; methods based on Hullian drive 
and habit Strength theory; methods 
based on various techniques of recipro- 
cal inhibition and desensitization. Per- 
haps the most powerful tool developed 
by the behavior therapists is that of the 
clinical application of the technique of 
free operant conditioning. 


SOME MISCONCEPTIONS 


As yet no solid foundation of tradi- 
tional clinical procedures for behavior 
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therapy has been established and no 
formal training centers are in existence. 
No long term evaluations have had an 
opportunity to take place and, as with 
many too rapidly growing innovations, 
certain misconceptions have arisen. Al- 
though these misconceptions seem to 
stem largely from the preconceived no- 
tions of the psychodynamic clinician, 
there is little doubt that the premature 
enthusiasms of some behavior therapists 
have made it easier for these mistaken 
ideas to take root. Among these mis- 
conceptions we may include the follow- 
ing: 

1. Behavior therapy is little more 
than a resurrection of “Pavlov and his 
simple world of conditioning.” The falla- 
cious assumptions here are that Pavlov 
naively believed that all behavior could 
be accounted for in terms of simple re- 
flex arcs, that behavior therapy stems 
directly and almost exclusively from 
Pavlovian psychology and that behavior 
therapy techniques consist largely of 
conditioning procedures. In the first 
place, Pavlov's primary concern was not 
so much with conditioning, as such, but 
more with the elucidation of the laws 
governing the functioning of the central 
nervous system and, in particular, with 
the nature and properties of his two 
processes, excitation and inhibition. 
Whereas Pavlov had no recourse but to 
infer the nature of his hypothesized 
central concepts from the observation 
of peripheral activity, recent advances 
in the technology of electro-physiology 
now make it possible to study these con- 
cepts more directly. Contemporary be- 
havior therapy is thus better regarded 
not only as an outcome of Pavlov’s tech- 
nique of conditioning but also of his 
more enduring, and possibly more sig- 
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nificant, emphasis on the philosophy and 
general methodology of the behavioral 
scientist. 

In the second place, even when be- 
havior therapies do make direct use of 
various conditioning techniques, their 
antecedents are those of American 
rather than Pavlovian learning theory. 
For the Pavlovian, conditioning is the 
result of an associative process brought 
about by mere contiguity of stimuli, the 
ingeniously simple notion of food as a 
reinforcer is the contribution largely of 
American behavioristic psychology. lt 
is within this setting of the various drive 
and reinforcement schools of avoidance 
and reward conditioning that much of 
present-day behavior therapies have 
their origin. 

2. Behavior therapy is not effective 
in removing or ameliorating presenting 
symptoms. Since behavior therapies have 
as yet received little scientific evaluation 
of any description, it is difficult to see 
how such a claim either can be substan- 
tiated or refuted with much conviction. 
Such evidence as there is remains equiv- 
ocal. Lazarus? reports that 13 out of 
18 subjects had their phobias removed 
by behavior therapy as compared with 
two out of 15 treated by conventional 
therapy. Wolpe ?* claims a 90 per cent 
recovery rate for neurotic disorders, à 
figure which falls only to 75 per cent 
even when those patients who dropped 
out are excluded. (But there are many 
contaminating features which make 
evaluation of Wolpe’s successes diffi- 
cult. These features were well recognized 
by Wolpe. For instance, there is the 
fact that he himself assessed degree of 
improvement in his patients.) Cooper * 
attempted to evaluate the results of be- 
havior therapy in 16 neurotic patients 
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individually matched with control sub- 
jects treated by other methods. As far 
as symptoms were concerned, behavior 
therapy was shown to be strikingly more 
effective, but only in the case of the 10 
phobic patients among the group. With 
respect to overall improvement the two 
groups were virtually the same. 

3. Behavior therapy focuses on the 

symptom at the expense of the under- 
lying pathology. Speculation about the 
effects of behavior therapy on so-called 
"deep" causes of neuroses when the 
existence of these causes remains ques- 
tionable would appear to be premature. 
Even if it be assumed that the present 
symptom owes its origin to some past 
trauma, it need follow neither that this 
trauma is of direct concern to the sub- 
ject in the present nor that focusing 
attention upon the original traumatic 
situation inevitably must bring about the 
elimination of the present symptom. 
There is thus justification for concen- 
trating on what is of concern, namely 
the symptom. It may be that it is not the 
original and long past trauma which is 
still causing the symptom, but the pres- 
ent and persisting symptom which is 
bringing about the emotional disturb- 
ance. 
4, Behavior therapy is only success- 
ful with simple or monosymptomatic 
problems, such as the phobias. This 
assumption also would appear to be 
premature and at variance with the con- 
clusions from the one study which has 
set out to explore this issue.'^ On the 
other hand, Cooper * incidentally notes 
that behavior therapy apparently was 
most effective for phobic patients. 

5. Anybody can set up a behavior 
therapy program; it requires little spe- 
cialized knowledge. Behavior therapy 
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can be exceedingly intricate, and it re- 
quires, at least in the design of the ap- 
propriate therapeutic regimen, an ex- 
tensive knowledge of learning theory 
and scientific method. No individual 
program should be outlined without first 
making an intensive analysis of the spe- 
cific S-R relationships involved in that 
particular case. It is also essential that 
the person actually carrying out the 
daily procedures adhere to the precise 
requirements of the design. 

Nowhere is the consequence of ignor- 
ing these dicta more apparent than in 
the conditioned aversion treatment of 
the alcoholic. Backward conditioning 
(in which the US precedes the CS), 
ancillary tranquilization and variable 
CS-US intervals all have been utilized 
at one time or another despite the well 
established fact that all of these impair 
the conditioning process.? There is also 
a tendency to delegate the precise de- 
tails of the everyday stimulus-timing 
relationships to subordinate personnel 
without ensuring that the procedures 
are carried out exactly as advocated. 

6. Symptomatic treatment alone fre- 
quently results in the substitution of a 
different symptom. Freudian theory may 
predict that a mere removal of one 
Symptom tends to be followed by the 
generation of another; no such predic- 
tion follows from any known theory of 
learning. Indeed, while there is no evi- 
dence in the literature to substantiate 
this theory of symptom substitution, 
there is an increasing failure to report 
Such an occurrence. For example, 
Cooper * reported no evidence of symp- 
tom substitution whatsoever; those who 
relapsed merely had a return to their 
previous symptom—a finding entirely 
consistent with learning theory. 
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7. The differences between psyci 
dynamic and learning theory schools @ 
thought are essentially semantic and 
therefore resolvable. Many workers have 
attempted such a synthesis and tried to 
develop therapeutic techniques which 
utilize both systems (e.g., 1, 5, 11). In 
the present writer's opinion, such exer- 
cises in translation succeed merely in 
carrying over the confusions of one sys= 
tem into the other. Behavior therapy 
should be regarded not as one specific 
alternative to psychodynamic psycho- 
therapy which may or may not have 
points of contact and areas of similarity, 
but as a generic name for a totally dif- - 
ferent orientation and a totally different ^ 
methodological approach covering @ 
wide range of possible techniques. It is; 
therefore, not possible to attempt à 
meaningful bridge between psychoana- 
lytic psychotherapy, which pertains to a 
specific orientation and a specific tech- 
nique, and behavior therapies, which 
pertain to a totally different orientation - 
but not to any specific technique. 

If it is desired to retain the verbal 
framework of psychotherapy, perhaps - 
because of a recognition of the present ~ 
limitations of physiological and behav- 
ioral therapies, a better approach might 
be to attempt not a synthesis but a total 
reformulation of psychotherapy in learn 
ing theory terms. In terms of Pavlov's 
theory of the "second signal system," 
verbal stimuli may be substituted for 
physical stimuli in the conditioned reflex 
arc and "psychotherapy" may be con- 
ceptualized entirely within a behavioral 
framework. 

8. Behavior therapy is unethical and. 
denies the patient free choice. Condi- 
tioning therapies are regarded by many 
Psychotherapists as mechanistic forms 
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of treatment in which a solution is im- 
posed upon the patient by the therapist; 
this is contrasted with the more con- 
ventional forms of psychotherapy, in 
which it is claimed that the aim is solely 
to free the patient from so-called psychic 
encumbrances, to give him insight and 
then to permit him to arrive at his own 
solution. An examination of these two 
apparently opposing goals, too detailed 
to be conducted here, suggests that the 
divergence is not as great as it might 
appear at first. It is indeed an illusion 
to assume that such a thing as totally 
non-directive therapy can exist as long 
as the therapist is present in some shape 
or form. While it may well be true that 
behavior and conditioning therapies are 
somewhat more directed than the psy- 
chotherapeutic varieties, it does not fol- 
low that this is, of necessity, undesir- 
able. In many fields of medicine, as 
Stewart and Winokur? point out, the 
treating physician has to accept the re- 
sponsibility of knowing what is best for 
his patient. Should this savor of omni- 
potence, the behavior therapist has the 
added advantage over his less directive 
psychodynamic counterpart of usually 
being able to debate directly with his 
patient (or anyone else concerned, for 
that matter) the pros and cons of the 
specific treatment and its goals, precisely 
how he intends to change the specific 
symptoms or personality structure and 
why, in his opinion, this is desirable. 


PRESENT STATUS 

The misconceptions of the behavior 
therapists stem more from their over- 
enthusiasm than from anything else. As 
yet, formal training facilities do not 
exist, and most behavior therapists have 
had to pick up their Various techniques 
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as best they can. Systematic attempts to 
evaluate the current successes of behav- 
ior therapy must therefore be assessed 
with these limitations in mind. It is not 
yet known with certainty how effective 
behavior therapy is, nor for whom and 
when it should be tried. It remains to 
be demonstrated that behavior therapy 
is shorter than conventional psycho- 
therapy and that the remission rate is 
lower. It is not yet established which 
learning theory model is the most help- 
ful. The tendency to emphasize so-called 
modern learning theory may be at the 
expense of overlooking well established 
Pavlovian concepts. 

Learning theory, at least of the S-R 
variety, may itself be inadequate to ac- 
count for all aspects of learning. It is 
possible that quite new theories will 
emerge, perhaps based on a principle 
other than that of the traditional S-R 
model. The Brelands 3, for example, 
after a decade of animal training de- 
voted to the optimistic belief that the 
principles derived from the laboratory 
could be applied to the extensive con- 
trol of behavior outside the laboratory, 
confessed that, quite inexplicably in 
terms of any known theory of learn- 
ing, their animals sometimes reverted 
to a pre-conditioning behavior pattern. 
Whether this implies a definite weakness 
in underlying philosophy, or merely that 
the techniques and theory employed re- 
quire revision, must remain an open 
question but one which no learning the- 
orist can afford to ignore. 

There also is the very pre stical prob- 
lem of motivation and voluntary rein- 


‘forcement. For example, Voegtlin et 


al. have shown that periodic reinforce- 
ment is advisable if a conditioned aver- 
sion to alcohol is to be maintained. But 
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patients who readily submit to condi- 
tioning therapy when the need is acute 
are far less likely to submit to noxious 
reinforcement procedures after some pe- 
riod of successful abstinence. So their 
motivation to seck reinforcement dimin- 
ishes and may not return until positive 
associations with drinking have built up 
to a level at which alcoholism again be- 
comes a problem. 

Also unresolved is the question of 
how to initiate in the first instance the 
response which it is then hoped to 
modify by behavior therapy techniques. 
For example, operant conditioning pro- 
cedures, although highly effective in 
Strengthening or maintaining behavior 
which already has been brought into 
existence, are far less effective in the 
initiation of the desired new behavior. 
Perhaps modeling theory will provide 
the necessary supplement. Or maybe the 
remedy will arise out of some aspect of 
“imprinting” or current theories of curi- 
osity and exploratory behavior.? 

On the other hand, behavior therapy 
does appear to offer a number of actual 
or potential advantages over its more 
dynamic counterparts. Apart from the 
possibilities of its being more effective, 
it usually is more goal directed and per- 
haps requires a shorter number of ther- 
apy hours. The possibility of developing 
group behavior therapy techniques is 
particularly exciting (e.g, 9, 10). Un- 
like much of psychoanalytically orien- 
tated therapy, a behavior therapy pro- 
gram need not be restricted to the more 
Sophisticated members of society. It 
usually can be adapted to meet the 
needs of those who are intellectually, 
emotionally or culturally at a disadvan- 
tage or whose knowledge of the thera- 
pist’s language is limited, For such rea- 


BEHAVIOR THERAPY 


sons behavior therapy may be readily 
applicable to children. 

The procedures and objectives of be- 
havior therapy do not need to be dis- 
guised, and “insight,” although conceiv- 
ably an asset in many situations, is by 
no means a prerequisite for successful 
treatment. Furthermore, there is much 
less need to select patients in terms of 
those the therapist “feels most comfort- 
able with,” and there is little place for 
the intricacies of the transference rela- 
tionship. Such factors are largely irrele- 
vant in selecting the person who actually 
carries out the therapy. Since the key 
to treatment lies in the controlled modi- 
fication of the program in accordance 
with an objective evaluation of behavior 
change as the treatment process pro- 
ceeds, the subjective interpretation of 
symptoms in terms of the therapist's 
own particular orientation becomes un- 
necessary. The strength of behavior 
therapy lies not so much in its demon- 
Strated successes as in the fact that the 
principles involved can be deduced from 
learning theory, examined in the labora- 
tory and subjected to controlled clinical 
test. 


CONCLUSIONS 


Psychodynamically oriented forms of 
Psychotherapy have been increasingly 
used for more than half a century; it 
would be rash indeed to suggest that 
they be abandoned in favor of new 
techniques which have been used but 
little and which remain, as yet, largely 
unvalidated. Nevertheless, in view of the 
shortage of psychotherapists, the in- 
Creasing need for therapy, the time con- 
suming nature of most forms of psycho- 
therapy and the persisting lack of 
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demonstrated effectiveness of the more 
complex forms of dynamic therapy, it 
seems equally rash to overlook any 
promising new avenues. 

Probably the most striking alterna- 


tives, or perhaps supplements, to dy-- 


namic psychotherapy stem from ad- 
vances in the area of clinical 
psychopharmacology. In this exciting 
approach the psychologists immediate 
role is rightly confined to that of re- 
search and evaluation under the leader- 
ship of the psychiatrist and the pharma- 
cologist. 

In contrast, behavior therapies offer 
the psychologist an opportunity to make 
a unique contribution based on his train- 
ing in the techniques of the behavioral 
sciences and the methodology of the 
learning theorist. Such a contribution 
would enable clinical psychology to 
flourish as an independent applied sci- 
ence with an identity of its own rather 
than, as at present, an increasing Over- 
lap with the image and perhaps rightful 
domain of the psychiatrist. This conceiv- 
ably could bring about a rapprochement 
between clinical psychologist and psy- 
chiatrist, to the mutual advantage of 
both. The routine procedures of the be- 
havior therapy in use possibly could be 
carried out by a technician. The psy- 
chiatrist, ultimately responsible for all 
aspects of the case as far as they affect 
the welfare of the patient, would then bc 
more free to concentrate on formulating 
and directing the overall treatment pro- 
gram. 
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USE OF THE VINELAND SOCIAL MATURITY SCALE 
FOR EVALUATING PROGRESS OF PSYCHOTIC 
CHILDREN IN A THERAPEUTIC NURSERY SCHOOL 


CLARK E. ALLEN ** and LAURA C. TOOMEY, Ph.D.t 


Employed in a “half-way house" treatment program for very young Me 
children, the Vineland Scale appears uniquely promising as nearer 
enhancing prognostic selection, i.e. for evaluating a given child pero ema 
potential. Preliminary results in terms of individual item comparisons anc p ; 
sible Social Quotient cutting scores are reported for six "promoted any b 
"non-promoted" four-year-olds. The implication of these findings for a nursery 
school treatment program is considered. 


children, including a  five-morning-a- 
week nursery group. Here two or three 
teachers (sometimes assisted by a vol- 


N A PAPER now being prepared for pub- 
| lication, Bucknam # reports in detail 
on a unique program for the treatment 


of young psychotic children at the Insti- 
tute of Living, Children’s Clinic, This 
report will offer a brief outline of that 
treatment plan and then go on to con- 
sider more specifically the research and 
measurement problems inherent in the 
evaluation of such a program, particu- 
larly the contribution of Doll’s Vineland 
Social Maturity Scale. 

For several years the Institute of 
Living, Children’s Clinic, has had a 
treatment program for young psychotic 

hoe 
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unteer) work with a group of severely 
disturbed pre-school-age children. The 
treatment program also includes indi- 
vidual therapy for the child and case- 
work therapy for the mother and some- 
times for the father. 

Many of these children have improved 
appreciably, often enough to be con- 
sidered ready for at least a trial in public 
school kindergarten, a church pre-school 
group, or other “normal” school settings. 
Experience soon revealed, however, that 
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although these children might function 
fairly adequately in the small, protec- 
tive, relatively undemanding therapeutic 
group, they were likely to have consider- 
able difficulty in the large, active, de- 
manding regular school group. Indeed, 
they often regressed for a time, ap- 
peared sicker than they had in the treat- 
ment setting, and ultimately presented 
themselves as so peculiar, uncontrolled 
or retarded as to make their presence in 
the normal setting intolerable to teachers 
or to other children’s parents. 

In order to help prepare the improved 
children for a non-clinic school setting, 
in 1961 a “normal” nursery group was 
added to the Children’s Clinic program 
to serve as a “half-way house” for con- 
valescent children. Composed of about a 
dozen carefully screened boys and girls 
of preschool age (three and four), this 
group provided experiences for the con- 
valescent child which were a logical ex- 
tension of his treatment; namely, an op- 
portunity to learn to relate and function 
in a normal setting that still was smaller 
than a public school class and where he 
had the advantage of trained adult sup- 
port and considerable individual atten- 
tion. (This paper, however, is not pri- 
marily concerned with this form of 
treatment, qua treatment. Rather it is the 
intent here to discuss the unique contri- 
bution of Doll’s Vineland Scale*:* to the 
solution of an especially thorny research 
problem which arose in the context of 
this “half-way house” setting.) j 

From the outset of the program it was 
felt that a logical focal point for research 
interest and effort was the period of the 
disturbed child's transition to the “nor- 
mal" nursery group. The decision to thus 
“promote” a particular child had been 
made traditionally on the basis of the 
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staff’s clinical impressions of the child's 
readiness. By and large, promotion typi- 
cally resulted in the hoped-for continua- 
tion of progress on the child's part. That 
is, from the inception of the project, ef- 
fective promotional “norms” had in fact 
been employed. What was problematic, 
therefore, was not the act of promotion 
so much as finding a means for “trans- 
lating” those clinical hunches into spe- 
cific propositions which then could be 
refined, categorized and eventually 
passed on to others in a more or less 
“distilled” and unequivocal form. 

With this goal in mind numerous 
standardized psychological scales were 
considered. Many seemed promising at 
first blush, but the majority were dis- 
carded for one of two reasons. First, 
most of the readily available standard- 
ized devices demanded an impossibly 
high degree of cooperation from chil- 
dren who were too young and too dis- 
turbed to “hold still long enough” to be 
measured. (Goldfarb’s techniques * were 
examined with special interest, but those 
also fell by the wayside because our chil- 
dren, who were considerably younger 
than those studied at the Ittleson Cen- 
ter, would not respond.) Second, of those 
scales which in fact could be adminis- 
tered, most failed in the final analysis 
to discriminate between promoted and 
non-promoted children. 

Only the Vineland Scale continued to 
hold out lasting promise. As an easily 
scored rating scale, requiring no exam- 
iner-child cooperation, it had custom- 
arily been filled out on the new child’s 
arrival, and at intervals thereafter. More- 
over, even the earliest work (cited be- 
low) suggested that the derived Social 
Age scores did, in fact, offer a rough 
but reliable set of cut-off points which 
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TABLE 1 


SEQUENTIAL ITEM COMPARISON FoR PROMOTED vs. NONPROMOTED CHILDREN 
MATCHED For CHRONOLOGICAL AGE 


Percent Passing ** 


Months T 

Item # Vineland Caption Category * of S.A. P1 NE 
16 Does not drool SHE 100 83 
17 Follows simple instr. [e 12 100 75 
18 Walks about room L 100 100 
19 Marks with pencil (0) 100 100 
20 Masticates food SHE 100 100 
21 Pulls off socks SHD 100 83 
22 Transfers objects o 100 100 
23 Overcomes obstacles SHG 100 83 
24 Fetches objects o 100 42 
25 Drinks from cup SHE 100 100 
26 Gives up carriage SHG 18 100 100 
27 Plays with other children S 100 25 
28 Eats with spoon SHE 100 92 
29 Goes about house L 100 67 
30 Discrim, edible subst. SHE 100 58 
31 Names familiar obj, E 92 25 
32 ... Upstairs unassisted L 100 93 
33 Unwraps candy SHE 100 58 
34 Talks—short sentences [e 24 67 0 
35 Asks to go to toilet SHG 75 25 
36 Initiates play activities oO 100 58 
37 Removes coat or dress SHD 83 33 
38 Eats with fork SHE 83 0 
39 Drinks unassisted SHE 100 2 
40 Dries own hands SHD 92 0 
41 Avoids simple hazards SHG 83 33 
42 Puts on coat unaided SHD 67 18 
43 Cuts with scissors [e] 50 0 
44 Relates experiences C 36 E 0 
45 D'stairs 1 step/tread L ; 42 42 
46 Coop. play at k’gn level S 0 0 
47 Buttons coat or dress SHD 33 0 
48 Helps . . . household tasks oO 67 0 
49 “Performs” for others S 0 
50 Washes hands unaided SHD 7 
51 Cares for self at toilet SHG i Fi 0 
52 Washes face unassisted SHD Ju 
53 Goes about neighborhood L u à 
54 Dresses . . . except tying SHD Be : 
55 Draws, pencil, or crayon o 2 / 
56 Plays . . . exercise games S d i 
57 Uses skates, sleds, wagon ro ^ s 
58 Prints simple words 9 9 n 
a His - +. table games S Q t 

rusted with money SD 0 0 


S 
Self (due. D DUKE TIN GR Sel Help Eating; SHD- Self Help Dressing; SD— 
** For computation Purposes: “4” — eon EE, emt: S—Socialization. 


t "P"—Promoted Children (N=6); "NP"—Nonpromoted oue (N=6). 
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distinguished. promoted from non-pro- 
moted children (using staff consensus 
as the independent criterion). 

However, due to the limited number 
of disturbed children available for study, 
it was not possible until recently to go 
further with an appropriately systematic 
and controlled exploration of the Vine- 
land's potential. The details of this ex- 
ploration constitute the following com- 
parative study. 


METHOD 

Well known and well standardized, the 
Vineland Scale assesses the degree "to 
which children show a progressive ca- 
pacity for looking after themselves and 
for participating in activities which lead 
to ultimate independence as adults.” 3 
The Scale appraises behavior in the fol- 
lowing areas: self-help, self-direction, 
locomotion, occupation, communication, 
and social relations. Scoring is done by 
an examiner on the basis of information 
given about the child by an adult in- 
formant, such as a parent. 

In this clinic, Vinelands usually had 
been scored by the intake caseworker 
during the diagnostic work-up of the 
nursery candidate. Failing this, the scale 
typically was scored by one of the au- 
thors on the basis of intake history in- 
formation as soon as possible after diag- 
nosis had begun. Subsequent Vinelands 
were done after the child had entered the 
group by one or both of the authors in 
consultation with the nursery teachers 
on the basis of their observations to- 
gether with information reported by the 
mother in her casework interviews. 

During the school year, 1961-1962, 
a systematic perusal of the Vinelands 
done on all the disturbed children in 
both groups suggested a “cut-off” So- 
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cial Age of 3-0 as indicative of suita- 
bility for inclusion in one group or the 
other. That is, irrespective of their chron- 
ological age, promoted children scored 
3-0 or over in Social Age. Non-pro- 
moted children scored below three years. 

During 1962—1963, Vinelands usually 
were done at the time promotion was 
planned. In general the results were con- 
sistent: children thought ready for pro- 
motion (on the basis of the gradually 
developing descriptive criteria) had 
Social Age scores of at least 3-0; chil- 
dren who were not considered for pro- 
motion had lower Social Age scores. 

During the year 1963-1964, while 
continuing to use the Vineland as a quan- 
titative assessment technique for in- 
dividual children, it was decided to at- 
tempt the following more detailed 
analysis of the score patterns. Promoted 
and non-promoted children were to be 
compared to take advantage of the quali- 
tative information available therein. 

In order to make the comparison on 
individual items more meaningful, chron- 
ological age was held approximately 
constant for this analysis. A number of 
completed Vinelands were available at 
chronological age 4-5 to 4-8, including 
four promoted and two non-promoted 
children (scored by LCT). (*Non-pro- 
moted” here means not only not pro- 
moted at time of scoring, but never pro- 
moted to the normal group, even at a 
later date. For the most part, promotion, 
if it is to occur at all, takes place by the 
time the child is four and a half.) 
Six more Vinelands then were scored (by 
CEA), including one promoted and one 
non-promoted child, ages 4-7 and 4-5 
respectively, currently in the groups, and 
four non-promoted children from pre- 
vious years, whose records were scored 
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retrospectively from social workers’, 
teachers’ and therapists’ notes. Where 
retrospective scoring proved necessary 
to complete the sample, the chron- 
ological age for which the records were 
scored was that age closest to 4—6, for 
which sufficiently complete behavioral 
data had been recorded. 


RESULTS 


The results of the analysis are shown 
in TABLES 1 and 2. TABLE 1 presents 
the items in the sequence in which they 
appear on the Vineland form, i.e., in 
order of increasing “difficulty” (for the 
average child) or maturity and indicates 
the percentage of children in each group 
who passed that item. Further, this table 
includes the entire range for each group 
from the earliest “fail” to the most ad- 
vanced “pass.” TABLE 2 summarizes the 
results for individual children. 

Before considering these results, the 
reader is reminded that despite the ap- 
parent clarity and consistency with 
which the Vineland Scale permitted a 
separation of the groups in terms of so- 
cial maturity, the N’s in each case were 
small indeed, largely because of the ne- 
cessity for chronological age matching. 
As mentioned before, these conclusions 
represent comparison of groups of only 
Six children in each group, and therefore 
are not meant to be statistically elegant. 


THE PROMOTED CHILD 


j At four and one half years chronolog- 
ical age, the Promoted child achieves 
a Social Age ranging from roughly three 
to four years. This age score, in turn 
yields a Social Quotient which ranges 
from 60 to 80, More Specifically, in 
terms of item sequence the average pro- 
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moted child succeeds on all items 
(achieves a “basal” level) up to a cut-off 
point that typically occurs at about two 
years, six months of social age. Further, 
the “ceiling” item (the highest item 
passed) for the promoted child may well 
occur at a Social Age commensurate 
with, or even above, his chronological 
age, i.e., four and a half years. 

Considering the typical VSMS profile 
sequentially (from lowest to highest 
numbered item), one discovers that the 
earliest failure tends to occur on the 
“Communication” item (34) tapping 
the ability to speak in short sentences. 
This failure hallmarks his later failure 
trend: a lag in the capacity for (or exer- 
cise of) interpersonal communication 
skills. This becomes especially evident 
as one follows the sequence upward and 
discovers that virtually no promoted 
child "relates" his experiences verbally 
to adults or peers (44) despite the fact 
that he demonstrates perceptual-motor 
and organization skills which are devel- 
opmentally more advanced e.g., "help- 
ing at little household tasks" (48), 
"helping himself at the toilet" (51) and 
drawing recognizable shapes with pencil 
or crayon (55). 

As a further testimony to the under- 
lying pattern of interpersonal alienation 
in even the highest scoring of the pro- 
moted children (those developmentally 
most advanced otherwise), the promoted 
child may well be able to succeed on 
other higher level items, but he is none- 
theless characteristically unable to play 
cooperatively with his age peers (46) 
and rarely, if ever, proves willing to 
"open" himself to others to the extent 
of “performing” or “showing-off” (49) 
in an imaginative manner. 

In summary, the promoted child, ac- 
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cording to his scores on the VSMS, 
seems able to achieve at almost an age- 
appropriate level in areas where only 
performance of perceptual-motor rou- 
tine is called for. Thus, he is able to help 
himself substantially in regulating and 
attending to bodily functions such as 
eating, dressing, locomotion and toilet- 
ing. Nevertheless, in the crucial item 
range between basal and ceiling (from 
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Social Age score in turn yields a quo- 
tient which hovers at about 40 and 
which rarely exceeds 45. In terms of 
item sequence on the Vineland Scale, 
the average non-promoted child earns 
full credit on all items (achieves a 
“basal” level) up to a cut-off point that 
typically occurs at about one year, six 
months Social Age. Further, the ceiling 
item for the non-promoted child charac- 


TABLE 2 
SUMMARY OF VINELAND PERFORMANCE FOR PROMOTED AND NON-PROMOTED GROUPS 


Promoted Children 


Sı S: S: S. Ss So 
CA’ 4-7 4-6 4-8 4-7 4-1 4-7 
SA ** 2-10 3-3 3-8 2-11 40 3-7 
SQt 62 73 79 64 87 78 
Mean CA= 4-7 
Mean SA = 3-5 SD., = 5.02 (Months) 
Mean SQ= 74 SDa = 8.71 

i Non-Promoted Children 

S Ss So Sio Su Siz 
CA 4-8 4-5 4-8 4-8 4-5 4-3 
SA 1-8 1-9 1-11 1-11 1-10 1-10 
SQ 36 39 42 41 42 43 
Mean CA = 4-6 
Mean SA = 1-10 SDs. = 1.08 (Months) 
Mean SQ= 41 SD, = 2.42 


* CA: Chronological Age 
** SA: Social Age 
t SQ: Social Quotient 


two and a half to four and a half years 
Social Age), it is his social estrange- 
ment (his unwillingness to acknowledge 
that he is “one among others"), that 
renders his profile characteristically 
deviant. 


THE NON-PROMOTED CHILD 

By contrast to the promoted child, the 
typical non-promoted child at four and 
a half years of chronological age 
achieves a Social Age score ranging from 
about one and a half to two years. This 


teristically falls well below his chrono- 
logical age of four and a half, usually 
occurring in the relatively narrow score 
band between extremes of two and a 
half and three years Social Age. 
Considering the profile sequentially 
for the typical non-promoted child, the 
earliest failure tends to occur on item 
24, “... fetches or carries familiar ob- 
jects.” It is to be noted that success with 
this item requires a rudimentary level of 
social cooperation and communication 
skills. Unlike the promoted child, how- 
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ever, whose earliest failures imply a lag 
in active communication (e.g., 34, “.. . 
talks in short sentences.”) the non-pro- 
moted child apparently fails even as the 
passive recipient of simple words and 
gestures. (Of course, the question of 
“understanding” is moot here, but at 
least it is evident that the non-promoted 
child fails to respond with appropriate 
action.) Thus, as in the case of the 
promoted child, the tenor of the non- 
promoted child's failure pattern is "set" 
by this early socialization-communica- 
tion failure. 

Progressing upward along the scale, 
one discovers that the non-promoted 
child like his promoted counterpart earns 
most of his credits for items in the *Lo- 
comotion" and "Self-Help" categories. 
For example, he passes items such as 
". . . walks upstairs unassisted” (32) 
and “. . . unwraps candy” (33), occur- 
ring in the Social Age “region” of about 
One year, ten months. Unlike his pro- 
moted counterpart, however, the non- 
promoted child typically is incapable of 
“parallel play” (27), and does not “. . . 
name objects” (31) or indicate toilet 
needs (35). Moreover, suggestive of his 
more generally depressed scores (in con- 
trast to the promoted child who may 
achieve success on some items at a level 
appropriate for his chronological age), 
the non-promoted child of the same 
chronological age rarely earns credit on 
any item above the two-and-a-half-year 
level, as cited above. 

To summarize, it is instructive to note 
that the highest single item passed by 
any non-promot-d child is 45, *. . , 
walks downstairs one step per tread,” an 
item primarily tapping motor compe- 
tence. The non-promoted child, then, 
bears the following resemblance to the 
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promoted child in items of Vineland 
scores. He, too, attains his highest suc- 
cesses in the performance of routine 
perceptual-motor tasks (“locomotion,” 
“self-help, eating,” etc.). Likewise, he 
too performs most poorly when commu- 
nicative social interaction is called for 
(“communication,” “socialization”). In 
the main then, according to the VSMS 
categories, his pattern of success and 
failure resembles that of the promoted 
child’s. But, if such profile analysis re- 
veals that a common pattern of deviation 
is present, it is equally apparent, at least 
in terms of social growth, that the non- 
promoted child evidences far more pro- 
found social retardation overall. 


DISCUSSION 


The contrasts between the two groups 
of disturbed children throw into sharper 
focus the rationale of the “half-way 
house" nursery program and at the same 
time demonstrate the utility of employ- 
ing the Vineland Social Maturity Scale 
in conjunction with such a program. 

In the “treatment” group, the empha- 
sis is largely on training in basic, cul- 
turally approved—in fact, demanded— 
behavior, such as eliminating in the 
toilet, moving about a house or yard in- 
dependently and safely, eating, accept- 
ing routines and following authorities’ 
directions. Work along the lines of so- 
cialization and communication, espe- 
cially with peers, necessarily is limited 
since all the children in the group are 
more or less withdrawn. 

By the time the child is considered 
ready for promotion, however, he must 
have mastered the basic “self-help” and 
“locomotion” skills. In addition, he typi- 
cally has begun to stand out from his 
fellows in terms of his “socialization” 
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and "occupation." But he is limited by 
the limitations of the group. 

In the normal group our impression 
has been that without exception the pro- 
moted child exhibits a distinct resump- 
tion of progress. That is, he continues to 
capitalize on a capacity for social growth 
which is well in advance of his non- 
promoted peer. Overall, children who 
are promoted show increasing evidence 
of interest in others, begin to use more 
communicative speech, make use of at 
least some new and more advanced play 
material, show greater control of anger, 
and typically consolidate toilet training 
—all to a degree that is judged by teach- 
ers to be within acceptable limits for a 
nursery school group. In short, when, in 
the treatment group, a potentially pro- 
motable child seems to have reached a 
plateau, once “promoted” and settled in 
the “normal” group (a process that may 
take two or three weeks) he again begins 
to move upward in the quest for social 
skills. 

Specifically, in Vineland terms, the 
promoted child continues his progress in 
“self-help,” spurred on to some extent 
by the fact that everyone around him is 
doffing and donning his own coat, wash- 
ing and drying his own hands and so on. 
But even more noticeable is the increase 
in personal interaction (“socialization” 
and *communication") between the pro- 
moted child and his peers. It is clear 
that the main value of the normal group 
association lies in making a "social ani- 
mal," rather than a merely domesticated 
one, of the disturbed child. It has been 
the unique contribution of the Vineland 
Scale then to furnish specific and testable 
norms facilitating not only the crucial 
decision to “promote,” but *follow up" 
of the child's progress as well. 
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SUMMARY 


This article reports on the utility of 
Doll’s “Vineland Social Maturity Scale" 
as a method for establishing communi- 
cable “promotional” criteria as well 
as more general social-developmental 
norms in two groups of psychotic pre- 
school children. These children have 
been treated in a unique “half-way 
house” nursery school program. The de- 
gree of disturbance of children in ques- 
tion typically has militated against the 
use of more common psychological 
measuring devices and has forced the 
use of techniques requiring a minimum 
of examiner-child interaction. As an ob- 
servational rating scale which offers a 
well-standardized framework for assess- 
ing developmental characteristics the 
Vineland Scale has proven especially 
helpful. The extent to which the scale 
distinguishes between “promoted” and 
*non-promoted" children (so grouped 
on the basis of independent criteria) is 
discussed in terms of a detailed item by 
item comparison of two such groups 
matched for chronological age. The im- 
plications of these results for such a 
nursery school treatment program are 
considered. 
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DAY TREATMENT CENTER AND SCHOOL: 


SEVEN YEARS EXPERIENCE" 
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RENEE REENS, M.A., RUTH RONALL, M.S.S.c. 
Children's Day Treatment Center and School, New York City ** 


The effectiveness of day treatment, with school integrated into the treatment 


plan, for psychiatrically ill children, is 


assessed and found to have a valid 


place in the gap between child guidance clinics and residential centers. 
Clinical outcome depends on diagnosis, therapeutic responsiveness, family 
dynamics, socio-cultural factors, and educational potential. 


AY TREATMENT WAS first proposed 
D in the 1950s as a service for men- 
tally ill adults. Since that time it has be- 
come an accepted part of the spectrum 
of services of increasing intensity and 
cost from out-patient to day treatment 
to residential treatment. Comparable 
Services for children are being developed 
in various parts of the country. 

The Children's Day Treatment Cen- 
ter and School (formerly Godmothers" 
League) was established in New York 
City in 1956 as a facility for children 
who needed more than out-patient child 
guidance treatment. Publications on the 
subject of day treatment for children, in- 
cluding our own,! describe newly organ- 
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ized services, their rationale, philosophy 
and early results; Evaluation of day 
treatment over a longer period has not 
yet been communicated; the present 
paper will report on seven years’ ex- 
perience. 

The Children's Day Treatment Cen- 
ter and School serves children who re- 
quire more therapeutic intervention in 
their lives than can be offered by either 
child guidance, a school for disturbed 
children or by the combination of both. 
Before the existence of day treatment 
such children had to be referred to resi- 
dential centers. Often this did not pre- 
sent a desirable course of action because 
of the scarcity of residential centers, the 
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high cost of such services or parental re- 
luctance to separating from the child. 
Other factors might have been that the 
child's illness was not severe enough to 
warrant a residential plan and that the 
plan had limited effectiveness in interven- 
ing in the pathological home, to which 
the patient ultimately would return. 
The Center offers a three-year pro- 
gram of combined psychiatrie, psycho- 
logical and casework services and spe- 
cial education to children who have been 
excluded from school because of mala- 
daptive behavior during first and second 
grades. Treatment of the parents is an 
essential part of this program. After the 
child graduates from our three-year 
school, he and his parents remain in 
after-care treatment for a year. Consul- 
tation services are available to the family 
for five years thereafter. Children are in 
classes of five to six to a teacher. An 
after-school recreational program is pro- 
vided for certain children. Each parent 
is in individual and/or in group treat- 
ment. The program operates five days a 
week, 11 months a year, with summer 
camp plans being made by the Center. 
The program is affiliated with the Board 
of Education of the City of New York. 
The School is an integral part of the 
therapeutic program. The program is 
supported by philanthropic and govern- 
ment funds. Fees are on a sliding scale 
according to income and range from $10 
a month to $7,500 a year, the full cost 
of care per child. Actually, most fees 
are in the lowest range and Very few 
even approach the middle range. a 
Day treatment as practiced by this 
Center is an intensive program of inter- 
vention in the life of the emotionally 
disturbed child at an age when the child 
leaves the exclusivity of the home to 
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enter school. This intensive plan is predi- 
cated upon the expectation that after 
completion of treatment the family will 
be self-sustaining and the child will be 
able to graduate back into the stream of 
community education. A set of selection 
criteria has evolved from the transla- 
tion of this objective into practice. Some 
of the criteria are absolute and hence 
simple to apply. Some are flexible and 
yielding to combinations of factors and 
to the dominant scientific interests of our 
staff. It is upon our selective skills that 
we must depend for attainment of our 
operational goal (the child's return to the 
community schools). We cannot delude 
ourselves with the hope of remedying all 
manner of psychiatric illness in a three- 
year period. 


INTAKE CRITERIA 

Our absolute or “hard” criteria provide 
uniformity with respect to (1) admis- 
sion age five and one-half through seven 
years; (2) child's and parents’ regular 
attendance; (3) parental agreement and 
ability to participate in the treatment 
program, and (4) basic home stability. 

These requirements result in a socio- 
economic selectiveness which we try to 
counteract—with limited success. It is 
the middle-class family that is most 
readily motivated to help the child via 
the means we propose. In the family 
with few siblings younger than our pa- 
tient the mother can most readily fulfill 
her commitment to the program. Hence 
we tend to have more small families. 

Home stability as in intake criterion 
refers to consistency of parents and 
children living together. Children from 
one-parent homes are accepted if that 
parent is consistently available to. the 


child. 
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It is the “soft” or dependent criteria 
on which we focus our selective or intake 
study. These comprise diagnosis, extent 
of illness, available vacancy in our 
school, parental attitudes and parental 
pathology. 

Diagnostic range is wide: childhood 
schizophrenia, psychoses, (also referred 
to as "schizophrenic reaction," and dif- 
ferentiated from schizophrenia because 
the child's ego is intact outside the foci 
of stress), behavior disorders and severe 
neuroses, Some of our children manifest 
diffuse signs of central nervous system 
impairment. However, in these children 
the reactive factor is equally important 
and presumably subject to reversal. 

Excluded are those with primary neu- 
rological disorders, disorders with a rec- 
ognized physical base, and the mentally 
retarded, although in some of our chil- 
dren intellectual deficit and deviation are 
part of the ego defect. 

Extent of illness affects the selection 
of children. Children well enough to 
maintain themselves in the school com- 
munity with "outside" psychiatric help 
and children who cannot speak or who 
are severely autistic are excluded. The 
latter cannot benefit sufficiently from a 
three-year period of therapeutic work to 
fulfill our goal. Criteria applying to the 
type or the severity of the illness are in- 
terdependent. Parental attitudes toward 
the child influence selection. Massive 
maternal rejection or symbiotic tie be- 
tween mother and child are weighed 
against redeeming factors influencing the 
child's chances of improvement in this 
program. Parents’ pathology, of course, 
affects the prognosis for family improve- 
ment and thus enters the selection proc- 
ess. Parents whose illness requires the 
continuation of the child's iilness are a 


DAY TREATMENT CENTER AND SCHOOL 


poor prognostic risk. Our criterien of 
home stability excludes those extreme 
cases where parents wander in and out 
of mental institutions. We have dealt 
with families where both parents are 
psychotic, But in families in which the 
child and both parents are psychotic we 
found our counteractive measures out- 
weighed. The selective process with very 
sick families then becomes one of weigh- 
ing available strengths in child and 
parents. 

Extensive study of child and family is 
necessary before an intake decision is 
reached. In our setting the traditional 
orthopsychiatric team of psychiatrist, 
psychologist, and social worker is joined 
by a member who represents the core 
around which the program is built: the 
teacher. 


TREATMENT PROGRAM 


Every treatment institution of what- 
ever type has a milieu which is subtly or 
obviously conveyed to the patient. We 
have found certain principles to be use- 
ful in creating a “therapeutic climate” 
for the treatment of emotionally dis- 
turbed children: 

1. “I am my brother's keeper." Be- 
cause of the complexity of the program 
and the manifold contacts to which each 
parent and child is exposed, confusion 
can result for the patient, especially the 
child patient, in his interactions. In order 
to clarify and unify staff attitude, the 
total therapeutic prescription for each 
individual patient is known and is ad- 
hered to by the entire staff. 

2. “First-aid” is another principle of 
milieu. In dealing with groups of very 
disturbed children, explosions are the 
rule and not the exception. Special fa- 
cilities such as classroom telephones; 


LA VIETES, COHEN, REENS AND RONALL 163 


and special procedures, such as desig- 
nating staff members for emergencies, 
have been developed. The entire staff 
also has a responsibility to respond to 
signs of difficulty and to be available for 
emergency management. 

3. The crash program. 'There are pe- 
riods, most frequently in the beginning 
of a child's course at CTC, when his 
behavior cannot be contained in group 
and/or individual situations. When our 
usual resources and first-aid measures 
prove inadequate, we are faced with the 
child's prospective state hospitalization 
as the only alternative to our coping 
with his illness. (We know from experi- 
ence that residential treatment centers, 
limited in number, do not welcome chil- 
dren who have not responded to previous 
treatment programs). At this time, we 
employ a crash program in which each 
discipline works with its emergency tools 
to restore equilibrium. After investigat- 
ing the dynamic causes of the child's 
upset in his inter-relationship with par- 
ents, with teachers or with other chil- 
dren, psychiatrists will recommend coun- 
teracting measures. Medication is used in 
doses high enough to be effective in 
controlling destructive behavior and 
anxiety, The child’s school day may be 
cut down temporarily. Social workers 
work with the parents around the crisis, 
etc. As a result of this we have been 
able to help through difficult periods 
children who subsequently have gone 
on to better adaptation. 

The milieu for parents has a very spe- 
cial flavor in day treatment. Parents 
spend much time on the premises and 
are exposed to the total program and the 
entire staff. Grandparents, siblings and 
even baby-sitters also share in the atmos- 
phere. There is a great deal of action 


and interaction outside of scheduled ses- 
sions. From the beginning we have been 
aware of the disadvantages and the po- 
tentialities for good in having so much 
parental interaction with each other and 
with staff. We have made efforts to em- 
phasize and develop the desirable as- 
pects and counteract the undesirable 
ones. 

With our very sick parent body our 
treatment is focused, wherever possible, 
on the healthier components of func- 
tioning in order to pull on available 
strengths. One means by which ego 
strengths are fostered is the Mother’s 
Activity Group. Mothers meet one to 
three mornings a week for the ostensible 
purpose of sewing, painting, doing arts 
and crafts, learning home-making skills, 
and preparing for gainful employment 
when this is desirable. The group is di- 
rected by a worker experienced in group 
work, 

Teacher’s meetings with parents to 
inform them selectively of the child’s 
academic progress are another means of 
de-emphasizing pathology and stressing 
the normal parent-child role in our 
culture. 

The specific treatment program for 
children has evolved into a varied and 
flexible one. Day treatment differs from 
the child guidance clinic where weekly 
psychotherapy is the orthodox treatment. 
The child in a day treatment center is 
related to several adults—to several 
teachers besides his own, social workers 
who treat his parents, psychologists, 
maintenance and reception staff, all in 
addition to his own therapist. With many 
varying personalities to choose from be- 
sides his own therapist, children often 
form the strongest attachment to a staff 
member who is not assigned to the ther- 
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apeutic role, but who is receiving the 
most therapeutically loaded communica- 
tions. Therapists often are unavailable 
at a crucial time and other persons take 
over the "life-space" interview. Another 
feature which differs from the usual 
therapeutic setting is the existence of the 
child's classroom, sometimes a few feet 
away from the play therapy room, exert- 
ing a competitive pull on the child's 
interest. 

The large population of disorganized 
psychotics or acting-out behavior dis- 
orders makes interpretive insight psy- 
chotherapy unsuitable in all but a few 
cases, 

Experience gradually led to the de- 
velopment of a therapy program, which, 
after analysis of the child's therapeutic 
need, called on all the resources of a 
multidisciplinary staff to provide the 
most specific treatment approach avail- 
able. This recognizes the following 
factors: 

1) Variously trained disciplines have 
differing approaches to children which 
can be used to advantage, 2) differing 
personalities of the professional staff are 
particularly suited to treating certain 
kinds of patients and 3) a day treatment 
center with the therapeutic possibilities 
of children's presence a large part of the 
day for several years, with a therapeutic 
group situation in the school itself, and 
with both parents actively involved in 
treatment, has a variety of therapeutic 
means from which to choose. 

For children in open conflict with 
families simultaneous treatment of par- 
ents and child appears preferred at cer- 
tain times. Interpretative insight psycho- 
therapy is used for those children who 
are responsive to it from the beginning 
or who become available to this method 
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of treatment after a period of time. 
Group therapy has been attempted sev- 
eral times but has been of limited value 
because it is generally unsuitable for this 
patient population. 

Because the children remain in their 
homes, treatment of parents is an indis- 
pensible part of our therapeutic task. Of 
94 parents who have been in treatment 
for at least a year, 30 per cent are psy- 
chotic and 24 per cent have severe char- 
acter disorders. The remaining group 
have mild to moderate character disor- 
ders or neurosis. Treatment of these par- 
ents, who are so severely disturbed, 
is geared to the parenting functions as 
well as to their own pathology. 

The multiple interlocking pathology of 
these families, which often suits mutual 
needs, requires that therapeutic inter- 
vention with any family member be inte- 
grated with family strength and vulnera- 
bilities. The goal with parents is to 
improve the parenting function, whether 
it is accomplished by a direct approach to 
this area of the parents' life at one end 
of the scale, or by means of meeting the 
parents' own need for a parent at the 
other end. 

When a mother is unable to fulfill her 
mothering role because her functioning 
is dominated by her own deprivation, a 
supportive relationship is offered so that 
She will be less resentful of the child's 
demands upon her. This would involve 
exploring the mother's relationship with 
her parents and to her husband. 

For the child who is used as a pro- 
jection of parental stress the quickest 
path to a better home may be to focus 
on the marital relationship rather than 
on the child. This, however, may have 
to be balanced against the parental ina- 
bility to give up this projection. 
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In those cases where the parents’ 
pathology leads to good parental func- 
tions we may avoid efforts at insight. 
For example, when a father takes over 
the mothering functioning from his dis- 
abled wife one would not attempt to un- 
cover his unconscious motives in adopt- 
ing this role. 

Interviews with parents are conducted 
in a variety of ways: individual sessions, 
joint sessions, family therapy. One or 
several of these modes are used simul- 
taneously, intermittently or sequentially, 
depending upon the individual and fam- 
ily needs, responses and goals. 


SCHOOL PROGRAM 

In the day treatment program, school 
does in fact constitute the child's day. 
Since the emotionally disturbed child 
spends five to six hours of his daily life 
in the classroom, this experience can 
serve as a vital therapeutic instrument in 
his rehabilitation. 

The children in our program suffer 
from a variety of degrees and symptoms 
of psychiatric disorders which are dra- 
matically demonstrable in the classroom. 
Disoriented, frightened or bewildered or 
wildly destructive in their initial adjust- 
ment, they hide in corners, play all day 
with one toy, run around in circles, es- 
cape from the classroom or building, at- 
tack each other and the teachers and 
throw over furniture. 

Whether over-aggressive, Or non- 
communicative and withdrawn, all of 
these children suffer from tremendous 
anxiety in school. This anxiety often 
takes the form of resistance to learning 
and defiant behavior which made group 
life difficult. 

Confronted with the monumental task 
of re-education and adaptation of these 


very sick children, our staff was faced at 
the outset with a number of questions. 

What kind of atmosphere and school 
structure would best serve to undo path- 
ological behavior and serve the goal of 
rehabilitation? What combinations of 
children should be g:ouped together into 
classes? What types of people would be 
best qualified to teach these children? 
In what ways could the teacher eflec- 
tively help and be helped by the ortho- 
pyschiatric team? How could we deter- 
mine for each child an appropriate 
individual treatment plan which could be 
carried out in a class, which by defini- 
tion is a group situation? By what special 
methods of control, group management, 
communication, reduction of anxiety, 
could the teacher best educate children 
whose illness at the age of six already 
had made it impossible for them to adapt 
to the classroom? 

Our 24 children are divided into four 
classes of six children each. There are 
four classroom teachers and two auxili- 
ary teachers. These two auxiliary teach- 
ers serve the dual function of providing 
relief periods for the four classroom 
teachers and working with children who 
have special needs that cannot be met 
within the group. 

Bearing in mind the enormtiy of the 
impact children have on each other, 
much thought and planning on the part 
of the clinical staff goes into finding the 
appropriate combination of children for 
each classroom group. Eflorts are made 
to group children so as to achieve a 
workable balance between aggressive and 
nonaggressive children. Too many ag- 
gressive children would make practical 
management of a group impossible. At 
the same time, a group of completely 
withdrawn children would fail to stimu- 
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late sufficient interaction to lead to im- 
proved social development. 

In addition, in placing a child it is also 
necessary to consider the personality of 
the teacher, her ability to handle certain 
types of children, her method of organ- 
izing and structuring a group, as well as 
her specific preferences and anxieties, 
The factors of level of functioning, depth 
of pathology, maturity and accessibility 
of child are carefully weighed by the 
team before determining group place- 
ment. : 

During the first few years at CTC, 
children were combined in terms of our 
understanding of their illness and family 
dynamics as well as the possible impact 
on each other. During the past two 
years we have set up an external frame- 
work of grouping which is homogeneous 
on the basis of age, though heterogene- 
ous in terms of illness. Thus, for the 
majority of children in our three-year 
treatment program, the school is divided 
roughly into a beginning, middle and 
graduating class broadly resembling the 
primary grade system (first three grades) 
of public schools, The children hope- 
fully pass from one group to the next 
over the course of their three-year stay, 
although there are many exceptions. 

Underlying the Philosophy of com- 
bined treatment and schooling is the con- 
viction that the child’s teacher holds an 
important clinical function, both in sery- 
ing as instrument to Carry out the spe- 
cifics of a treatment plan, as well as in 
enhancing knowledge ard understanding 
of the daily behavior of the child, Be- 
cause of his six-hours-a-day contact with 
the child, the teacher 


is in a key Position 
to provide valuable information to the 
clinical team as well as to provide the 
kind of atmosphere deemed to be the 


suitable therapeutic prescription for each 
child. 

Psychiatric recommendations for the 
classroom are translated into practical 
everyday living by the teacher, (For ex- 
ample, if the psychiatrist recommends 
expression or suppression of certain fan- 
tasies, the teacher is in a position to 
carry out this therapeutic policy. If a 
psychiatrist prescribes drugs for the 
child, the teacher carefully observes the 
effects of the drug on the child’s func- 
tioning, and thus aids the psychiatrist in 
evaluating the effects of medication and/ 
or recommending changes in prescription 
or dosage.) Problems related to school 
life and adaptation which are carried 
Over to the home or vice versa are dis- 
cussed by the teacher with the parent's 
social worker. Teachers meet with par- 
ents at intervals. The contents of such 
interviews are planned to achieve desired 
goals. The results in turn are reported 
back to the rest of the team. Discussions 
of the psychological test results are held 
with the psychologist to help the teacher 
work out remedial methods for teaching 
and handling of behavior. Serving as li- 
aison between the ficlds of education and 
of clinical knowledge, the teacher pro- 
vides the staff with essential information 
about the child's Progress during his 
three-year stay in the treatment program. 
This contributes to the evaluation of new 
developments and to the revision of 
treatment and management. 

Seven years of experience in the com- 
bined treatment and Schooling of emo- 
tionally disturbed children has yielded a 
considerable body of knowledge of the 
treatment, education and management 
of emotionally disturbed children. The 
inclusion of the teacher in the treatment 
team and the four-way Cooperation be- 
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tween the disciplines of psychiatry, teach- 
ing, social work and psychology, have 
led to a higher quality of day treatment. 
Specific methods and new techniques 
for the implementation of psychiatric 
treatment plan in the classroom have 
been evolved. Findings about the effect 
of teacher personality and teacher com- 
munication on a variety of emotional 
disorders have been investigated. The 
details of findings in each of these areas 
of investigation will be presented else- 
where. The alliance of child psychiatry 
and education has opened vistas in child 
treatment. The results lie in future study 
and research into this new therapeutic 


area. 


RESULTS AND CONCLUSIONS 

In order to assess clinical outcome in 
this program, some picture of the diag- 
nostic population should be given. 
Thirty-eight children have completed the 
program. Of these, eight are schizo- 
phrenic. This refers to the presence of 
pathology at every level of function ex- 
isting since infancy and not necessarily 
caused by environmental factors. Eight 
children are reactive psychotics (or 
schizophrenic reactions, which refers to 
the recourse to psychotic mechanisms 
under stress without total impairment of 
function.) Fifteen children have behavior 
disorders of the infantile, aggressive or 
paranoid type. Five are diagnosed as 
brain-damaged with secondary emo- 
tional disorder and moderate to mild 
retardation. Two have severe anxiety 
neuroses. 

To evaluate clinical outcome in many 
dimensions would require a careful fol- 
low-up study, which we are planning but 
have not yet done. One simple measure 
of clinical outcome is the current school 


placement and function of the 38 chil- 
dren who had been admitted to our pro- 
gram after exclusion from community 
schools. 

In terms of the child's ability to func- 
tion in a community school, public or 
private, 76 per cent of our cases have 
had good results and 24 per cent un- 
satisfactory results. This latter group 
includes 11 per cent who required resi- 
dential treatment after completing the 
program. Because of the wide diagnostic 
range, each child's improvement needs 
to be measured against his own baseline 
upon admission. However, similar fig- 
ures are arrived at as judged by clinical 
impression and psychological tests. That 
is, three-fourths of the children do well 
or moderately well, and one-quarter do 
not reach the desired goals of improve- 
ment. 

One interesting finding, which we are 
now studying in detail, is this: although 
we postulate, with good reason, that the 
lowered I.Q. in almost all of the children 
is secondary to psychiatric illness, we 
have found little or no significant rise 
in the I.Q. for the group as a whole. 
This is true in some cases where clinical 
improvement and increase in adaptive 
capacity were marked. 

Another finding worthy of study con- 
cerns schizophrenic children. We have 
found that although they may improve 
considerably so that many of them meet 
the back-to-community-school goal, the 
diagnosis remains unalterably the same 
even in our most improved cases. It 
would be useful to find out more about 
how the schizophrenic child improves 
while retaining the essential character- 
istics of schizophrenia. 

Because residential treatment is often 
the alternative to day treatment, one 
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point is of interest. Of the four cases 
which went on to residential treatment 
after completing the program, the factor 
chiefly responsible was the parental one. 
These children presumably should have 
been placed in residential centers earlier 
as an alternative to day treatment be- 
cause parental pathology was too mas- 
Sive to overcome. Even here some of 
these children are better than when they 
came to us, although their parents are 
not. 

In the hierarchy of factors influencing 
the response to day treatment, the home 
and family factor would appear to be 
primary. In a program for severely dis- 
turbed youngsters who are to be kept in 
the home the impact on the child of 
negative factors, either social or patho- 
logical, is of major importance in deter- 
mining the response to a therapeutic 
program. It is not the extent of parental 
pathology which produces the negative 
results, but rather the dynamics of the 
parents pathological interaction with 
the child. (Thus, the non-psychotic fa- 
ther who is engaged in murderous com- 
petition with his son for maternal sup- 
plies appears more noxious than the 
withdrawn schizophrenic father who pe- 
tiodically breaks down and Tequires hos- 
Pitalization.) Likewise, social Pathology 
Such as violence, Changing parental 
figures and emotional disinterest in the 
child's welfare can undo the most inten- 
sive therapeutic efforts, 

In evaluating which types of children 
would be most suitable for day treat- 
ment as opposed to other forms of thera- 
peutic intervention, we need not con- 
sider those who do as well with a less 
intensive program. The only child who 
comes to us is the one for whom lesser 
service has proved insufficient, Almost 
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every type of psychiatric disorder is 
suitable for day treatment except for 
children who require a round-the-clock 
program, children who should not re- 
main at home, or those who have no 
“homes” in the sense of socially respon- 
sible parenting. 

Day treatment as opposed to residen- 
tial treatment keeps the young child with 
his family, which is a more desirable 
solution in terms of the child's natural 
relationships and dependency needs as 
well as the parents' self esteem. It per- 
mits simultaneous growth of child and 
parents so that readjustment is a con- 
tinuous and not a sudden process. The 
family also shares the burden of manag- 
ing the child's behavior. Keeping a child 
in his community and using community 
facilities also makes for less sense of 
isolation of child and family and less re- 
adjustment back to the family and com- 
munity later. There also are those par- 
ents who would not consider residential 
placement. Although often stemming 
from the parents’ own sick needs, this 
position would have to be given con- 
sideration. 

Residential treatment offering com- 
parable professional services to this pro- 
gram, but needing to provide continuous 
Care, can cost from 45 per cent to 90 
per cent more per child.? 

As with so many new services estab- 
lished to fulfill a community need, one 
proceeds with certain operational hy- 
potheses which constantly are revised 
by empirical experience. After many var- 
ieties of trials and errors we have evolved 
certain working hypotheses which guide 
our professional functioning but which 
need further exploration to establish 
their scientific validity. 

Some of these hypotheses are: 
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1) Keeping the young psychiatrically 
ill child in the home with his more or 
less disturbed parents is preferable, with 
certain exceptions to removing him to a 
residential treatment center; 2) massive 
intervention into the early life of such a 
youngster can obviate the need for con- 
tinuous special service throughout the 
years of his minority; 3) only those chil- 
dren whose parents are interested in such 
help can profit from day treatment 
(others will not profit despite the service 
offered to the child himself); 4) three 
dimensions of therapeutic intervention 
are required for rehabilitation, viz., 
treatment of the child, treatment of par- 
ents and therapeutic education (subtrac- 


tion of one of these would jeopardize 
prognosis), and 5) a teacher who isa 
clinical team member is more helpful to 
a psychiatrically ill child than one who 
regards himself as responsible solely for 
the educational process. 

Itis our plan to study the validity of 
these and of other assumptions derived 
from our day treatment experience. 
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CULTURE AGAINST MAN 
Jules Henry 


New York: Random House, 1963 
495 pp. $7.95 


For many years Jules Henry has put his 
field experience, his imagination, his in- 
legrity and his compassion at the service 
of interdisciplinary work in the United 
States, particularly in the American Ortho- 
psychiatric Association. Now he has pro- 
duced a highly significant book. Because of 
its passionate preoccupation with the dis- 
tortions and casualties of American culture, 
this book should be particularly valuable 
to the professions concerned with the cur- 
ing and the possibility of preventing mental 
illness, 

In Culture against Man Dr. Henry uses 
the methods he used in his field work on 
small isolated tribes of South American 
Indians. Working among the Indians as a 
single observer or with his wife, he had to 
integrate the whole culture and match de- 
tail against detail to identify pattern and 
come out with a consistent ethnographic 
account. In spite of the enormous disparity 
between the Society and the culture of the 
Kaingang and the Pilaga Indians and the 
contemporary society and culture of the 
United States, Dr. Henry attacks the prob- 
lem in the same way—single-handed—even 
when he quotes from the Press or uses ob- 
servations made by one of a team of re- 
search workers or graduate students. From 
large scale cultural activities like nationwide 
advertising and the Cold War through de- 
tailed analyses of the culture of American 
elementary and high schools to significantly 
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organized accounts of interaction in the 
families of two institutionalized psychotic 
children he is matching patterns, delineat- 
ing trend and style, and drawing conclu- 
sions about the way in which the culture 
is represented in the lives of children, the 
mentally ill and the aged close to death. 

His meticulously reported observations 
always are placed in the wider context. In 
his concern for describing individuals, 
which he does with an accuracy and beauty 
of observation any clinician might envy, 
he never loses sight of his principal con- 
cern: the way in which culture distorts 
man and by that very distortion forces man 
to fight his misery and pain and to rise, 
if not to greater heights, at least to greater 
complexity. His attention is almost com- 
pletely centered on the negative elements 
of a culture he regards as completely 
pecuniary in which, in his view, all things, 
even love and time and selfhood, are 
bought and sold. He nevertheless has a 
Kind of robust optimism about the nature 
of man which ties him back to the essential 
optimism he regards as mistaken in the 
American culture he has observed and de- 
scribes. 

In this magnificent book with its vivid 
Tesearch detail and intricate construction 
Dr. Henry attempts to come to terms with 
the problem of an anthropologist’s relation- 
Ship to his own culture, a problem as 
crucial for the anthropologist as the psy- 
chotherapist’s need to come to terms with 
his own  psycho-cultural development. 
Since World War II, anthropologists have 
been asked to give up in part their careful 
devices for objectivity and the device of 
limiting their work to dealing witb cul- 
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tures too remote to challenge their own 
under a professional prescription of non- 
involvement and  noninterference. This 
transition has come about as they have 
been asked to work with complex cultures 
within their own culture and within the 
framework of ethical choice in which nu- 
clear war and the population explosion are 
immediate pressing problems. Dr. Henry 
has made this transition; he has taken 
vigorous issue with the way we rear our 
children, prepare our young people and 
disallow and discard the old. All those 
scientists who in any way do research re- 
lated to the possibility of war he brands as 
constituting the "culture of death," as op- 
posed to the “culture of life" which resides 
in “the people who long for peace—[who] 
are, for the most part, scattered, inarticu- 
late, and wooly-minded, overwhelmed by 
their own impotence.” He concludes that, 
“Death struts about the house while life 
cowers in the corner” (p. 476). 

But in spite of this wide framework, his 
main concern and competence is with ob- 
serving and organizing fine detail. He re- 
lates the way in which a disallowed child, 
who describes himself as “Georgie no- 
body,” acquiesces in being treated as non- 
existent. The child is pathologically wary, 
practices pathological forebearance as a 
form of pathological avoidance and dem- 
onstrates an extreme of protective insula- 
tion against pain (p. 377). He defines mad- 
ness as “the ultimate consequences of all 
that is wrong with a culture . . . largely 
the result of the confluence in the child of 
lethal cultural influences mediated to the 
child through his parents" (p. 386). 

His theoretical psychodynamic frame- 
work is simple, announced rather than ex- 
plicated, and more congruent with the 
thinking of 30 years ago (in which the 
impact of the culture on the child was seen 
as a one-way process) than it is with the 
contemporary view that we always are 
dealing with a system of feedbacks in which 
the constitution and experience of the child 
also are factors. However, in each detailed 
discussion the type of analysis made pos- 
sible by cybernetic conceptualization is 
present. He treats our national character as 
a conflict between Superego and Id, in 
which the Id drives now have the upper 
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hand and the Self is crushed in the process 
—in which Americans have traded a Self 
for a standard of living. Especially those 
with psychoanalytic orientation will find 
this treatment, with its absence of any 
formal treatment of the Ego, confusing. 
Occasionally, after castigating everyone in- 
volved, he will speak of the egos of chil- 
dren being strong, even though he has at. 
no point shown why (or, in fact, has dis- 
cussed the Ego at all). In the end in his 
discussion of the very elderly, cast aside in 
homes for the aged his main conclusion is 
that culture outlasts body and mind (p. 
473). Essentially in his discussion he per- 
mits the concept of culture to crush the 
concept of the Ego as well as the selves of 
the individuals he describes. 

The book is written with sharp and vivid 
perceptions and a generous peppering of 
phrases in italics. These serve as markers 
in Dr. Henry’s thought without imposing 
the fretting restrictions of jargon that others 
are expected to learn to use. This is a per- 
sonal book into which the author has placed 
his own experience, disciplined perception 
and knowledge at the disposal of the 
reader. 

The tradition in which Dr. Henry writes 
is a dying one. There will be a few more 
anthropologists whose research experience 
will start with small, primitive tribes and 
who will retain the ability to see a complex 
culture as a whole. It has some liabilities. 
The book would have been more complete 
and would have had greater scientific depth 
had he paid attention to other work on the 
culture of the United States. His statements 
about the interrelationships of psychotic 
children and their parents would have been 
illuminated by Bateson's concept of the 
double-bind, his studies of school by Bark- 
er's studies, his treatment of work by Erik- 
son's handling of the ego tasks of industry 
and productivity. But the very intensity 
with which he has treated his long experi- 
ence of the United States (as part of pro- 
gram survey interviewing during the war 
and working intensively in American situ- 
ations since) gives the book a coherence 
which is extraordinarily convincing. The 
material is so skillfully chosen, so well seen 
and so perfectly recorded that it is possible 
for students of American culture who take 
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different views of it to find as complete a 
documentation for these views as Dr. 
Henry does for his. No higher compliment 
can be paid to any ethnography, especially 
a "passionate ethnography." 

—Margaret Mead 
The American Museum of Natural History, 
New York, N. Y. 


THE GROWTH AND DEVELOPMENT 
OF THE PREMATURELY BORN INFANT 


Cecil M. Drillien 


Baltimore: The Williams and Wilkins 
Company, 1964. 376 pp. $9.50 


This is an excellent presentation of more 
than a decade of careful research on the 
Browth and development of low-birth 
weight infants, Drillien's study has the great 
merit of being largely carried out, analyzed 
and reported by one person. The author 
has intimate knowledge of each child, and 
it is reasonable to assume that her close 
relations with each family played a major 
part in the very high percentage of children 
who continued in the study beyond the 
Sixth or seventh year. One of the prices of 
these advantages is that the examiner fre- 
quently knew which children were of low- 
birth weight and which were mature at the 
time of examination. 

The original sample comprised 251 low- 
birth weight and 119 mature singletons; 
130 low-birth weight twins and 95 mature 
twin controls, all born in two hospitals in 
Edinburg from 1953 to 1955. The controls 
were the next hospital birth of a mature 
infant occurring after every alternate pre- 
mature birth, 

The author visited the home of each 
child at six-to-twelye month intervals 
through age five and then obtained data on 
teacher ratings and school progress at ages 
five to seven. A physical examination was 
done at six months and on selected children 
at five years. At each six-month visit in the 
first two years and yearly thereafter devel- 
opmental tests were done by the author in 
the home. These were based on the Gesell 
and Griffith scales. At the third and fourth 
years some items from the Terman Merrill 
L Form (Stanford-Binet Form L) were 
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added, At each visit the mother was ques- 
tioned about illness, behavior and the 
child’s developmental attainments. The au- 
thor recognized the limitations of examina- 
tions done in the home but found that her 
results were largely supported by the inde- 
pendent assessment of the children after 
entry in school. 

The chapter headings are descriptive of 
the method of reporting results. The survey 
families are described as to their social 
class, maternal efficiency and housing, and 
rated on a scale of environmental stress. 
Other chapters are devoted to physical 
growth and development, health and sick- 
ness, and patterns of maternal care. The 
low-birth-weight babies tended to be under- 
weight and to a lesser extent to be under- 
height at all ages through five years, They 
had more illness in the first two years and 
showed a higher incidence of all types of 
congenital defects than did the controls. 

The mental status of the low-birth-weight 
babies was more significant. The develop- 
mental ratings over the four-to-five year 
period can be summarized as follows: 


Birth Weight 


Group Approximate D. Q. 
2514 Ibs. 110 on all 6 tests 
415—5V5 lbs. 100 on all 6 tests 
315—4V4 Ibs, 85 at 6 months to over 
95 at 4 years 
3% and below 75 at 6 months to 85 at 


3 years 


The results of intelligence testing in 
School generally confirmed the earlier find- 
ings. There was a marked excess of dull, 
retarded and defective children among 
those who weighed four and one-half 
pounds or less at birth. In both the pre- 
School and School-aged testing, there was 
also evidence of a severely adverse effect of 
unfavorable environmental factors. The 
greatest incidence and degree of mental 
handicap were found in children who were 
both low in birth weight and reared in an 
adverse situation, 

Confirmatory data also are reported from 
a separate study, Partly retrospective, partly 
anterospective of about 100 children who 
weighed three pounds or less at birth. 

Proof reading has been done carefully. 
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The table headings are sometimes difficult 
to understand. Significance tests are given 
in some tables but not in others; in some of 
the latter instances, the number of children 
is not given. The author had some valuable 
statistical assistance in handling her data, 
but not enough. The study would have been 
even more valuable if there had been com- 
petent statistical collaboration at all stages 
from initial planning to final analysis. 

Despite these criticisms, this book is the 
best available on this subject. It will be a 
valuable addition to the library for all who 
are responsible for or interested in low- 
birth-weight babies. 

—Dr. Paul A. Harper 

Professor, Maternal and Child Health, 
Johns Hopkins School of Hygiene, Balti- 
more, Maryland 


MULTIPLE IMPACT THERAPY WITH 
FAMILIES 


Robert MacGregor, Agnes M. Ritchie, 
Alberto C. Serrano, Franklin P. Schuster, 
Jr. 


New York: McGraw-Hill Book Company, 
Inc., 1964. 320 pp. $9.95 


This is a highly rewarding and stimulat- 
ing book. It is written in an exceptionally 
clear, forthright and intelligent manner. 
And it is delightfully open-ended. Anyone 
who is searching for further knowledge 
about (1) the operation of the family as a 
system, (2) the relationship of the family 
system: to the development of health and 
illness in its members, (3) the meaning and 
function of a symptom, (4) the ingredients 
and operation of the therapist-patient rela- 
tionship, (5) factors in inter-team success 
and failure and (6) factors which influence 
behavior change, will find this book useful. 

In addition to providing knowledge 
about these areas, this book raises fruitful 
questions which may well stimulate further 
research. Most of the data concern families 
with adolescents who are the 'symptom 
bearers. The authors thus limit their con- 
clusions to their own data, and can give 
only hints of their ideas about the appli- 


* My age determination. 
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cation of their methods and theories to 
families with 'symptoms' which appear in 
other age groups. However, the implica- 
tions are there, and the results of this study 
seem so promising that others surely will 
try to apply these research methods to 
families with ‘patients’ in other age groups. 

*This book reports on a six-year study 
by the family psychotherapy research staff 
at the University of Texas Medical Branch 
and describes a new type of brief, intensive 
psychotherapy (multiple impact therapy) 
for families with disturbed adolescents" 
(Preface, p. xv). It is liberally illustrated 
with case examples. The project included 
observation and treatment of 62 families, 
who represented a variety of ethnic, socio- 
economic and psychiatric classifications. 
All of the adolescents (in whose interest 
the families came into treatment) were 
manifesting behavior which the study group 
viewed as showing some form of arrested 
development. 

They identified and described four forms 
of arrested development, and classified the 
adolescents in terms of the discrepancy be- 
tween their current behavior and the be- 
havior which reasonably could be expected 
in terms of their real age. Thus, the four 
groups of ‘deviant’ behavior are: (1) ado- 
lescents who are functioning as infants 
(roughly from the age of birth to two 
years) * who are labelled schizophrenic, 
(2) adolescents who are functioning .as 
children (roughly between the ages of two 
and six years) * who are labelled autocrats, 
(3) adolescents who are functioning as 
juveniles (roughly between the ages of six 
and eleven)* who are labelled the intimi- 
dated ones, (4) adolescents who are func- 
tioning as pre-adolescents (roughly be- 
tween the ages of eleven and fourteen) * 
Jabelled the rebels. 

Thus the classification scheme describes 
the adolescent’s behavior in terms of the 
period in which his behavior would have 
been appropriate. His symptoms can be 
seen as clues about the ways in which he is 
trying to bridge the gap between his own 
development and the development he is ex- 
pected to have achieved. 

This classification scheme diagnoses be- 
havior in terms of growth, rather than in 
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terms of pathology. And the emphasis in 
the therapeutic method which the study 
group uses is also on growth rather than on 
pathology. That is, the workers try to find 
ways to release natural growth processes. 
The language of the book and the descrip- 
tion of the research methods are both con- 
gruent with this kind of treatment proced- 
ure: "The goal is on enhancing family 
self-rehabilitative processes" (p. 239). "The 
'initial objective' is to deal with marital in- 
teraction which forces extreme behavior on 
the youth" (p. 226). 

This therapeutic procedure begins with 
the entire therapeutic team seeing the whole 
family at one time. The team views the 
family as an operating unit and tries to 
make the family ‘system’ apparent. They 
also see family members individually and 
in ‘role-pairs’ (such as in marital, parental- 
filial and sibling-sibling combinations). 

The team includes males and females, 
workers from various disciplines (psychia- 
trists, psychologists and social workers) 
and appropriate representatives from vari- 
ous institutions (probation officers, teach- 
ers, chaplains and public welfare workers). 
Evidently the group feels that it is best to 
have as many team members as there are 
family members. 

The first encounter of the family and 
the therapeutic team lasts for two days, 
and ends with a family session for the form- 
ulation of plans for follow-up. During the 
two day period, individual and ‘role-pair’ 
Sessions are planned in accordance with 
need. ‘Over-lapping sessions’ serve to con- 
nect the other meetings. As an over-lapping 
Session, the therapists and family members 
who have just completed individual ses- 
Slons get together. The therapists exchange 
with each other and the family members 
any new information or understanding 
which resulted from the Previous session, 
Then they use this new understanding to 
extend, modify, correct or complete that 
which took place in the individual sessions, 

The flexibility of the therapeutic team 
(the matter of fact way in which they 
shift and change combinations of therapists 
and family members) seems to me to be 
an outstanding feature of this Procedure. 
The freedom of the team members to com- 


ment and to raise questions about the ob- 
servations or interventions of other team 
members must provide a fairly powerful 
model for family members who cannot yet 
comment openly on others' behavior. 

Thus the team of therapists operates in 
three important ways: first, their own inter- 
action serves as a new model of interaction 
for family members; second, their inter- 
ventions or comments may encourage fam- 
ily members to take risks, and thus require 
the whole system to operate differently, 
and third, the presence of a team insures 
that each family member has "someone on 
his side in case of attack" by another family 
member, and each person is thus guaran- 
teed a spokesman until he can speak for 
himself. 

In all then, the book provides interesting 
information concerning families and the 
treatment of families with disturbed mem- 
bers (particularly by extending the concept 
of the family as a system). It suggests a 
fruitful method for further research. And it 
gives therapists important new ideas and 
tools. I believe that this book may well be- 
come a classic among studies on families 
and family therapy. 

—Virginia M. Satir 
Director of Training, Family Project, Men- 
tal Research Institute, Palo Alto, California 


BEHAVIORAL INDIVIDUALITY 
IN EARLY CHILDHOOD 


Alexander Thomas, Herbert G. Birch, 


Stella Chess, Margaret E. Hertzig, Sam 
Korn 


New York: New York University Press, 
1963. 135 pp. $4.75 


_ This book presents the results of a lon- 
gitudinal study of 80 children from birth to 
two years of age. It deals with the descrip- 
tion and measurement of individual differ- 
ences in such variables as Sleep, feeding, 
activity level and rhythmic behavior. In 
addition, it is Concerned with the develop- 
mental persistence of individual patterns of 
such behavior. Unlike most reports from 
Psychiatric Centers, this one is not con- 
cerned with PSychodynamics but rather 
with formal characteristics of behavior re- 
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gardless of content. The main issues dealt 
with are the manner in which initial pat- 
terns of behavioral functioning may be 
identified, the methodologic problems of 
behavioral characterization and the stabil- 
ity of initial patterns of reactivity in the 
first two years of life. 

The book is a valuable contribution, par- 
ticularly in three areas: (1) it is a review 
of the longitudinal method of the study of 
the evolution of patterns of behavior and 
a critique of the various methods and 
approaches which have been used by inves- 
tigators conducting and reporting longitudi- 
nal studies; (2) it brings into serious ques- 
tion many of the techniques used, ie., the 
excessive dependence upon recall in much 
psychiatric research in the field of person- 
ality structure and developmental psychol- 
ogy, and (3) it gently but insistently calls 
attention to the fact that there is every rea- 
son for believing that there are individual 
differences in human beings at the moment 
of birth which will determine in a major 
way each individual's reaction and response 
to any environmental threat or stimulus in 
his life. This fact, while almost self-appar- 
ent, is unfortunately too much neglected in 
psychiatric teaching and psychiatric re- 
search. Despite the fact that the term “na- 
ture-nurture” is an old one, relatively little 
of the research on human behavior actually 
shows any evidence of the recognition of 
the role that individual biologically deter- 
mined differences play in determining be- 
havior responses to environment, or the 
social and emotional adjustment of indi- 
viduals, The authors emphasize that one 
child’s response to an over-protective 
mother, or excessive restriction, or Com- 
pulsive handling, may be quite different 
from that of another in terms of his basic 
energy level, activity level, rhythmic pat- 
tern, etc. They suggest that this matter of 
innate biological difference is a major fac- 
tor in explaining the lack of high correla- 
tions between certain parental handling 
practices, childhood experience and adult 
personality characteristics. 

Behavioral Individuality in Early Child- 
hood is very worth-while reading. 

—Lester W. Sontag, M. .D. 
Fels Research Institute, Yellow Springs, 


Ohio 
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CASEWORK: A Psychosocial Therapy 
Florence Hollis 


New York: Random House, 1964. 300 pp. 
$5.95 


SOCIAL CASEWORK IN THE FIFTIES 
Selected Articles, 1951-1960 


Cora Kasius, Editor 


New York: Family Service Association, 
1962. 417 pp. $6 


Since Mary Richmond the social work 
profession has been endeavoring to find an 
orderly and effective way to help people 
burdened by pressures of poverty, injus- 
tice, ignorance, fear, family problems and 
helplessness. Social work has taken on an 
unusually difficult task of human relations: 
to help man in his environment and to 
translate social values into everyday prac- 
tice. In spite of denouncement from inside 
and outside of the profession that it either 
has forgotten its focus on environmental 
changes and its obligation to social action 
or, conversely, that it only spouts generali- 
ties of what “ought to be” instead of tend- 
ing to its day-by-day task, the careful his- 
torian and observer will find that the 
profession always has looked toward those 
two aspects of its obligation. Certainly, be- 
cause of the complex nature of man and 
the unavoidable value-laden component of 
any action directed toward change, very 
few individuals of the profession can en- 
compass totally all parts of its practice and 
theory or can become innovators in all 
those areas. Books published usually direct 
themselves only to one or the other part 
of the social work function. The two books 
to be reviewed limit themselves strictly to 
the discussion of theory and practice of 
one of the social work methods, casework. 

Florence Hollis’ work drives the fron- 
tiers of social casework’s underlying knowl- 
edge and theory forward with such clarity 
that the total profession will profit. 

Cora Kasius' thoughtful collection of ar- 
ticles pulls together a decade of thinking 
through and around casework. Such a col- 
lection never can approximate the creativ- 
ity and challenge which comes from a sin- 
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gle thinker, but it provides a necessary 
background for reflection and further re- 
search. 

Florence Hollis’ book not only should be 
read; it should be studied. Behind the re- 
markably uncluttered language is a wealth 
of knowledge of individual dynamics 
(without dogmatic adherence to Freud ex- 
clusively) combined with knowledge and 
recognition of environmental forces. It is a 
refreshing book in its lack of defensiveness 
and yet pride in the profession of social 
work with its singular contribution of 
helping people in their social environment. 
Florence Hollis can calmly call casework 
a psychosocial therapy without pretending 
to be a "little psychiatrist" and without di- 
vorcing therapy from the deep concern for 
Social conditions. She shows courage and 
creative logic in outlining a classification of 
casework treatment, opening it up for dis- 
cussion and even observing critically some 
of her earlier attempts. She sees this at- 
tempt at classification as a necessity for 
making casework more effective, for avoid- 
ing dogmatic use of one single approach 
as well as not becoming completely de- 
pendent on individual judgment of the 
practitioner. Whether one agrees totally 
with Florence Hollis’ classification or not, 
it is the major contribution of this book 
and should be seriously thought through by 
all social workers regardless of their spe- 
cialization, It also is valuable to other re- 
lated professions in helping to distinguish 
Which professional method is most impor- 
tant for a given client, 

The book is directed toward practition- 
€rs and teachers and indicates how signifi- 
cant it is that the author incorporates both. 
She brings appropriate examples from prac- 
tice, based on scholarly knowledge and pre- 
sented in orderly teaching procedures, In- 
directly the book may help to bridge some 
old controversies between the diagnostic 
and eigen school in casework, since it 

without polemic con 
[PA pi p oncepts from 

A review cannot omit mention of the 
Superb preface written by Charlotte Towle, 
This Teviewer agrees wholeheartedly with 
her concluding words: “It is less important 
that we all think alike than that we know 
our likeness and differences, so that we can 


speak intelligibly from group to group, 
within social work and within the inter- 
professional scene. In serving this purpose 
the book will meet an urgent need.” 

There is only one regret to be expressed 
in relation to this excellent book: Florence 
Hollis draws well from related sciences and 
professions, but there is not a single refer- 
ence to theory or knowledge content de- 
rived from the other basic approach in so- 
cial work, social group work. Coming from 
this particular method of social work, this 
reviewer is aware of the significant con- 
tribution each method can make to the 
other. 

This regrettable lack of communication 
between parts of the same profession is es- 
pecially evident in the collection of articles 
in Social Casework in the Fifties. The in- 
creased emphasis on the social in social 
casework characterizes this well-selected 
volume. It abounds with concepts of role 
theory, culture, social control, group proc- 
ess and family interaction. Yet only one 
article, (Alfred Kadushin's and Quentin F. 
Schenk's thought-provoking “An Experi- 
ment in Teaching an Integrated Methods 
Course") acknowledges the fact that those 
concepts have been deeply imbedded for a 
long time in one form of social work prac- 
tice—in social group work. This leads par- 
tially to the astonished "discovery" of ways 
of practice which easily can be found in the 
toolbox of the profession, and partially to 
misconcepts, long disproved through years 
of experience (for instance, the allegation 
that the group approach is predominantly 
for clients who fear or resist close indi- 
vidual relationships). Social group workers 
have distinguished for a long time between 
Clients and members who need to enter 
"through the large door" that means less 
personal relationships, (offered in lounges, 
playgrounds, large meetings) and those who 
do need close individual relationships of- 
fered by the small group. The group ap- 
Proach does not allow avoidance of close 
individual relationships. It puts the helping 
relationship into the context of close rela- 
tionships among equals. 

In any other respect this is a collection 
Which is a must for students and practi- 
tioners of social work and other professions 
because of the wide variety of offerings 
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and the thoughtful organization done by 
Cora Kasius. The volume is divided in 
three parts: Concepts, Casework Practice, 
and Teaching and Supervision. Each article 
is chosen because of some provocative 
thought. This makes it a stimulating refer- 
ence book. There are a few gems of espe- 
cially clear thought combined with beauti- 
ful writing—the latter still too rare in 
textbook literature. I read with ease and 
delight *Mary Richmond's Process of Con- 
ceptualization" by Muriel Pumphrey. In 
spite of the ponderous title she lets you 
live with the thoughts of this pioneer of 
social work method and helps you to 
think without having to cut through the 
underbrush of obscure language. With a 
spirit of inquiry Muriel Pumphrey weaves 
into the article her own concern: “Are we 
alert to the new insights to be drawn from 
the reaction of the youngest student?" 
Every teacher or supervisor may want to 
rethink his attitudes. 

Study Gordon Hamilton’s “The Role of 
Social Casework in Social Policy" and 
learn about her intelligent and wise inte- 
gration of action, practice and administra- 
tion. 

Ponder about concepts of culture and 
family based on several excellent contribu- 
tors, such as Gardner Murphy and Irene 
Josselyn. 

Perhaps you will question, as this re- 
viewer does, some stereotyped concepts of 
“family,” and especially family roles, as ex- 
emplified in Viola Weiss’ and Russel Mon- 
roe's "A Framework for Understanding 
Family Dynamics." The authors consider 
bathing of children and putting them to 
bed a mother role and unworthy of the 
father role—or at least not an appropriate 
one. In being stimulated to question you 
may help to evolve new ideas, new thoughts. 

The Casework Practice part of the vol- 
ume is the most uneven one, but perhaps 
this must be so to allow different ideas to 
be expressed. Helen Perlman's always ex- 
cellent writing draws attention to the "third 
man," the “drop-out client,” who appears 
once at the social worker's desk and does 
not come back. She sharpens perception of 
other people's expectations. wi 

The part on Teaching and Supervision 
can only touch on a subject which has been 
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studied and restudied, but needs continued 
attention because of the constantly chang- 
ing social scene which influences social 
work as much as scientific discovery and 
lessons learned from former practice. 
While some teachers of social work still 
base work with the family on the assump- 
tion of the "nuclear family" in American 
society, sociologists tell us that it has be- 
come a far more "extended one" because 
there are fewer new immigrant families 
who formerly had been cut off from the 
older generations. If this is so, practice of 
social work will have to change and to be 
taught differently. The population explo- 
sion has impact on the great needs for per- 
sonnel in public welfare, and Corinne 
Wolfe's article on training goals in public 
assistance has an increasingly urgent ring. 
Both books deserve a place in the library 
of every person in the mental health and 
human relations field. 
— Gisela Konopka, D.S.W. 
Professor of Social Work, University of 
Minnesota 


INTERNATIONAL CONFLICT AND 
BEHAVIORAL SCIENCE 


Roger Fisher, Ed. 


New York: Basic Books, Inc., 1964. 
281 pp. $6.50 


By 1984 perhaps more people in Ortho- 
psychiatry will give a damn about a book 
devoted to International Conflict and Be- 
havioral Science. In light of their current, 
fierce dedication to “teamwork” and the 
fascinating vagaries of the individual case 
history, it is pessimistically necessary to 
conclude that the plight of a sick society or 
a distorted world will little concern those 
devoted to the cozy universe of ortho- 
psychiatry. 

Tt has been said that 11 a.m. on Sunday 
is the most segregated hour of the week 
and that churches have remained too dis- 
tant from the tumult and shouting of the 
people. In international affairs, a related, 
if not similar charge might be leveled 
against orthopsychiatry. A nagging con- 
science has proved organizationally in- 
adequate in the last 10 years and the time 
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has come to ask if members of the Ortho- 
psychiatric Association now are ready to 
accept their responsibility in world-sized 
issues. In the past, the familiar complaint 
has been that the voice of the individual is 
bound to be lost in the chorus of “official” 
spokesmen in government and that the in- 
dividual member of orthopsychiatry is too 
little informed to be an intelligent spokes- 
man or dissenter. With this book, the plea 
of ignorance no longer has any currency. 

This book consists of the Craigville 
Papers—a fascinating collection of 
thoughts posed by lawyers, social psycholo- 
gists, economists, psychologists, educators, 
psychiatrists, anthropologists, historians 
and political scientists. If literacy in the 
Tole of behavioral science in international 
conflict is to be sought, it is to be found 
here. If acquaintance with the thought 
processes of the spokesmen in this new 
field is valued, this book is a magnificent 
beginning point. 

Although no collection of papers can be 
totally representative of this mutant dis- 

cipline of international conflict, this tome 
has to recommend it the freshness and 
newness of bright minds absolutely dedi- 
cated to examining the current inter- 
national situation with a new vision. When 
Kathleen Gough insists that “. . . in the 
modern world, the state is no longer an 
adequate form of human society" (p. 41) 
and has existed only 1/100th part of 
man's history, and when her Colleagues 
maintain that our international beliefs may 
be embedded in logical and perceptual 
Systems that are distorted in the extreme, 
we must at least give intellectual pause and 
try to adjust our vision to Sights that may 
Seem strange to us at first glance, 

The Craigville Papers are devoted to 
consideration of "alternatives to the use of 
force as a means of settling international 
problems." They are constructed by some 
of the most literate writers in the field to- 
day and they contan insights at a rare 


level. Distributed equally between the ques- 


tions of “What should the Ove! do?" 
and *How do we rie E A 


and make the government do 
it?”, these papers raise questions which 
violate the comfort of every complacent 
thinker in every profession. There are con- 
tributions which in themselves make the 


volume worth the purchase price. There is 
no contribution which fails to be worth 
the reading and there are few efforts which 
are beyond the ken of the lay reader. 

Since so few of us are totally happy with 
current methods of coping with inter- 
national conflict, we must ask where to be- 
gin if we seek alternatives. This book sup- 
ports the premise that the most difficult of 
international problems is a social and psy- 
chological one—a problem of human 
motives and behavior. As Roger Fisher 
says, “a credible theory can be as useful as 
a well documented conclusion.” With this 
as its goal, the book divides naturally into 
five parts: The Nature of International 
Conflict, Handling Conflict, Developing 
International Community, Constraints on 
Decision Making, and Influencing National 
Action. No single answer is forthcoming 
from this series of papers nor could one 
reasonably be expected. What does emerge 
is a provocative series of analyses of the 
human condition that proves to be shatter- 
ing to anyone addicted to a tidy and com- 
fortable but oversimplified view of the 
nature of international man. If there is a 
correlation between “startled eye-brow 
raising” on the part of the reader and 
stimulation of thought in new dimensions, 
this book will produce something like a 
+1.00 coefficient. One contributor sug- 
gests, for example, that Russia may not be 
the real enemy. This raises an even more 
fundamental question: Does our society 
need an enemy if it is to bring this noble 
democratic experiment to an historically 
significant end? 

The promise of this volume for those 
vitally concerned with orthopsychiatry is 
fulfilled primarily as a sophisticated 
primer for the professional, but lay, reader. 
This book is recommended by Erik Erik- 
son, David Riesman, Senator Hubert 
Humphrey, and, obviously, with less per- 
suasive impact, by myself. Read it, learn, 
enjoy, think, and join that small but de- 
termined band of professionals who feel 
that the issue of international conflict and 
the alternatives for its resolution are well 
worthy of an intellectual tithing for the 
sake of mankind. 

The time is short, the need is great, the 
rewards are few and the possibility of pro- 
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fessional ostracism is substantial. What 
better proposition could be offered to those 
who pride themselves on intellectual 
creativity and independence of thinking? 

—Elton B. McNeil 
Department of Psychology, The University 
of Michigan, Ann Arbor, Michigan 


THE HIGH PASTURE 
Ruth Harnden 


Boston: Houghton-Mifflin Company, 1964 
188 pp. $3.00 


For a creative writer to attempt a novel 
for children, written about a child, and 
dealing with the subject of death, is a 
brave goal indeed. In The High Pasture 
(ages 10-12) Ruth Harnden has achieved 
her goal with remarkable success. As in her 
novel, /, A Stranger (reviewed in the Jour- 
nal of Social Casework, 1950) she reveals 
her deeply perceptive understanding of a 
child's struggle to come to terms with loss 
and separation. In this current book she 
deals with the final separation of death 
through Tim's loss of his mother. 

Tim is first separated from his mother 
by distance when she and his father decide 
to have him spend the summer on à ranch 
in Colorado, once they know her death is 
imminent. Aunt Kate, the rancher with 
whom Tim lives, is a memorable character 
through whom Tim's ideas about life begin 
to expand and deepen. The theme which 
carries the story, however, is the painfully 
slow development of a relationship between 
Tim and Lobo, a wolf-like dog who has 
lived in isolation since the death of his 
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master some years before. Again and again 
Tim tries to approach Lobo, but without 
success. A delicate but real relationship 
has been begun, however, by the time Tim 
learns of his mother's death. 

Miss Harnden's writing about Tim's fear 
for his mother and his reactions to her 
death is gripping, poignant and real. She 
does not fail to deal directly with Tim's 
painful and conflicting feelings: his self- 
blame for "not having stayed at home", 
his feeling of having been betrayed by his 
father who "sent him away", his anger 
toward his mother (as if she could have 
got well "if she had really tried"), his 
blame of somebody for not telling him she 
was going to die and not doing something 
about it, and his feeling of total loss and 
grief. She writes about the problem as it is 
in the experience of children and not as 
adults wish it might be. 

Through experiencing his own grief 
with Aunt Kate's help (“real men have 
got real feelings and it's no disgrace to 
them") Tim has a new understanding of 
Lobo's grief at the loss of his master. He 
seeks out the dog again, and this time Lobo 
responds. In a beginning but important 
way Tim has come to terms with the under- 
standing that death is a part of life. 

The book, as one eleven-year-old aptly 
put it, is “sad, but not upsetting”. It should 
be read by everyone involved in helping 
children to understand their own feelings 
in relation to the exigencies of life. 

—(Miss) Jeane Murphy 
Professor of Social Work, Boston Univer- 
sity School of Social Work; Consultant in 
Social Work, Massachusetts Institute of 
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Mental Health Monograph 


Investigations into the causes and treat- 
ment of schizophrenia are summarized in 
a new mental health monograph pub- 
lished by the Public Health Service, U.S. 
Department of Health, Education, and 
Welfare. 

“Research in Schizophrenia” describes 
Tesearch by scientists in a variety of dis- 
ciplines at universities and institutions 
across the country under grant support 
from the National Institute of Mental 
Health, and at the Institute in Bethesda, 
Maryland, by its own scientists. 

The monograph was prepared by Julius 
Segal, Ph.D., chief of the Program Analy- 
sis Section of the NIMH Research Grants 
Branch, and Seymour Kety, M.D., chief of 
the NIMH Laboratory of Clinical Science. 
Single copies are available from the Public 
Information Section, National Institute of 
Mental Health, Bethesda, Maryland 20014. 
Multiple copies can be purchased from the 
Superintendent of Documents, U.S. 
Government Printing Office, Washington, 
D.C. 20402, for 20 cents each. 


Dr. Reginald S. Lourie 
Receives. Medallion 
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Listing of Resources Available 


The 14th edition of a national listing of 
mental health resources is available from 
the National Association for Mental 
Health. The directory is entitled “Out- 
patient Psychiatric Clinics, Psychiatric 
Day-Night Services, and Other Mental 
Health Resources in the United States and 
Territories." 

The directory was compiled by NAMH 
in cooperation with the National Institute 
of Mental Health, Public Health Service, 
U. S. Department of Health, Education, 
and Welfare. In 231 pages the volume 
brings together ‘information (by geo- 
graphical location) about special groups 
served, clinic schedules, professional staff, 
outpatient psychiatric clinics, psychiatric 
day-night services, state hospitals for 
mental illness, public institutions for 
mentally retarded and Veterans Adminis- 
tration hospitals. It is available from 
NAMH, 10 Columbus Circle, New York 
City, and from state and local mental 
health associations. 


HEW Awards Grants to States 


A total of $367,743 in grants for com- 
prehensive mental retardation planning 
has been awarded to states by the Public 
Health Service. Awards were announced 
in mid-September, 

Five jurisdictions received about two- 
fifths of the total, or $150,000, for basic 
grants of $30,000 each for comprehensive 
mental retardation planning. They were 
the States of Maryland, Massachusetts, 
Michigan and North Carolina and the 
Commonwealth of Puerto Rico. A total of 
51 states and jurisdictions had received 
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these basic grants. The remaining three- 
fifths ($217,743) of the funds were for 
the first supplemental grants to states for 
mental retardation planning. All 12 of the 
states. awarded supplemental grants al- 
ready had received basic grants of $30,000 
each. The twelve are California, Con- 
necticut, Hawaii, Illinois, Iowa, Maine, 
Michigan, New Jersey, New Mexico, South 
Carolina, Texas and Wisconsin. 


Bibliography in Psychotherapy 


A bibliography of research in psycho- 
therapy (individual therapy with adult 
patients) containing about 1,000 references 
may be obtained from Hans H. Strupp, 
Ph.D., Department of Psychiatry, Univer- 
sity of North Carolina, Chapel Hill, N. C. 
References are arranged alphabetically and 
broken down into sub-areas. Copies cost 
$1.00. Checks should be made payable to 
the University of North Carolina. 


Lecture Series on Stress 


Forest Hospital, Des Plaines, Illinois, is 
presenting a two-year lecture series on 
stressful phenomena (“arduous situations 
or conditions of existence—common Or 
otherwise—having an impact upon the 
psychological function of man, either 
crippling in their intensity or of such 
power as to create, necessarily, new modes 
of adaptation if survival is to be main- 
tained.") 


Mental Health Training Program 


The Social Science Institute, Washington 
University, St. Louis, Missouri, has an- 
nounced vacancies in the Community 
Mental Health Research Training Pro- 
gram. 


Abstracts Solicited 
Abstracts for the 1965 Research Bulletin 


on Intergroup Relations are being solicited. 
The bulletin is produced by the Society for 
the Study of Social Problems; the Society 
for the Psychological Study of Social 
Issues; the Anti-Defamation League of 


B'nai B'rith, and Phi Delta Kappa, the 
mational professional society for men in 
the field of education. Questionnaires may 
be obtained from Morton J. Sobel, direc- 
tor, National Department of Colleges and 
Universities, Anti-Defamation League of 
B'nai B'rith, 315 Lexington Avenue, New 
York, N. Y. 10016. 


Public Education Lectures Announced 


A series of nine public education lectures 
is being presented by the Association for 
the Advancement of Psychoanalysis. The 
series started in October and will continue 
through May 28 in New York City. 


Conference on Family Structure 


A research conference on studies in 
family structure, dynamics and therapy 
will be held February 26 and 27 in Galves- 
ton, Texas, under sponsorship of the 
American Psychiatric Association. Those 
interested in participation or registration 
may contact Dr. Henry L. Burks or Dr. 
Joseph Tupin at the University of Texas 
Medical Branch, Galveston, Texas. 


New Journals 


Two journals in the field of mental 
health recently were founded. These are 
the Community Mental Health Journal 
and the Rocky Mountain Psychologist. 

The first issue of the Community Mental 
Health Journal (an interdisciplinary quar- 
terly) is scheduled to appear early this 
year. Inquiries may be addressed to the 
Managing Editor, 12 Dimmock Street, 
Quincy, Massachusetts. The Rocky Moun- 
tain Psychologist is to be the official pub- 
lication of the Rocky Mountain Psycho- 
logical Association. 


Newsletter Started 


The New York Psychologist was an- 
nounced recently. The newsletter will inte- 
grate matters of interest in the behavioral 
sciences with special reference to psy- 
chology- Information may be obtained 
from Norman Forman, 452 Ft. Washing- 
ton Avenue, New York 33, N. Y. 


AQ NEW BOOKS FOR THE BEHAVIORAL SCIENTIST 


O THE NON-VERBAL CHILD by Sol Adler, East 
Tennessee State Univ., Johnson City, Tenn. '65, 
172 pp., 4 il., $6.75 


O READINGS IN THE ADMINISTRATION OF 
INSTITUTIONS FOR DELINQUENT YOUTH 
compiled and edited by William E. Amos, Div. 
of Youth Services and Employment Standards, 
U. S. Dept. of Labor, Washington, D.C., and 
Raymond L. Manella, Loyola College of Balti- 
more, Baltimore, Md. (With 16 Contributors). 
About 318 pp., 7 il. In Press 


C] PAVLOVIAN PSYCHIATRY: A New Synthesis 
by Christian Astrup, Gaustad Hosp., Oslo, Nor- 
way. (Amer. Lec. Objective Psychiatry edited 
by William Horsley Gantt) About 139 pp. In 

‘ress 


CO NEW DIRECTIONS IN STUTTERING: Theory 
and Practice edited Dominick A. Barbara, 
Karen Horney Clinic, New York City. (With 14 
Contributors) About 200 pp. 6 il, 8 tables 
(Amer. Lec. Communication edited by Dominick 
A. Barbara) In Press 


O HORIZONS IN NEUROLOGICAL EDUCA- 
TION AND RESEARCH under the sponsorship 
of Barrow Neurological Institute of St. Joseph's 
Hospital, Phoenix, Ariz. Commemorative Vol- 
ume of Dedication Symposium and Addresses. 
(With 17 Participants) About 196 pp., 78 il., 
2 tables. In Press 


O CRIMINAL ABORTION: A Study in Medical 
Sociology by Jerome E. Bates and Edward S. 
Zawadzki, both of Wayne State Univ., Detroit, 
Mich. '64, 264 pp., $8.50 


L] NEUROSIS AND PSYCHOSIS (3rd Ed.) 
Beulah C. Bosselman, Univ. of Illinois, Chicago, 
lll. '64, 216 pp., $6.50 


O INSTRUMENTATION WITH SEMICON- 
DUCTORS: For Medical Researchers by Clinton 
C. Brown and George N. Webb, both of The 
Johns Hopkins Univ., Baltimore, Md. '64, 272 
I oe il, (Amer. Lec. Objective Psychiatry), 


O MEDICAL ASPECTS OF MENTAL RETARDA- 
TION compiled and edited by Charles H. Carter, 
Sunland Hosp., Orlando, Fla. (With 32 Contrib- 
utors) '65, 1,080 pp., 251 iL, 42 tables, $32.75 


Hanes, both of Greater Kansas City Mental 
Health Foundation, Kansas City, Mo. (With te 
Contributors) '64, 900 PP- 14 tables, $7.50 


O THE MALTREATED CHILD: The Maltreat- 
ment Syndrome in Children by Vincent J. Fon- 
tana, The Saint Vincent's Hospital and Medical 
Center of New York, New York City. '64, 84 
pp. 16 il, $5.00 


O SOCIETY ON TRIAL: Current Court Decisions 
and Social Change Warren Freedman, Mem- 
ber of the New York and U. $. Supreme Court 
Bars, New York City. About 266 pp. In Press 


O ARTISTIC PRODUCTIVITY AND MENTAL 
HEALTH prepared under the Auspices of the 
Postgraduate Center for Mental Health. By 
Edrita Fried, Albert Einstein College of Medi- 
cine, New York City. With the collaboration of 
Abby Bloomgarden, William Lewis, Ida Mer- 
melstein, Rose Spiegel, and Virginia Watts. '64, 
188 pp. (Amer Lec. Psychology edited by 
Molly Harrower), $6.50 


O THE DEVELOPMENT OF THEORY AND 
PRACTICE IN SOCIAL CASEWORK by Nina 
R. Garton, Coos-Curry Mental Health Clinic, 
Coquille, Ore., and Herbert A. Otto, Univ. of 
Utah, Salt Lake City, Utah. '64, 172 pp., $6.75 


O PSYCHOLOGICAL TESTING: Theory, Inter- 
pretation, and Practices by Norman Gekoski, 
Temple Univ., Philadelphia, Pa. '64, 320 pp. 
62 il., $8.50 


[] THERAPY BY DESIGN: Implications of Ar- 
chitecture for Human Behavior compiled and 
edited by Lawrence R. Good, Architectural En- 
vironment and Human Behavior (A Program of 
Interdisciplinary Research); and Saul M. Siegel 
and Alfred Paul Bay, both of Topeka State 
Hosp. All of Topeka, Kansas. (With 10 Con- 
tributors) About 208 pp. (8% x 11), 61 il, 5 
tables. In Press 


O FLAVOR, TASTE AND THE PSYCHOLOGY 
OF SMELL by Warren Gorman, Lenox Hill 
Hosp., New York City. '64, 116 pp., 7 il., $5.50 


O THE EDUCATION AND GUIDANCE OF 
THE ABLEST by John Curtis Gowan, San 
Fernando Valley State College, Northridge, Calif., 
and D. Demos, California State College 
at Long Beach, Long Beach, Calif. '64, 528 PP.» 
1 il., $14.50 


O METHODOLOGY OF THE BEHAVIORAL 
SCIENCES: Problems and Controversies by 
Rollo Handy, State Universit: of New York at 
Buffalo, Buffalo, N. Y. "64, 196 p. (Amer. Lec. 
Philosophy edited by Marvin Perper) $6.75 
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THE TIRED RUSINESS MAN by Sir Heneage 
Ogilvie, London England. '64, 104 pp., $4.75 


O HANDWRITING IN PSYCHOLOGICAL IN- [] THE THERAPIST'S CONTRIBUTION TO 
TERPRETATIONS by Arthur G. Holt, High- THE TREATMENT PROCESS: His Person, 
landi; New Jersey. About 268 pp. (634 x 9%), Transactions, and Treatment Methods by Hugh 
872 il, 2 charts. In Press bor and Iris Sangiuliano, both of New York 
ity. '64, ., liL, $8. 
A HISTORY OF THE CARE AND STUDY [03 ki mra EDS 
THE MENTALLY RETARDED by Leo Kanner, O ZONE MENTAL HEALTH CENTERS: The 
The Johns Hopkins Univ., Baltimore, Md. '64, Illinois Concept vy Jon P. Reidy, Illinois Dept. 
160 pp., 2 il., $6.50 of Mental Health, Springfield, Ill. ‘64, 188 pp. 
il, 11 tables, $4. 
J] DEVELOPMENT AND DISORDERS OF mi D eicere 
SPEECH IN CHILDHOOD by Isaac W. Karlin, O THE PRINCIPLES AND PRACTICE OF HYP- 
Jewish Hospital of Brooklyn, Brooklyn, N. Y.; NOANALYSIS by Jerome M. Schneck, State 
David B. Karlin, Mount Sinai Hosp., New York Univ. of New York, New York City. About 288 
City; and Louise Gurren, New York Univ., New pp. In Press 
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edited by James A. Knight, Union Theological i 
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Smith College School for Social Work 


an expanded PROGRAM OF ADVANCED STUDY 
leading to the degree 


DOCTOR OF SOCIAL WORK 


A new clinical doctorate program emphasizing advanced casework 
theory and practice, to prepare for positions of increased responsibility 
in practice, supervision, teaching, and research 
. 

‘THIRD-YEAR CERTIFICATE 
A third graduate year of theory and clinical practice 
e 
Open to men and women, 


Stipends, without agency work commitment provisions, are available. 
ACADEMIC YEAR OPENS JUNE 23, 1965 


. 
For further information write to 


COMMITTEE ON ADMISSIONS, SMITH COLLEGE SCHOOL FOR SOCIAL WORK 
Gateway House, Northampton, Massachusetts 
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POST-MASTER FELLOWSHIP 


L'Hópital IN CLINICAL CASEWORK i 

1 1 On n Y viding intensiv 
Sainte-Justine d iri H ] 
with special emphasis on work with : 

> children, in a psychoanalytically ori- 


ented training center for psychiatrists 


Chief Psychologist required for Child 
Psychiatry Department of St. Justine 
Hospital of Montreal. A 600 bed mod- 
ern children's hospital affiliated with 
the University of Montreal. Out- 
Patient Clinic, In-Patient Unit with 
a large multi-disciplinary staff includ- 
ing ten psychologists. Applicant must 
have a Ph.D. with training in clinical 
work, teaching, research and admin- 
istration, Must 


atry Department, St. Justine Hospital, 


3100 Ellendale Street, Montreal, 
Quebec. . 


Psychologists and social workers. 
Intensive psychiatric and social work 
supervision, Twelve hours of teaching 
conferences, 


Four fellowships are available, 
at a stipend of $3600 per year, 
plus meals, vacation and 

medical coverage. Application 
deadline for year beginning 
July 1, 1965 is April I. 


For information write to: 


MRS. DOLORES BERNATH LEAVITT 
PSYCHIATRY DEPARTMENT 
MOUNT ZION HOSPITAL AND 
MEDICAL CENTER 
1600 prvisApERO sr. 

SAN FRANCISCO, CALIFORNIA 94115 
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PSYCHIATRY TODAY 


A checklist from Grune & Stratton, Inc. 


SCIENCE AND PSYCHOANALYSIS 

Vol. VII: Development and Research 

Edited by Jules H. Masserman, M.D. 304 pages @ $9.75 
Thirty-two eminent contributors continue this well received series with pene- 
trating discussions of the latest developments in psychoanalysis, as well as 
research studies in behavior, dreams and communication, clinical practices 
and therapeutic results. 

(Previous volume also available.) 


CURRENT PSYCHIATRIC THERAPIES 

Vol. IV 

Edited by Jules H. Masserman, M.D. 328 pages @ $9.75 
Fourth in this well-known, practical series, this new volume is particularly 
rich in chapters on the rationale and techniques of family, group, and com- 
munity therapy. 

(Previous volumes also available.) 


THE FEAR OF BEING A WOMAN 


A Theory of Maternal Destructiveness 


By Joseph C. Rheingold, M.D., Ph.D. 168 pages € $10.00 
A profound new insight into the mind of woman, the concept of maternal 


destructiveness propounded in this new book offers much, both theoretically 
and clinically, to the practicing psychiatrist. A majority contribution to the 
study of the psychology and psychotherapy of women. 


PRINCIPLES OF CLINICAL PSYCHOLOGY 

By Luciano L'Abate, Ph.D. 328 pages € $8.75 
A fresh and literate look at the chaotic state of clinical psychology today, 
this book integrates both theoretical and practical aspects of clinical psy- 
chology as a science and as a profession. 


EVALUATION OF PSYCHIATRIC TREATMENT 

Edited by Paul H. Hoch, M.D., and Joseph Zubin, Ph.D. : 

(Vol. XIX—Proceedings of the 52nd Annual Meeting of the American Psy- 
chopathological Association.) 333 pages © 312.00 
This book provides a major contribution to the solution of one of aed s 
most pressing problems—the problem of evaluating, in a given case, the de- 
gree of improvement obtained. 

(Previous volumes also available.) 


For information on other Grune & Stratton books send for free circulars. 


381 Park Avenue South 


GRUNE & STRATTON, Inc. New York, N.Y. 10016 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering 
general, business, academic, and college entrance courses from grade 
eight through high school. The school is accredited by the New York 
State Department of Education, and a majority of its graduates regu- 
larly enter college or junior college. It is psychiatrically oriented and 
is well equipped with the most modern methods and procedures, not only 


in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A 
psychiatrist and psychologist are in attendance. Our work empha- 
sizes a much wider concept of student training and growth than is 
conceived of in present-day education. Educating the student as a per- 
son, adjusting and maturing his personality is a primary aim. 


For further information write to 


Mrs. V. V. Anderson, Directress 
84 miles from New York City Telephone: TUrner 9-3571 


Community Mental Health, 
gournal 


VOL. 1 1965 NO. 1 


ANNOUNCING: A new interdiscipli- 
nary quarterly publishing articles on re- 


D pU) Program 
Doctor of Philosophy 


An Advanced Program in Social Work 
and Social Research with study in four 
areas: 


search and evaluation, program develop- 
ment, and theoretical issues of interest to 


professionals in this accelerating move- 
ment. 


Editorial Board: Sheldon R. Roen (Editor), 
Lenin A. Baler, Saul Cooper, Erich reat 


Consulting. Editors: lrving N. Berlin, Eli M 
Bower, William W, Cooley, Elaine Cumming, 
Martin Deutsch, Howard E. Freeman, Sheldon 
Glueck, B. R. Hutcheson, David K. Kaplan, 
Donald C. Klein, Harry V. McNeill, Ralph H. 
Ojemann, Donald Ottenstein, Benjamin Pasam- 
anick, Hildegard E, Peplau, and Nevitt Sanford. 


Subscription. Rates: Regular $10; I 


89; Canada 306 extra; OA ndividual Professionals 


er Countries $1 extra; Students $8. 
Editorial Address; Subscription Address: 
12 Dimmock Street Box 233 Lexingto: 

Quincy, Mass. 02169 | Mass. 02173 5°” 
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SOCIAL WELFARE 
SOCIAL WORK METHODS 


SOCIAL AND BEHAVIORAL 
SCIENCES 


SOCIAL RESEARCH 


Open to Men and Women 


Fellowships, Traineeships, and Research 
and Teaching Assistantships 
are available, 


For application or information write to 


The Director, Graduate Department of 
Social Work and Social Research 


815 New Gulph Road 


Bryn Mawr College 
Bryn Mawr, Pennsylvania 


SMITH COLLEGE 


SCHOOL FOR SOCIAL WORK 


GRADUATE SEMINARS 
July 19-29, 1965 


Advanced Casework Mrs. Eunice F. Allan, Lydia Rapoport, 
Mrs. Elaine Rothenberg, Mrs. Frances H. Scherz 

Casework Treatment of Children Mrs. Eleanor B. Weisberger 

| Supervision in Social Casework Mrs. Rothenberg, Mrs. Scherz, Mrs. Weisberger 
| A Two-Summer Project in Supervision Mrs. Yonata Feldman 
Ego Psychology Ner Littner, M.D., Andrew S. Watson, M.D. 
Concepts and Principles of Child Psychotherapy Dr. Littner 
Educational Methods in Teaching Casework Mrs. Allan 
Research in Casework Practice Geraldine L. Conner 


PUBLIC WELFARE SEMINARS 
for child welfare and public assistance workers 
who are college graduates 
July 19-29, 1965 
Basic Principles of Social Casework Virginia L. Tannar 
Dynamics of Human Behavior ]ohn A. Larson, M.D. 
For further information write to 
Committee on Seminars 
Smith College School for. Social Work 
Gateway House, Northampton, Massachusetts s 
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CHILD PSYCHOLOGY—Behavior and Development 
By RONALD C. JOHNSON, University of Hawaii, and GENE R. MEDINNUS, San Jose State Col- 
lege. Stresses the antecedents of personality development and the process of socialization. 1965. 560 


pages. $6.95. 
NEUROSIS AND TREATMENT—A Holistic Theory 


By ANDRAS ANGYAL. Edited by HANFMANN AND R. M. JONES, Brandeis University. 1965. 
Approx. 400 pages. Prob. $8.50. 


JOHN WILEY & SONS, Inc. 605 Third Ave., New York, N.Y. 10016 


_.. A residential facility for intelligent Jr. and Sr. High School males who need 
psychiatric help with’ problems of underachieving and adjustment. 

For information contact: Rita Burgett, Secretary 

The Readjustment Center 
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FOREWORD 


Ortho programs are typically characterized by both unity and diversity. Unity is 
provided by a single major theme and diversity by a broad coverage of specific 
topics in symposia, workshops and sessions of presented papers. This is as it should 
be; we do not want our meeting to consist simply of a succession of unrelated con- 
current sessions attended only by special interest groups nor do we wish to have 
our discussions confined to a single issue, however important it may be. The mem- 
bership of Ortho is too firmly bound together by a common basic concern to be 
satisfied by the first arrangement and much too individualistic in tastes and interests 
to tolerate the second. 

The 1965 meeting follows the established pattern. Its central theme is the mean- 
ing of the rapid and significant social changes occurring today for the mental health 
movement and for clinical practice. It goes without saying that the “midcentury 
social revolution” has profoundly important implications for the understanding, 
prevention and treatment of behavior disorders. It is our responsibility to examine 
these implications carefully in order to determine what changes in philosophy, 
strategy and tactics are required to enhance the effectiveness of our professional 
efforts. As an examination of this issue will show, virtually every major facet of 
the problem will be explored. Thanks to our dedicated and hard-working Program 
Committee under the chairmanship of Dr. Pearlman, a most impressive group of 
participants is at hand to analyze these issues. 

Beyond the consideration of the major theme, many other aspects of Ortho- 
psychiatric endeavor are dealt with in various sessions: mental retardation, mental 
health programs, developments in psychotherapeutic practice and school problems, 
to list a few. The concern is with getting things done but the approach is critical, 
for Ortho is a delightful blend of social activism and scientific skepticism. We happily 
adopt Pasteur’s Il faut travailler, but we combine with it Montaigne’s Que sais-je? 

The officers, Board of Directors and Program Committee of the American Ortho- 
psychiatric Association hope that your participation in this meeting will be a profit- 
able and rewarding experience. Please communicate your evaluations and sugges- 


tions; they are a valuable guide to future planning. 
ARTHUR L. BENTON, President 
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Wednesday Evening, March 17, 1965 


Open Meeting 


Midcentury Social Revolution—lmplications for 

Mental Health Programs in Underdeveloped Countries 

(Joint session of the World Federation for Mental Health and the American Ortho- 
psychiatric Association) à 
Host: Arthur L. Benton 

Chairman: Frank Fremont-Smith 

SOCIOECONOMIC CHANGE, POPULATION EXPLOSION AND 


THE CHANGING PHASES OF MENTAL HEALTH PROGRAMS 
IN DEVELOPING COUNTRIES 


Thomas A. Lambo 
University of Ibadan, Nigeria 


Discussants: Michael Beaubrun, Julia J. Henderson 


Thursday, March 18, 1965 


The Unserved Population 
Chairman: Fritz Redl 
PUBLIC HOSTILITY TOWARD SCIENCE 


Robert Jastrow 
Institute for Space Studies, New York, New York 

Science and engineering have flourished in the United States and have con- 
tributed much to the rapid economic growth of the country. The demand for 
scientific and engineering manpower continues to grow with the introduction of 
more advanced and complex forms of technology into industry. In response. to 
this demand the proportion of scientists and engineers to the rest of the population 
has increased. The ratio was 1 in 2000 in 1900. Today it is 1 in 150, and accord- 
ing to the projection of these changes it will reach 1 in 100 in 1975. 
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Yet a study of the career choices of the top stratum of high school seniors about 
to enter college shows a declining interest in scientific research and a very sharp 
decline of interest in engineering. The same study shows that such traditional pro- 
fessions as medicine and law are holding their own or increasing in popularity. 

There is evidence that the scientist also occupies a relatively low position in 
the general scale of social values. A recent study of the attitudes of college women 
indicates that those who would like to marry a doctor or a lawyer are thirteen 
times as numerous as those who prefer a scientist husband. Other studies indicate 
a generally hostile attitude toward the scientist, in which fear and respect for the 
power of his techniques are mingled with personal contempt. 

There is a tendency in the scientific community to feel that indifference to science 
as a career is a product of the public's unwillingness or inability to make the effort 
required for the mastery of scientific disciplines. I believe, on the contrary, that 
certain attitudes in the scientific community itself are at least partly, if not sub- 
stantially, to blame for the alienation of science from society. 

What are the reasons for the deterioration in the position of science and engi- 
neering? First, the pursuit of knowledge for its own sake has been elevated to the 
highest position in the temple of science. This was not always so. Francis Bacon 
wrote that the purpose of science is the enrichment of human life. But today the 
separation of basic scientific research from other human activities has become an 
important canon of the scientific attitude. A pecking order has come into existence 
in science in which the highest rank is assigned to the “purest” subjects, those 
whose connection with the directly observable elements of our physical environ- 
ment is least obvious. Problems relating to the structure of the earth, the origin 
and history of the solar system, the conditions under which life developed on this 
planet—all the questions which directly concern the planet earth and man’s phys- 
ical existence on it—are considered impure and of lower int 


TAB tacto EE d ellectual content. 
Scientific investigations which have a direct bearing on human affairs are ranked at 


the bottom. The difficult and important problem of the weather is beneath the notice 
of most physicists. 

Second, scientists have permitted, and occasionally encouraged, a public image 
of science to develop as an impersonal and dehumanized field of work, unintelligible 
and inaccessible to all but a gifted few. This stereotype portrays the scientist as 
a logically perfect but alien being dealing in facts and truths—a man who works 
like a machine. This is a false image because a s 


in th cientist goes about his business 
i d e same manner as everyone else, relying heavily on subjective and intuitive 
Judgments. However, when he has reached a Significant result, he covers up his 


tracks and replaces his intuitive reasoning b i i i 
: : a fi 
convince his colleagues. B "U 


"Third, scientists have little interest in teach 
If they give advanced courses it is to 
assistance in their research. 

I do not believe that scientists 


ching and generally look down on it. 
acquire students trained in their fields for 
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more effort to teaching and to the translation of their jargon into normal language 
and broaden their definition of respectable intellectual labors to include some of 
the pressing “impure” problems of our civilian economy. 

UNEMPLOYMENT AND SOCIAL DISORGANIZATION 

Patrick Moynihan 

U.S. Department of Labor, Washington, D.C. 

A COMMUNITY PERSPECTIVE ON CHANGING PROFESSIONAL 

AND INSTITUTIONAL RESPONSIBILITIES 


Wayne Vasey 
Human Development Corporation of St. Louis, Missouri 


Discussant: Jack T. Conway 


Violence and Nonviolence in the Social Change Process 
Chairman: Judge John Biggs, Jr. 
THE HEALTHFUL USE OF POWER 


Howard Zinn 
Boston University, Boston, Massachusetts 


VIOLENCE AND ORGANIZATION: THE FATALITY OF SENTIMENT 


Milton Kotler 
Institute for Policy Studies, Washington, D.C. 


Martin Luther King, Jr. (tentative) y 
Southern Christian Leadership Conference, Birmingham, Alabama 


Discussant: Allen D. Grimshaw 


The Midcentury Sexual Revolution 
Chairman: Julius B. Richmond 
SEX AND THE LAW 


Ralph Slovenko i 
Senior Assistant District Attorney, New Orleans, Louisiana 


SEXUAL MORALITY AND THE DILEMMA OF THE COLLEGES 


Dana Farnsworth 


Student Health Services, Harvard University, Boston, Massachusetts 
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SEXUAL MORALITY AND SEXUAL REALITY—THE 
SCANDINAVIAN APPROACH 


Birgitta Linnér i 
Marriage Counseling Bureau of Stockholm, Sweden 


The Scandinavian countries, famous or ill-famed for a great amount of sexual 
freedom and often misrepresented, in reality do not offer a unified pattern of norms 
and behavior. 

A vivid debate on sexual morality is going on. Some religious groups in Sweden 
have stréssed a need for the state Lutheran Church to revise its attitude to sexual 
norms in order to obtain a contemporary approach to the actual behavior pattern 
among Swedish youth. (Of first-born babies, born yearly within wedlock, some 40 
per cent were conceived before marriage.) Mr. C. G. Boethius, editor of the official 
Swedish church weekly has said that premarital sex relations should not be con- 
demned as a sin as long as the couple sincerely plan to marry. The Swedish bishops, 
however, at a recent conference declined to accept a change in the attitude of the 
Church. They said that, although “premarital sex relations may be of different 
moral quality,” still “sexual relations do belong to married life only.” ' 

It should be noted that the divorce rate is considerably lower in Sweden than in 1 
the United States. j 

In 1964, 140 Swedish doctors in a joint statement expressed serious concerm- 
about sex life among youth and criticism of the present program for sex education .— 
in schools. They wanted what they labeled “firmer sexual norms” to be taught. In 
Norway, a group of housewives issued a similar Statement, going so far as to 
maintain that sex education should be the responsibility of the homes and the parents 
only. A large group of Danish doctors, ministers, teachers and parents said they 
Kaa teaching about birth control to be excluded from any sex education in the 
schools, 

A nationwide organization of pupils in Swedish secondary schools and junior 
colleges, on the other hand, maintains that only facts, and not evaluations, should 
be taught the youth in this field. 

Conferences on sex in modern society have been arranged by liberal groups, who 
have hoped to change attitudes toward sex in the direction of more tolerance, and 
also to achieve more Progressive legislation in this field. 

Mert owed Pe asd There is a general constructive approach which stresses 
look dn b i ond f deu for freedom and responsibility and a mature out- 
diis ud s e men and women. Responsibility rests with modern 

ty to improve man’s possibilities to achieve harmonious sexual relations as 
part of human relations, 
ped on several important points, i.e. as regards 
(including birth control); abortions 
born out of wedlock not being re- 


» Norway and Sweden may be taken as repre- 
extreme of, on the one hand, very 
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conservative groups such as the 140 Swedish doctors and the Norwegian housewives 
mentioned and, on the other hand, groups such as the impatient organization formed 
by some of the teenage school students. 


Discussant: Benson Snyder 


The Price of Progress 
Chairman: Irving N. Berlin 


Edwin H. Land 
Polaroid Corporation (tentative) f 


SCIENTIFIC AND TECHNOLOGICAL REVOLUTION: IMPLICATIONS 
FOR SOCIAL CHANGE 


Ralph B. Helstein 
president, United Packing House Food and Allied Workers, AFL-CIO 


THE FUNCTION OF THE COMMUNITY WITH RESPECT TO ONGOING 
SOCIAL CHANGE 


Donald N. Michael 
Institute for Policy Studies, Washington, D.C. 


Workshop I: Mental Health Trends—Leadership and Responsibility 
Chairman: Caroline A. Chandler 

Resource Participants: Caroline A, Chandler, William C. Rhodes, Charlotte 
Silverman, Israel Zwerling 


Reporter: William C. Rhodes 


Workshop 2: Comprehensive Community Mental Health Planning 


Chairman: Norman V. Lourie 

Resource Participants: Bertram S. Brown, Wayne Chess, Leonard Duhl, Hyman 
Forstenzer, Arthur Funke, Frank Greving, Sidney Kligerman, Marie McNabola, 
Paul Pearson, Donald Price, H. G. Whittington 


Workshop 3: Sex Education—What Is It? 


Chairman: Mary S. Calderone 


Resource Participants: Bryson S. Couvillon, Warren R. Johnson, Lester 


A. Kirkendall 
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Reporter: Isadore Rubin 


Workshop 4: Unemployment of Young People— 
Implications for Clinical Practice 
Chairman: Allen V. Williams 


Resource Participants: Gerald Bauman, Joan Grant, Zetta Putter 


Workshop 5: The Clinician's Role with Respect 
to Public Mental Health 


Chairmen: Viola Bernard and David Sanders 


Resource Participants: Bruno Bettelheim, John Cumming, Elizabeth Davis, Alan 
Kraft, Lydia Rapoport 


Workshop 6: Violence—Health or Pathology 


(Joint session of the American Society of Criminology and the 
American Orthopsychiatric Association) 


Chairman: Jacob Chwast 


Resource Participants: Albert Hess, Mason G. Mandel, Wordell B. Pomeroy, Hector 
J. Ritey 


Reporter: Samuel J. Prensky 


Workshop 7: Prevention of Suicide— Clinical and Community Roles 
Chairman: Albert C. Cain 


Resource Participants: Edgar Draper, 


Norman Farberow, Viggo W. Jensen, Erich 
Lindemann 


Workshop 8: Negro-White Transactions: Problems and Gains 
in Professional and Personal Relations 


(Planned by the Association Committee on Problems of Minority Groups) 
Chairman: Vera Rubin 


Resource Participants: Mildred Bateman, Hu, i 
3 , Hugh Butts, Mary Evans Collins, 
Elizabeth Eddy, Rutherford B. Stevens 4 


Reporter: Clara Genetos 
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Thursday Afternoon, March 18, 1965 


New Trends in Preschool Education 
Chairman: Sherman Little 


PROMOTION OF PRESCHOOL, *CULTURALLY DEPRIVED" CHILDREN 
THROUGH “DRAMATIC PLAY” 


Sarah Smilansky 
Szold Institute for Child and Youth Welfare, Jerusalem, Israel 


The objective of this study was to develop in preschool, culturally deprived chil- 
dren the ability to engage in “dramatic play” and to promote through “dramatic 
play" cognitive abilities, impart basic information and modify attitudes which are 
essential for scholastic success. 

What do we mean by “dramatic play” as revelant to children aged three to seven 
years? “Dramatic play" in this study is that form of children's play in which a 
minimum of two children participate. They undertake roles and spontaneously act 
out a theme drawn from their own experience without formal organization by an 
adult. The game is played as “make believe.” Toys and other play objects are used 
flexibly, freely, and sometimes symbolically to interpret the theme. The players 
verbalize as they act. The game is sustained over a sufficient period of time to enable 
the players to become involved in their interaction and thus realize the theme. 

Dramatic play promotes cognitive abilities, imparts basic information and 
modifies attitudes which are essential for scholastic success: Problem solving in 
school subjects requires a great deal of make believe. Geography, history and 
literature are make believe; solving a problem in arithmetic is make believe. All are 
conceptual constructions which the child has not experienced sensuously. 

“Problems” are conceptual conditions in which it is necessary to project oneself 
if one is to act and solve the problem. Having Jearned to sense conceptual conditions 
as satisfying grounds for action, the child can accept the teacher's requirement for 
again submitting himself to the harness of conceptualized forms and Gratis from 
this position. He then has internalized a condition in which he can "learn" more 
readily and from which he derives certain satisfaction. — 

Observations were made by five field workers in 36 kindergarten classes where 
the ages of the children ranged from three through six years. In 18 of these classes 
the children were from middle and upper sociocultural European background (H 
children) and in the other 18 classes the children were from. a low sociocultural 
middle Eastern background (L children). AST 

Observations we noted with as much detail and accuracy as possible, included: 
content of play; form and process of play; number of guns participating; toys, 
tools or other objects used; time consumed and children's verbatim. This was done 
in all 36 kindergarten classes; at least ten examples were reported from each center 
of interest in the H (high) set of kindergartens and in the L (low) set. 

Recorded material thus acquired reveals conspicuous differences in dramatic 
play of H children compared with that of L children. Differences were in character 
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and content of play which we analyzed quantitively. Analyzed qualitatively were . 
differences in linguistic ability. ; 

To study some of the causes of differences found in dramatic play of L children 
compared with that of H children, we made home visits, interviewed parents and 
carried out observations. Our aim was to see if certain patterns of growth and 
development in the children’s immediate environment could account for these differ- 
ences. Observations and interviews were made in 50 L families and 60 H families 
with children one to six years old, particularly with respect to the children’s play. 

The three main hypotheses on which the three experimental groups were based 
are: 

The First Hypothesis—First Experimental group. Inadequacy of dramatic play 
of the L children stems from externalization of their impressions and experiences. 
These children look but do not see; more important, they do not understand. 
Because they receive no explanation which would broaden their impressions and 
make them more meaningful, these impressions remain superficial and ineffective 
as stimuli for dramatic play. If we provide these children with meaningful impres- 
sions within their comprehension, they will begin to engage in dramatic play. 

The Second Hypothesis—Second Experimental group. The L children absorb 
the impressions and experiences afforded them by their immediate environment. 
They understand what they see and experience. They are not taught, however, by 
adults in their immediate environment how to translate these impressions and 
experiences into the language of play. If we shall teach these children how to 
exploit their impressions and experiences, how to convert them into play, their 
resources will be enriched and they will begin to engage in dramatic play. 

The Third Hypothesis—Third Experimental group. Inadequacy of dramatic 
play of L children results from lack of two interdependent factors: meaningful im- 
pressions and experiences together with lack of teaching and guidance in playing. 
lf we present these two factors simultaneously in the kindergarten situation, the 
children will begin to engage in dramatic play. 

Main results include: 


1. No significant difference occurred in the ability to engage in dramatic play and 
in linguistic ability of the children in the first experimental group (in which 
the children were provided with meaningful impressions only) when compared 
with the two other experimental groups and with the control group. 

2. Significant improvement occurred in ability to engage in dramatic play in the 
second experimental group (in which the children were taught how to con- 
vert their impressions and experiences into dramatic play) when compared 
with the first experimental group and with the control group. 

3. A significant improvement occurred in the ability to engage in dramatic play 


and in some factors of linguistic ability in the third experimental group (in 
Which children were provided with 


> meaningful impressions and experiences 

FUE. - MO cue how to convert their impressions and experiences into 
$ ay) when compared with the tw i 

with the control p p ‘© other experimental groups and 
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"MATERNAL BEHAVIOR AS A COGNITIVE ENVIRONMENT 


Robert D. Hess 
The University of Chicago, Chicago, Illinois 


THE PLACE OF A THEORY OF DEVELOPMENT AND EXISTING 
MODELS OF PRESCHOOL EDUCATION IN EVALUATING NEW TRENDS 


Barbara B. Biber 
Bank Street College of Education, New York, New York 


Discussants: Thomas C. Brugger, John H. Niemeyer 


Current Patterns of Sexual Deviancy 
Chairman: Samuel B. Kutash 


CHANGING CONCEPTS OF THE GENESIS AND THERAPY OF 
MALE HOMOSEXUALITY 


Irving Bieber 
New York Medical College, New York, New York 


Before Freud developed a dynamic psychology, homosexuality was viewed asa 
constitutionally determined, degenerative disease. While Freud stressed experiential 
determinants, he retained a constitutional explanation which he elaborated in his 
theory of bisexuality and in his concepts of activity and passivity. Since then con- 
ceptualizations regarding the etiology of male homosexuality have shifted from one 
pole to the other on the constitutional-experiential continuum. In 1953 a long-term 
and intensive study of male homosexuality was initiated and carried out by a 
research committee of the Society of Medical Psychoanalysts. Among other aspects, 
the study was directed toward types of parent-child relationships found to be 
highly pathologic and specifically pathogenic for male homosexuality. Among the 
106 homosexual patients in the sample a wealth of data was elicited which permitted 
the construction of a highly probable explanation of how a pathologic parent-child 
though no information whatever was brought 
supporting the influence of a constitutional defect. 
ors in homosexuality 


personality reorganization and 
en where the patterns have been 


cluded in this group were patients whi 
treatment) justifies a therapeutic O 


adjusti . Higher percentages of 
patentee d = reported. This experience seems to be due in large part to 
the growing change in the climate of psychiatric opinion regarding the treatability 
of homosexuals. ; 
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MALE PROSTITUTION IN AMERICAN CITIES: A SOCIOECONOMIC OR 
PATHOLOGICAL PHENOMENON? 


Donal E. J. MacNamara 
Immediate Past President, American Society of Criminology 


This is a report on an experimental study (1960-1963) of 103 male prostitutes 
in seven American cities by two investigators: the author is a criminologist with a 
background in criminal investigation. The co-investigator is a sociologist with psy- 
chological training and experience who prefers not to be identified at this time. 
Information was gathered by direct observation, by “roping” (i.e., surreptitious 
interrogation), and by cross-checking information with police, institutions and the 
companions of the prostitutes. 

The group studied may be described as young (age range: 15 to 23); of low- 
to-average intelligence; hostile to self, family and society; of lower than average 
educational attainment (only 23 claimed to have finished high school and of six who 
claimed attendance at college verification was obtained in only one case); poor 
work history and orientation (only 38 were in full-time employment at time of 
contact, and 21 had never experienced either full- or part-time employment), and 
highly traumatic family background (as described by the prostitute) with broken 
home, illegitimate birth, rejection (particularly by father), alcoholism, brutality, 
low educational and income level. Singularly enough there was no reported intra- 
family immorality. 

Particularly noted areas include: ethnic; police and institutional experiences; 
age and circumstances of introduction to homosexual activity and age and cir- 
cumstances of introduction to male prostitution; therapeutic experiences; self- 
concepts; use of alcohol, narcotics, diet and hygiene; and income from prostitution. 

Although nearly all of the study subjects could be described as immature, ir- 
responsible, unstable (and although hostility to self, to society and to their environ- 
ment, present and past, was only too evident) if we were to ignore for the 
moment their sexual proclivities and way of life and observe them only as teen- 
agers and post-adolescents in an undifferentiated social setting, it would be difficult 
indeed to label the group pathological. Nearly all were neurotic. Probably none was 
a psychotic or Psychopath. Are they male prostitutes as a result of some neurotic, 
Psychopathic or psychotic syndrome? Quite likely not. They drifted into prostitution 
following the path of least resistance. They were ill equipped educationally, voca- 
tionally, and by family conditioning to make their way in our complex competitive 
Society. They have found in prostitution a temporary and relatively satisfactory 
survival modus vivendi; a subcultural adjustment, perhaps, but neither as self- 


destructive as Suicide, narcotics addiction or alcoholism nor as antisocial as an 
overtly criminal career. 


THE CRIMINALLY DANGEROUS SEX OFFENDER 


Harry L. Kozol, Ralph F. Garafolo 


Center for Diagnosis and Treatme 
nt of Sexually D, 
Bridgewater, Massachusetts UT vocabu 
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Discussants: Paul H. Gebhard, Donald P. Kenefick 


Studies of "Change Agents" and "Change Resisters" 
Chairman: Andrew S. Watson 


PATTERNS OF SUPERPATRIOT OPPOSITION TO 
MENTAL HEALTH PROGRAMS 


Richard Schmuck 
The University of Michigan 


Mark Chesler 
The University of Michigan 


The *Midcentury Revolution" in social practice has created new interest and 
emphasis on mental health programs in America. Although most citizens seem to 
support the application of psychology to education and industrial settings as well 
as community and family problems, some people are vigorously opposed. This 
article reports the perceptions, feelings and other social-psychological character- 
istics of one group of change resisters, those participating in superpatriot organ- 
izations and activities. Superpatriots are distinguished by their: (1) patriotic 
fervor and nationalism coupled with conservative political views; (2) perceptions 
that there is substantial internal danger of Communism, and (3) active involve- 
ment in conservative political organizations. The data reported here are based 
upon interviews with superpatriots in the Midwest. 

Many of these superpatriots are opposed to recent mental health programs and 
policies, Psychologists, teachers and social workers often are viewed as plotting 
to subvert American moral traditions and replace them with doctrines of atheism, 
materialism, expressionism and permissiveness. Psychological testing and counsel- 
ing in the public schools are criticized as “brainwashing” and "brainpicking." The 
extension of psychiatric or social work services to the general community is 
opposed on grounds of "invasions of privacy" and moral subversion. Furthermore, 
psychiatrists, psychologists and intellectuals often are seen as Communists and 
Communist dupes operating out of an alien tradition rooted in Pavlovian condi- 
tioning and Leninist brainwashing. E à 

Opposition to psychology and mental health activities takes many active forms. 
However, it does not appear that superpatriots are ignorant or intolerant of the 
mentally ill, but are protesting against institutionalized federal and community 
programs. In some areas, community programs and clinics have been publicly 
opposed and practitioners villified. In other places psychological tests have been 
eliminated from the schools, and school boards have been besieged with protests 
about certain texts and courses, particularly those relevant to social living and 
mental hygiene. f : 

Superpatriots opposed to psychological programs are not typically psychotic, 
irrational or disturbed; rather they appear to be effective and hospitable. Moreover, 
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they are quite well informed and active in public affairs. They also are characterized 
by a religious fundamentalism and rigid conceptions of right and wrong. Compared 
. to conservatives and moderates, superpatriots more often come from rural back- 
grounds. Some psychological conditions accompanying such rural fundamentalism 
include dogmatism, stereotypic thought about minorities and anti-hedonistic views. 
Further, superpatriots project great power to the Communists and seem to be 
concerned about dominance in interpersonal and international relations. 

For recruitment into superpatriot protest groups neighborhood contacts and 
friendships often are used. In addition, superpatriot organizations often espouse 
popular protests in order to establish working relations with conservatives and 
moderates. As conservatives engage in these organized protests, they receive new 
literature, make new friends and become candidates for socialization into broader 
superpatriotic activities. 

The article concludes with some examples of successful and unsuccessful attempts 


by practitioners to combat local superpatriot attacks on psychology and mental 
health programs. 


WHO ARE THE 'TRUE BELIEVERS?—A TENTATIVE TYPOLOGY OF 
THE MOTIVATIONS OF CIVIL RIGHTS ACTIVISTS 


August Meier 
Department of History, Roosevelt University, Chicago, Illinois 


"This paper is limited to a discussion of civil rights "activists," that is, to partic- 
ipants in the nonviolent, direct-action demonstrations. The generalizations set forth 
are based upon four years (1960-64) of observations as a participant in direct 
action organizations (SNCC and CORE) and projects (ranging from Cambridge, 
Md., to Syracuse, N.Y.) and numerous interviews conducted in the course of 
research on the history of the twentieth century civil rights movement in both the 
South and the North. It must be emphasized that the author has not done systematic 
research on the motivations of civil rights activists, and that his conclusions there- 
fore are very tentative. 

Any generalizations must be gross oversimplifications of the complexity of social 


reality. In general, however, certain thin i ivi 
i x ^ gs may be said. A. 
young—in their late teens and early d NU s cory, The 


“movement” tends to attract differe: 


z gro activists have been youths wh h 
education. If these Set Lie y who have no college 
d du iude d pud E been to college, they tend to be students who have 


social life or cam itics. 
The leaders, however, tend to be people of higher achievement. pus politics 


DIRECTED SOCIAL CHANGE 207 


White youth, on the other hand, have tended to be college students or recent 
college graduates, often from the most outstanding schools in the country and 
quite frequently in the top ranks of their classes. They are a predominantly upper 
middle-class group. They tend to break down into two major subgroups: those 
who are alienated from American society and those who are not. The former 
include “beatnik” types who identify with Negroes as the most alienated class in 
America and radical intellectuals ranging from Quaker-type pacifists to Trotskyists. 
This group formed a large proportion of the participants from 1960-63 along 
with a sprinkling of upper middle-class idealistic Jews and other liberals. Beginning 
with the March on Washington, when the civil rights movement gained greater 
respectability and the support of prominent white clergymen, the movement came 
to attract more conventional types. These types were motivated not by their rejec- 
tion of American society but by their deep attachment to its values and ideals and 
to the ethical principles in the Judeo-Christian tradition. Common, though far 
from universal, among both types is a feeling of guilt in regard to white America's 
history of racial discrimination against Negroes. 


THE *FAR RIGHT" AS A STUDY IN THE HISTORY OF IDEAS 


George I. J. Dixon 
Wisconsin State University, Stevens Point, Wisconsin 


Discussants: Joseph Meiers, Perry Ottenberg 


Programs to Provide Directed Social Change - 
Chairman: Donald C. Klein 


CONTROLLED INTERVENTION—THE HELPING PROFESSIONS 
AND DIRECTED SOCIAL CHANGE 


William H. Key 
The Menninger Foundation, Topeka, Kansas 
Rapid social change has been and will be our way of life in the foreseeable 
future. The increasing role of government as an instrument for the "management 
of planned social change" enhances the possibility of being able to guide future 
change. Clinical and social scientists have an important role to play if they can 
translate their knowledge and skills into terms specific to the problems faced by 
administrators, if they are willing to develop new methods of intervention and 
if they are willing to develop new role models involving new professional-client 
relationships. y : 5 
The Community Research Unit of The Menninger Foundation has been carrying 
imental research on two methods of using social science 


Out a program of expe : x ; 
and clinical personnel in relationships to change experience. This paper is a report 


on the philosophy, methods and preliminary results of those two experiments. 
One program of experimental intervention was carried out by an urban renewal 
agency using a blend of "crisis theory" with the principles underlying "milieu 
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therapy" to guide the intervention. Follow-up studies comparing the effects on the 
population displaced by the urban renewal project (who were offered this helping 
service) to a population displaced by an interstate highway (who were oflered 
no help) are currently underway. Preliminary results will be reported. 

The other intervention experiment, building on the experience gained in the 
urban renewal study, also is being carried out in a lower-class neighborhood but 
does not involve the crisis concept where therapeutic efforts are related to a specific 
stressful experience. The second project has developed what has- tentatively been 
labeled as “broad-spectrum” intervention. This consists of going to families, de- 
veloping a relationship with them and intervening in whatever way seems appro- 
priate. Insights gained and problems identified during a pilot year plus early stages 
of the experimental period will be reported. 


THE STRATEGY OF CHANGE IN NEW HAVEN 


Mitchell Sviridoff 
Community Progress Inc., New Haven, Connecticut 


STRATEGIES FOR INITIATING EDUCATIONAL CHANGE IN 
LARGE BUREAUCRATIC SCHOOL SYSTEMS 


Mario D. Fantini 
Fund for the Advancement of Education 


Gerald Weinstein 
Urban Teacher Preparation Program, Syracuse University, Syracuse, New York 


One of the greatest challenges confronting education today involves change— 
the vital need to update the educational establishment. By examination of the 
purpose, process and the product of the current educational system we get a fairly 
good picture of the problem and of where we can begin to do something about it. 
We generally are agreed on the purpose of the public schools. But in urban schools 
especially an obvious discrepancy exists which includes dropouts, delinquency and 
other problems. Changing the purpose of education would resolve this discrepancy, 
eg. educating only those who are "qualified." But this approach denounces our 
ideal of education for all and offers no cure to the problem itself. It merely shirks 
the responsibility. The other alternative, that is, to change the faulty product 
(child) to conform with the process can be accomplished somewhat through 
P paa providing guidance counselors or additive services in extra reading 
reu etc. But this alternative would only make a faulty product conform to some- 

g that does not work well in the first place. We must change the structure which 
Te under the aegis of the purpose to produce the product. 
al pm sens exists and has remained intact for 50 years. It includes 
We willl be thet ee uniform prepackaged curricula, graded systems, etc. 
M E at certain other processes are more educationally, sociologically, 
Pa a cally and psychologically sound. Our point is that the transition from 
process to another can be made only through structural rather than mere 
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organizational change. Organizational change involves change of conditions in an 
institution, but this alone leads to slow process changes, if any at all. Structural 
change involves a qualitative difference in actual role performance. A teacher, 
displaying a structural change would have a new attitude or be performing a new 
role redefined as a result of organizational change. 

Current educational systems are victims of a bureaucratic cycle which itself 
becomes resistant to change. Over a period of time as a hierarchial party line 
develops, conformity is required to win acceptance and qualify for promotion. 
To ask any system to change to another method of performing is essentially insult- 
ing the system by saying its old ways are not good enough. 

Times demand that changes be made with the rapidity of revolution yet rendered 
with the subtlety of evolution. When a foreign element is introduced into the 
bureaucratic status quo, it acts as a mutant to the entire establishment. As news 
of the successes of these new elements (ideas) spreads, the old system is influenced 
and gradually incorporates the new into the old. 

For change to be effective, it must occur from within. As power is fuel for 
change, the agent must assume a power role inside the organization, but retain 
the perspective of an outsider. He must have a sociological understanding of the 
workings of bureaucracy together with the situational outlook for the organization 
and the knowledge of how to proceed with the steps for change. 

It is the goal of the change agent to create a laboratory for change within the 
school system. The agent takes a piece of the bureaucracy to serve as a lab sub- 
system for the large bureaucracy. He works from a rational model of research and 
development. The new ideas either spread out and are institutionalized or they 
expand and take over the institution completely. The agent for change has to look 
at the educational innovations in their stages of development and carry them from 
one stage to the next. But once the innovations have become institutionalized, the 
role of this particular change agent becomes obsolete. The process usually takes 
two or three years. At this time the agent's role becomes that of identifying man- 
agers from within the system who will be able to take over and continue the process. 

The authors acted as change agents in the Syracuse Public Schools, double- 
teamed for effectiveness. One agent worked at the administrative power level while 
the other was at the instructional level. This vehicle permitted a continuing rela- 
tionship with those publics most crucial to the success of the project (teachers 
and principals); similarly, it meant ignoring certain other publics. 


A CONCEPTUAL MODEL FOR THE ANALYSIS OF 
DIRECTED SOCIAL CHANGE 


Lawrence K. Northwood z 4 
School of Social Work, University of Washington, Seattle, Washington 


The Poverty Program—Analysis of Proposed Programs 


Chairman: Norman V. Lourie 
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*ACADEMICUS ABSURDUM" (AN APPRAISAL OF THE HAZARDS AND 
ERRORS OF AN ABSTRACT ACADEMIC APPROACH WHICH IS 
COMMON IN ATTEMPTS TO COPE WITH CURRENT 

MAJOR SOCIAL CRISES) 


Saul D. Alinsky 
Industrial Areas Foundation, Chicago, Illinois 


THE WAR AGAINST POVERTY—PROBLEMS AND PROSPECTS 


Leon H. Keyserling 
Consulting economist and attorney at law, Washington, D.C. 


THE PARALLEL INSTITUTIONS OF THE POVERTY ACT: EVALUATING 
THEIR EFFECTS ON UNEMPLOYED YOUTHS AND ON EXISTING 
INSTITUTIONS 

Marcia Guttentag 

State University of New York, Stony Brook, New York 


Discussant: Herbert J. Gans 


Impact of Changing Sex Mores 
Chairman: Reginald S. Lourie 


CHARACTERISTICS OF SEXUAL DECISION-MAKING 


Lester A. Kirkendall 
Oregon State University, Corvallis, Oregon 


j This study has explored the gamut of sexual decision-making engaged in by 131 
single, college-level males, ages 20-24. The data obtained make it clear that studies 
which report only tabulations indicating the numbers who have had or have not had 
intercourse fall short of revealing the full extent of sexual decision-making which 
Occurs. 

The 131 subjects reported sexual decision-making as follows: 


(a) 59 individuals (45 per cent) reported intercourse with a total of 210 differ- 
ent females. 


(b) 55 individuals (42 per cent) reported a total of 93 decisions in which they 
rejected intercourse. 


(c) 59 individuals (45 per cent) reported a total of 146 decisions in which the 
female rejected their attempts to secure intercourse. 

(d) 73 individuals (57 per cent) reported a total of 111 mutual agreements 
made in association with a female to reject intercourse. 

(e) 17 individuals (13 per cent) reported that they had never been in a situation 
in which any kind of a decision had been required. That is they had never 
had the occasion to make any of the decisions mentioned above. 
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In order to compare the significance of certain factors, the twenty sexually least- 
active subjects were compared with the twenty sexually most-active subjects. Place- 
ment of individuals was determined by a formula taking into account the number 
of partners in intercourse, and the number of rejections in which the individuals 
had been involved. 

When this was done the following differences were found: 


(a) The members of the most-active group started dating on the average at age 
14, and had friends who were, for the most part, sexually experienced. Their 
families had an average annual income of $9,500. The satisfaction scores 
of these subjects on a self-concept inventory was somewhat higher than the 
score for the least active group. This group was also less devout religiously. 

(b) The members of the least-active group started dating on the average at age 
16. Most of their friends were, like themselves, sexually inexperienced, and 
their families had average annual incomes of $8,000. 


The group was also divided by religious devoutness into two parts, the least- 
devout and most-devout halves. More reasons were given on the average, for the re- 
jection of possible intercourse by the more devout group, and more of them were 
moral reasons, than was the case with members of the most-active group. The latter 
sought intercourse earlier time-wise, and at a lower level of emotional involvement 
in the dating relationship, and reported fewer mutual decisions to avoid intercourse. 

Interviews were held relative to reasons for the decisions made, and aspects of 
decision-making. In the interviews the subjects ordinarily discussed their decisions 
in terms of the situations facing them at the moment. Yet it became clear that for 
many, decisions were made long before they faced immediate circumstances. Con- 
versely it became clear that immediate circumstances could upset long-standing 
opinions as to what would be done in a given situation. 


Many of those who were sexually inexperienced expressed dissatisfaction with 


their virginal state. They felt uneasy and depreciated among experienced boys, and 
felt that adults who should have supported them and appreciated them were entirely 


unaware of the sexual choices they had made. 


THE CHRONIC REVOLUTION 


Elizabeth Herzog 
Children’s Bureau, 
Washington, D.C. 
No one denies that there is such a thing as revolution, and that it can be sudden, 
acute and devastating in its effects. But there is also such a thing as evolution, and 
sometimes the two are CO! . This seems to be the case, for example, with the 
much-publicized “trend toward young marriages.” And it seems also to be the 


case with births out of wedlock. 
Taken out of context, the figures 

a revolution in sex behavior. But w. 

rise" appears as a continuation of a gradual, 


Department of Health, Education, and Welfare, 


on births out of wedlock appear to represent 
hen viewed in context, the recent “alarming 
long-term trend, and there are indi- 
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cations that the rise may be leveling off. For those who are not statisticians, context 
and perspective can be gained better through very simple visual presentation than 
through tabulated figures. A few simple charts, for example, bring out some fallacies 
about illegitimacy ratios and about teenage illegitimacy. 

Among the reasons for the confounding of evolution and revolution are changes 
in the composition of the population and, above all, in its size. By any name, the 
number of births out of wedlock has increased greatly with consequent demands 
for more, better and different services. Some of the facts about availability and 
use of services for unmarried mothers and their children are painful: for example, 
the fact that the majority of children born out of wedlock are nonwhite and that, 
nevertheless, about three-quarters of the services expressly designed for unmarried 
mothers go to white girls and women. Yet there is a renewed determination to 
expand and improve services. Moreover, some current demonstrations now in 
process or about to be launched, open up the way for promising innovations. 

Services for unmarried mothers and their children can give needed help but will 
not, of course, reduce illegitimacy rates or the problems they breed. Those rates 
and problems are unlikely to be controlled solely by the efforts of health and 
welfare agencies or by services that begin only after a girl has become pregnant 
out of wedlock. It may be, however, that broader forces represented in the evolu- 


tion now taking place will diminish either the rates or the problems and possibly 
both. 


SOME OBSERVATIONS ON THE PSYCHOLOGICAL CONSEQUENCES 
OF INDUCED ABORTION 


Max Deutscher 
William Alanson White Institute, New York, New York 


Abortion whether induced or spontaneous is one of the possible reactions to 
pregnancy. There is some indication that abortion as an alternative to pregnancy 
is being chosen more frequently now than before. This seems to be related to the 
social view that increasingly respects woman’s right to direct the course of her 
life, including the possibility of terminating an unwanted pregnancy. Another 
factor is that abortion has become easier to get. 

This study examines the significance and consequence of abortion of a first 
P al in the lives of eight women who came for psychoanalytic treatment. 
m 2i EE in age from 19 to 54. Three were unmarried, one had an “illegitimate” 

» four were married and with child a: i i 
“OOS MA nd one was a widow of 54 with many 
si ne instances the reason for referral related directly to the abortion. One 

was referred following a possible suicide attempt on the first anniversary 


hid RAT EE woman of 20 was sent by her mother for therapy fol- 
zs S Ld f 
NER R ed € other six the significance of this act became apparent 


a abus abortion had a significant, negative impact but this varied with 
s as the meaning of the pregnancy, whether the abortion was based on 
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a voluntary decision made collaboratively with the husband or lover, by the woman 
herself or by the parents, and the degree of fulfillment of the postabortion life 
experience. 

Some of the specific findings were: 

Initially all women underwent a negative change in their body image with 
a view of experiencing themselves as destroyed, crippled or severely damaged. 
There was a variety of reparative attitudes which developed from this. These 
attitudes affected their feelings of competence in work, range of interests and 
relationships. In two instances where subsequent children were born with 
congenital defects, severe problems were reinstated. 

. There was a tendency to view one’s self as less feminine, maternal and adult 
and more neuter, masculine and dependent. 

. There was an increased sense of isolation or defensive sociability or promiscu- 
ity based on a sense of unworthiness, guilt and a search for both reparative 
and self-punitive experiences. 

. All women in this group completed the pregnancy in fantasy with varying 

degrees of elaboration of fantasy about the sex and characteristics of the 

child and its place in the family. There was a development of anniversaries 
of birthdays and abortion day with a proneness to depression in this period. 

In most instances there was no awareness that the depression referred to the 

anniversary although it was portrayed, very graphically sometimes in dreams 

and fantasies. 

In addition to whatever reality factors were present in the decision to have 

the abortion there were always in this group factors relating to doubts and 

fears of the adequacy of the woman for mothering, fear of identification with 
her own mother, hatred and distrust of the man, and the father. These were 


highly complexly patterned referents. ) j 
.In at least two instances the consequences of the abortion were essentially 
progressive for the woman's growth in the sense of articulating previously 
ambiguous and incoherent conflicts and creating “identity crises which were 


meaningful. 
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A PROJECT FOR UNWED PREGNANT ADOLESCENTS IN CHICAGO 
Harold M. Visotsky : 
Illinois Department of Mental Health, Chicago, 
establish a therapeutic daytime environment for unwed ado- 
lescent girls who remain in their own homes during pregnancy, to investigate what 
is required in the way of education, medical, nursing, psychiatric and social service 
hich will carry over after the baby is born; to explore 


for a successful experience w : i 
those techniques which seem best suited for meeting the unwed pregnant adoles- 
cent’s needs in a comprehensive community program; to investigate the social, 


emotional and cultural factors which may have either a positive or negative influ- 
ence on long-term results and to explore ways of dealing with these influences. 
All girls who become pregnant while at elementary school will be referred and 


Illinois 


The purpose is to 
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may make their own decisions with regard to attendance. The group of girls in the 
special program will be limited to 15 at any one time. About 40 girls a year will 
be served and the average length of time in the program is estimated at three to five 
months. The core of the project will be a school program to which the girls can be 
transferred as soon as they are referred from the regular schools. Hours will be 
standard school hours, five days a week. Time for prenatal clinic visits, individual 
testing and counseling and other special services will be included in these hours. 
Instruction will be highly individualized and geared to the students’ interest, 
aptitudes, levels of achievement, abilities and practical needs. The school program 
will be considered an extension of Doolittle Elementary School. Credits will be 
transferred when the girl returns to regular school. Included in a diagnostic evalua- 
tion will be psychological testing using both projective and objective tests and 
psychiatric evaluation through psychiatric interviews and social study. There will 
be interviews with key family members and when possible with the putative father. 

Social data include developmental history of girl and background information 
about her family (social, economic, cultural), circumstances leading to pregnancy, 
community and family attitudes toward the girl’s pregnancy and family inter- 
relationships and a description of the current situation (living arrangements, eco- 
nomic status). Psychiatric data include level of ego integration, reaction to the 
stress situation and ability to cope with stress and level of maturation. 


Role of Behavioral and Social Scientists in Social Change 
Chairman: Leon Eisenberg 


NEEDED SOCIAL SCIENCE SKILLS IN MASS MENTAL HEALTH 
PROGRAMS 

Peter H. Rossi 

National Opinion Research Center, Chicago, Illinois 


THE PROCESS OF UTILIZATION OF SOCIAL RESEAR 
TO IMPROVE SOCIAL PRACTICE X 


Ronald Lippitt 


Center for Research on the Utilization of Scientific Ki 
ater f arch nowledge, 
University of Michigan, Ann Arbor, Michigan if 


Our work in this new center at the University of Michigan is attempting to gain 
Eu on the process of the use of science by comparative analysis of the 
on Process in various fields of application of physical, biological 
E Ji Hed resources, Our staff is made up of project teams with a mixture 
eem "a p skills. A review of our current projects in the specific areas 
rene i cation, delinquency, and community development indicate the 

des m P ea of scientists as problem-solving resources— 

- The retrievi organizati i 
ka He oe a ee a ee ey to some particular prob- 
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The construction of information collection tools and methods for use by 

practitioners. 

. Performing as scientist-informant in working with a client group (professionals 

or laymen) on definition and diagnosis of a problem. 

Functioning as an inquiry-consultant in guiding the data collection. and 

analysis activities of a client system. 

. Acting as a scientist-trainer, using knowledge of the theory and technology 
of change to design learning experiences for clients to provide opportunities 
for changes in attitudes, values, skills and concepts needed to make it possible 
to internalize and use new knowledge. 

6. Serving as a scientist-diffuser to link practice innovators to other potential 

adopters of new practices. 

7. Functioning as direct innovator and feasibility-tester of new practices. 

In carrying out these roles of science-application the following models of the 
process of science utilization can be illustrated from current projects: (1) The 
research-retrieval and program design conference; (2) the identification, docu- 
mentation and diffusion of innovations; (3) the internal research and feedback 
process; (4) the research-feedback-consultation design, and (5) the experimental 
feasibility demonstration. 

Illustrations of each of these patterns are given from a school mental health 
project, community development seminar, delinquency rehabilitation project, teen- 
age value education program and social science curriculum development activity. 
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THE PSYCHIATRISTS CONTRIBUTION TO THE PROPER 
FACILITATION OF SOCIAL CHANGE 


Erich Lindemann 
Massachusetts General Hospital, Boston, Massachusetts 
BEHAVIORAL SCIENCE AND THE ART OF DECISION 


Filmore H. Sanford 
New College, Sarasota, Florida 


Cybernation in the Field of Services 
Chairman: Edward D. Greenwood 
INTERACTIONAL MACHINES 

Omar Khayyam Moore 
Rutgers University, New 
COMPUTER TECHNOLOGY AND SOC 


Thomas C. Rowan : 
Systems Development Corporation, 


Brunswick, New Jersey 


IAL CHANGE 


Santa Monica, California 
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As the computer age nears the end of its second decade, it is apparent that, as 
with other technological innovations, growth and development have been at an 
exponential rate. Consequently, efforts at accurate predictive extrapolation are par- 
ticularly difficult and unreliable. Nevertheless, it is clear that cybernation even 
as we today know it is a phenomenon deserving the most careful attention of 
those concerned with society and social change. Perhaps it is this rapid, short-term 
growth which has left much of the intellectual leadership of this country tragically 
unaware of the potential dangers ahead, while the frequently publicized "giant- 
brain" aspect of the computer has led fringe groups in search of a cause into pre- 
empting the field. This type of interest has at the same time repelled responsible 
groups concerned with science and society who could deal with the problems of 
automation and cybernation in the spirit of calm deliberation and careful planning 
which these particularly require. 

Problems of prime concern to society do exist as a result of the evermore rapid 
introduction of computers. Some of these are primarily economic, as, for example, 
the impact of automation and cybernation on the distribution of income and un- 
employment. Others are psychological, such as the effect upon the individual of 
increased leisure. Some economic theorists predict or recommend decoupling 
of work and reward. But perhaps the most serious problems are those relating to 
potential problems in the social and political sphere. For example, the issue of 
privacy will become increasingly important as expanding applications of informa- 
tion processing make it possible to combine record systems relating to education, 
credit, income, income tax, law enforcement, welfare, military service, and the 
like. Nor is this problem limited to the individual's desire to remain anonymous. 
It rapidly escalates, and we must deal with centralized record systems or “data 
banks” as they affect the broad sociopolitical environment. Of course, as the term 
“data bank” implies, controls restricting access to centralized bodies of data can 
be imposed. Indeed, it may be that it will enable us to devise much more sophis- 
ticated rules of access (including the reflection of individual wishes) than are now 
possible with existing public record systems. 

As computer-assisted systems of improving the process of government are 
developed (several are in process now), alarmists will definitely urge that “the 
us be broken" and that economics and improved governmental efficiency be 
Seite pe of the spectre of 1984. This must not be allowed to happen. 

ma p E id with alarm, we must calmly proceed with the task of increasing 
m TR i Eu ing of the computer as a potentially powerful and exciting tool, 

os mur i Diet at that can ultimately replace man. We must make 
ToS eral E 5 B Say chosen with due regard for what society 
A iad A s means that responsible people must concern themselves 

oduction of the computer. In particular, public officials must begin 
FUR to grasp what cybernation can do to improve the process of government. 
e ts hod etenim cance erm ora 
bé left ideal € left to technicians anymore than war can 
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THE SOCIOLOGICAL MACHINE (ALL THE WORLD'S A STAGE) 


Sir Robert Watson-Watt 
Sterling Forest Research Center, Tuxedo, New York 


The world is, indeed, literally a stage, a revolving stage, with a current capacity 
for a cast of some three and a quarter billion players. The magnitude of our stage, 
of the cast and of the book must inspire in every player a continuing awareness 
of the core of common interest, of common responsibility and of common con- 
structivity. 

Perhaps the most obscure of all the obscurities in the relations between com- 
munities, countries and sovereign states is that there would appear to be something 
resembling a critical magnitude in the size of any two adjacent communities be- 
yond which neighborly relationships may become uneasy if not downright hostile. 
In modern societies villages, towns, cities and counties coexist in amity or at least 
in chilly mutual tolerance. When, however, the adjacent units reach the status of 
sovereign states, however small in area, population and prosperity, tolerance is 
liable to degenerate into cold aloofness which builds (with increased area) into 
downright opposition or even harsh enmity. 

The major obstacles to mutual understanding and trust and to constructive co- 
operation among the nations are the fountains which spring from within national 
miseducation. These act as a fork in the stream of thought and sentiment. One points 
to hostility and thence to conflict; the other through conference to cooperation. 
The true goal of national understanding is national self-respect. The goal of na- 
tional self-respect is international reciprocal respect. 

There would appear to be a law of “political nature” which tends toward mak- 
ing some of the nations with the greatest areas and the largest populations the 
least prepared to understand the sensitivities of the lesser nations. These sensi- 
tivities are in approximately inverse proportion to national area and national 
populations. Their selective sensitivities welcome caritas but resent charity; wel- 
come advice but resent instruction. : 

The greatest obstacle to understanding between benefactor and beneficiary stems 
from the failure of both to realize the fact that the extreme of difference within the 
range of homo sapiens is minute compared with the difference between homo 
sapiens and his nearest relative in the subhuman animal world. 


Civil Rights—The Role of Youth in Social Change 


Chairman: Harold Taylor 
PRESENTATIONS BY FOUR STUDENTS WHO HAVE PARTICIPATED 
IN THE MISSISSIPPI PROJECT 


Discussant: Chester Pierce 
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Strategies for Social Change 
Chairman: Robert Reiff 


MENTAL HEALTH—1995 


Bryant M. Wedge 
Institute for the Study of National Behavior, Princeton, New Jersey 


Mental Health programs of 1995 are based firmly on the conceptual recognition 
of the transactional relationship between individuals and their communities. We 
follow the dictum that *in a normal social life no neurosis is possible," and the 
general aim of our work is to reduce alienation by assisting individuals in finding 
their place in the community and by strengthening the community's capacity to 
provide places for its members. This has become our definition of a good society; 
it is one which provides recognized and contributive roles for each of its individual 
members. 

In operation this concept is expressed through the human services organization, 
which has evolved in the last 30 years. The primary unit of this organization is 
the community services center which serves each local community (a self-defined 
group of persons who share common habits and loyalties and who feel at home in 
the group). The function of the community services center is the mobilization and 
coordination of the special resources of the community in the service of resolving 
the issues which have alienated the individual and of restoring a satisfactory trans- 
actional relationship. In practice this often requires the community to change to 
provide a place for the person—for example, to meet the individual's need for 
productive employment. 

Acceptance of the transactional concept coupled with the definition of the local 
community as the primary unit of social belonging has led to a great strengthening of 
community life. People know where their home base is and they know that all the 


resources of that community stand behind them. This is the real meaning of *com- 
munity mental health." 


STRATEGIES FOR INSTITUTIONAL CHANGE 


Martin Rein 
Bryn Mawr College, Bryn Mawr, Pennsylvania 


TITLE TO BE ANNOUNCED 


Demetrius Iatrides 


Athens Center of Ekistics, Athens Technological Institute, Athens, Greece 


Interaction of Social Change and Religion 
Chairman: Exie E. Welsch 


INTERACTION OF SOCIAL CHANGE AND RELIGION 
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Peter L. Berger 
New School for Social Research, New York, New York 


INTERACTION OF SOCIAL CHANGE AND RELIGION: FROM THE 
POINT OF VIEW OF THE JEWISH MINORITY AND LIKE-MINDED 
PROTESTANT MINORITIES 


Emanuel Rackman 
Congregation Shaaray Tefila, Far Rockaway, New York 


The religions of the West can be classified into two groups. At the root of one 
there is despair over man and the world so that salvation must be other-wordly. 
At the root of the other there is optimism with regard to this world for both 
individual man and society. Judaism and a number of Protestant denominations 
share the latter view. From their point of view, the four themes adopted by this 
conference as the hallmarks of the social change of our day represent fulfillment 
rather than problems. They deem this-wordly progress as à desideratum; they 
are committed to serving the unserved, and cost is of little or no consequence 
whenever the dignity and inviolability of human personality is involved; they do 
not regard sexual experience as evil or exclusively for the purpose of procreation, 
and they commend both the sensuous and the spiritual aspects of all human grati- 
fications; and they do not regard either violence or nonviolence as an absolute 
evil or absolute good. Even if they are not relativists in ethics, they recognize a 
law of polarity in ethical deals. At first glance, therefore, contemporary social 
change may precipitate for them no major revisions of outlook or program. How- 
ever, there are some developments with which one must reckon. j 

Religion played a much greater role in the Negro Revolution of 1964 than it 
is being credited with. Martin Luther King led the revolt as a religionist. The March 
on Washington and the demonstrations around the Lincoln Memorial were also 
church- and synagogue-supported to a greater degree than any other social action 
to date. These facts are worthy of intensive research and analysis. In resistance to 
Goldwater there also was unprecedented candor from many pulpits. Preachers 
exercised their freedom of expression to denounce a candidate and his philosophy 
by name. Religion made manifest real vitality in the achievement of social change. 


But more can yet be done. 


1. Religionists must be esp 
to open their hearts to 


the appraisal of men. k Jh 
2. Religions must help the Negro and Puerto Rican communities to deepen 
their own commitment to moral values, even if economic and social ameliora- 
h. Jews can be especially helpful; Jews climbed 


tion do not come rapidly enoug 
economic and social ladders but generally not on the backs of Negroes or 


other minority groups. dE ; 
The social changes also will affect the role of religion generally. Judaism and all 


Protestant denominations that have always stressed the social gospel as one of the 
most important functions of the religious heritage now find that this, their historic 


ecially vocal in a positive way to encourage whites 
the total rejection of any consideration of color in 
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role, may be better filled by other agencies and disciplines. Religious leaders must 
consequently apply themselves more resourcefully to their more unique role as 
theologians and discover as well as articulate the foundations which give validity 
to our value systems. 

Second, from an institutional rather than an ideological perspective Judaism 
and some religious denominations with comparatively few adherents will find it 
difficult to survive in the face of more and more social integration. 

Third, in individual families there will be special problems arising from greater 
social integration. Is an interracial marriage serving a more ethical end even when it 
involves a religious intermarriage? Which end is to be preferred: more social 
integration or the survival of religious or ethnic diversification? 


GROUP THERAPY AS A COMMON DENOMINATOR FOR RELIGION 
AND SOCIAL CHANGE 


O. Hobart Mowrer 
University of Illinois, Urbana, Illinois 


Discussants: Rev. Bayard S. Clark, William S. Coffin, Jr. 


Changing Patterns of Work—Meaning for the Individual and Society 
Chairman: Edward J. Hornick 


THE PATIENT GETS BUSY: CHANGE OR PROGRESS? 
Richard Spahn 
Austen Riggs Center 


i The concern which led to the project described in this paper grew out of a 
CIE of experience in the field of programming patient activities in a small, private 
Psychiatric treatment center. In this setting an approach was sought to the therapeu- 


tic milieu which would be most consistent with i ive indivi i- 
: t ti 
cally-oriented psychotherapy intensive individual psychoanaly 


ns author was concerned about the lack of concepts and tools with which to 
Hes | and evaluate what patients gained from participation in the programmed 
i Ded Such face-value estimates of benefit to the individual as would 
"o ue S e E the nonhospitalized or the nonpatient often were unrelated 
oe Sa i with what would be most desirable from a therapeutic point 
nr Ads T 2 s often becomes necessary to call attention to the possibility 
OE ig c! looks right from the outside is right for the wrong reasons 

8» enial, defense, displacement, transference) 

Still, a wide variety à 


could not be * ép experiences suggested that gain from activity involvements 


and measured i i 
hoped that the face value and ihe P in the same terms as treatment gains. It was 


: A lynamic position could be iled by taking 

ee t y reconciled by 

eA things done by patients in a unique way which would look like valid 
oF progress, stasis or deterioration from both points of view. 
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The principle formal notion introduced by the project was the concept of 
activities configuration. This configuration is garnered by means of a half-hour 
structured interview. The result is a charting of the development of time for a typical 
week in the subject’s life in the relatively recent past or for the current period. 
An attempt is made to account for all the hours of a week on a calendar-type blank. 
From this a list of types of activities (including the many ways of doing “nothing” ) 
is compiled. These are then self-rated by the subject under three headings: (1) sub- 
jective sense of the purpose of the activity, (2) subjective sense of the degree of 
autonomy and (3) subjective sense of adequacy (where a skill is involved) or 
pleasure. 

For purposes of data analysis, the fully delineated picture is treated as a pattern 
which can say something worthy, of clinical note and otherwise unobvious about 
the subject. Configurations for the same individual taken at different time-slices 
can be compared. Cross-individual studies are also possible since the data can 
be quantified. 

Moreover, there are two viewpoints for specific activities: (1) Note is taken 
of the contribution to the various dimensions of the overall pattern, and (2) a 
variety of subjective and objective factors are seen as contributing meaning. These 
include time of day and number of hours involved plus the consonance of the 
self-ratings along the dimensions of function, autonomy and competence. Also, 
the meaning of a new activity is taken to be related to something it has supplanted. 

The first use of configuration data was made in a study of the changes in living 
that were brought about by initial hospitalization. Subsequent studies took the 
project well beyond the original focus on programmed activities. Other implications 
suggest notions that might contribute to a theory of work and productive activity 


in an affluent, leisure- and autonomy-oriented society. 


NEW CAREERS FOR THE POOR IN THE CHANGE AND DEVELOPMENT 


FIELD 


J. Douglas Grant 


Institute for the Study of Crime and Deliquency, Sacramento, California 


Although employment in many occupational fields is being reduced as a result 
of automation, there is increased need for persons with skills in the areas of planning, 
change, development and evaluation. This need may be met in part through the use 
of nonprofessionals, in the same way that attempts now are being made to use 
nonprofessionals in the education, health and welfare fields. The correctional field 
has been using offenders in research and program development for the past several 
years. Although the original uses were largely a matter of budget expediency, much 
actually has been Jearned that can aid in the development of subprofessional roles 
in these areas. 


A current National Institute of Mental Health project is developing offenders, 


graduate students and professionals to work together as change and development 


teams. The offenders chosen will have shown capacity for effective work with 


groups as judged by their peers and staff in living group programs. They will be 
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trained two at a time on a team with a graduate student and a professional con- 
sultant. The training will feature apprentice-type learning of research utilization skills 
` and will be based upon the following principles: 


1. There is an interaction between kinds of learning methods and kinds of 
learners. f 

2. Learning, including value and attitude change, is most rapid, permanent and © 
usable when it is a vital function of some purposeful activity, game or system ~ 
perceived by the learner as important to himself. j 

3. Learning is more effective when it results from the effort to find answers to” 
self-initiated questions. y 

4. Artistic and game activities are ways to explore and learn without having to 
face the commitments of “real life.” 

5. "Know Thyself,” is still a fundamental principle. 

6. Self-study is more effective and less resisted when it is part of an achievement - 
rather than a self-curing system. 

7. Group sharing of self-study in achievement tasks generates powerful forces - 
for enhancing learning and provides social content for study. É 


Upon completion of four months of training in an institution and another four | 
months in the community the teams will be placed with social agency or community © 
programs concerned with the problems of the poor, particularly those programs. 
that are trying out the use of subprofessionals in the helping fields. The team will - 
serve as a resource in handling the problems of staff development and organizational 
change arising from the use of subprofessionals. They will help in the identification 
of problem areas, collect information on the impact of new programs and feed back ~ 
information to operations and management staff to aid them in systematic review 
and change of their policies and procedures. 


THE LEISURE TO WORK—LIVING HUMAN LIVES IN A 
CYBERCULTURAL SOCIETY 


Alice Mary Hilton 
The Institute of Cybercultural Research, Inc., New York, New York 


In every European language (ancient and modern 
unrelated words to distinguish what we so often th 
activities: work and labor. In spite of their 
usage only the words equivalent to 
of pain and trouble and necessity; 
the connotation of creative effort.* 

The Greeks distinguish between 
laborare and facere 
German arbeiten an 


) there are two etymologically 
oughtlessly accept as identical 
persistently confused and synonymous ` 
“labor” have retained the clear connotation 
but the words equivalent to “work” still have _ 


à ponein and ergon. In Latin we find the verbs _ 
Cor fabricare). The French use travailler and oeuvrer. In 


d werken have survived. Lock's distinction between “The . 


* Arendt, Hannah. 1958, The Human Condition, 


S: The University of Chicago Press, l 
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Labour of Our Bodies and the Work of Our Hands" * is perfectly consistent with 
the Greek view of the activity of those who "like slaves and tame animals with their 
bodies minister to the necessities of life" t and the very different kind of activity 
that requires individual commitment, thought and skill. 

As a noun and as a verb what is designated as ^work" has intrinsic worth. To 
“work” is to be doing something for the sake of doing it and for the sake of the 
results. One cannot delegate his work to another person, because working is an 
individual, intensely personal activity. Work is performed willingly often at great 
sacrifice of personal comfort. Although work may be rewarded by success, by fame 
and fortune, that is incidental; for work is never performed in order to gain anything 
else. Work well done is an achievement that is its own reward. 

Labor is entirely different. Primarily, labor of the body is the generation 
and use of energy—originally the power of human muscles transformed into 
energy that pulled the plow and forged the iron and kneaded the dough into bread. 
Throughout the millennia human muscle power augmented by the power of animal 
muscles and mechanical devices (machines) has performed the necessary labor 
to produce the means for biological survival. 

Laboring does not create a work; laboring produces consumable, indistinguishable 
and undistinguished goods. A consumable product has no intrinsic worth although 
it may have a price. 

Although the Greeks did not have the technology, they understood perfectly the 
difference between chores for machines and tasks for human beings. Above all they 
understood that to perform his human tasks—to work—man must have leisure. 
They employed the only “machines” available 25 centuries ago—human slaves— 
to provide Greek citizens with the necessities for biological survival and thus free 


them for the leisure to work. à 

Throughout man's history an ever increasing amount of laboring had to be 
performed to produce a finite and rarely sufficient amount of food, shelter and 
clothing to assure man's survival and to give some the leisure to work. The history 
of technology is man's search for labor-saving (or labor-performing) devices, and 
the success of his search is man's slow struggle towards emancipation as the ratio 
of the laboring necessary to the leisure for human work changed. 

Drudgery and labor have degraded human beings into anonymous machines, 
and still we equate them with the dignity of work. — 4 

It is the very object of technology to make the maximum disemployment of human 
beings possible. For only when he has the leisure to work can man create a humane 


society and a great civilization. 


Discussant: Simon L. Auster 


Change in the School as a Social System 


Chairman: Eli M. Bower 


* Locke, John, Second Treatise on Civil Government. 


t Aristotle. Politics. 
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THE ABSORPTION OF NEWCOMERS: SOME ALTERNATIVE 
STRATEGIES IN THE INTEGRATION OF URBAN HIGH SCHOOLS 


David Gottlieb 
Michigan State University, East Lansing, Michigan 


The objectives of this paper are threefold: first, to indicate how the school as 
a social system has changed within the setting of our urban communities; second, 
to illustrate how the organization of many of our northern urban high schools 
enhances the probability of racial segregation even though both Negro and white 
students are attending; third, to propose a series of alternate strategies directed 
at attaining meaningful integrated student social systems in our high schools. 

"The data for portions of this paper were collected in several ways: (1) through 
a paper and pencil questionnaire distributed to urban students representing high 
schools of different racial compositions, (2) through an analysis of high school 
year books and (3) through personal interviews with adolescents from a variety 
of northern urban high schools. 

Population modifications, minority group organization and residential mobility 
have brought about dramatic alterations in the structure and function of our 
public schools. These changes suggest that the school as a social system must 
undergo modifications in order to meet the changing demands and pressures of 
the society. The findings of the research discussed here would indicate that there 
is an urgent need for significant programs of school community intervention if 
we are to (1) narrow the gap between the needs of urban youth and contemporary 
Secondary school programs, (2) move from interracial schools to integrated student 
social Systems and (3) meet the legitimate demands of urban minority groups seek- 
ing meaningful training for their children. 


WHO CAN ROCK THE BOAT? 


Milton Schwebel 
New York University, New York, New York 


CURRENT FORCES FOR CHANGE IN THE EDUCATIONAL SYSTEM 
William C. Kvaraceus 

Lincoln Filene Center for Citizenship 
Tufts University, Medford, Mass. 


Discussant: Matthew B. Miles 


and Public Affairs, 


Technological Change—Can |t Be Made a Constructive Force? 
Chairman: Alfred M. Freedman 

INTRAPSYCHIC REACTIONS TO AUTOMATION 

Bernard C. Glueck, Jr. 

Institute of Living, Hartford, Connecticut 
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In this paper the author approaches the problem of the reaction of individuals 
to automation from the standpoint of the intrapsychic responses involved. Several 
areas of potential significance are examined from the frame of reference of psycho- 
analytic psychodynamics. The possible beneficial and harmful reactions to auto- 
mation are then discussed at several levels of employment ranging from top man- 
agement executives through the middle management and white collar workers to 
the skilled and semiskilled groups. 

The author attempts to point out areas of immediate importance for the con- 
sideration of all behavioral scientists, indicating both the problems and the oppor- 
tunities that lie ahead for behavioral scientists in meeting the challenge of auto- 
mation and its impact upon all levels of our social organization from the largest 
units down to the individual operating in the most menial tasks. 


THE MANPOWER REVOLUTION: LESSONS OF THE CLARK HEARINGS 


Ralph Widner 
Legislative Assistant to United States Senator Joseph S. Clark 


For seven months in 1963 the Senate Subcommittee on Employment and Man- 
power under the chairmanship of U.S. Senator Joseph S. Clark studied the nation’s 
present and future manpower problems. es ni 

The investigation found that a complex Manpower Revolution is underway in 
the kind of labor force needed to man the American economy, and that these 
changes have profound implications for future economic, social and political policy. 

These alterations are not solely the stepchildren of automation or cybernation. 
They spring from a whole panoply of market and technological forces caused by 
constant innovation and systematic invention. j ! 1 

These shifts are the logical end results of forces set in motion by the industrial 
revolution in the nineteenth century. We have entered into a more mature phase 


of industrial society in which our productive abilities can provide mass abundance 


and our technological expertise can release masses of men from many of the 


iti i i igned in the past. 
repetitive tasks to which most of humanity has been consigned ir 

Tn moving toward this “Great Society,” however, we have failed to meet many 
of the challenges which the transition has brought. While technology has moved 

institutions and attitudes have not. : 
OS ded that economic and manpower considerations 
i i ional policy and it made over 
no longer be considered as separate elements in nationa i r c 
two doc recommendations for bringing them. together, including reforms in 
economic policy, public expenditure policy, education and training and regional de- 
vel t. 
pe iee disagreed with those who argue that the new technology 
i kers. 
has eliminated a useful work role for many work®! 

It believes that technological innovation has widened, not narrowed, the spec- 
trum of useful tasks to be performed. Tt rejects the view that nonwork will be a 
major characteristic of technological society. Rather it believes that the concept of 
useful work will steadily evolve to embrace whole new areas of human service 


and activity. 
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It found, however, that immediate public policy must be addressed to maintain- 
ing sufficiently high rates of economic expansion to absorb a mushrooming labor 
force which is being inflated by a large influx of new workers from the “war babies” 
generation as well as those whose skills and jobs have been displaced by changes 
in markets and technology. 

In an innovating economy which is growing too slowly incentives to adapt to 
change disappear. Obsolescence becomes endemic; unemployment becomes chronic 
and persistent; local economies stagnate, and poverty and deprivation take root 
and perpetuate the maladjustments which hold back the economy from optimum 
performance. 

The skill needs of society are changing. Production line jobs are declining. 
Unemployment has changed from an affliction which affects most of the labor 
force to a problem which hurts only those at the bottom of the occupational ladder. 
The threat is not mass unemployment, but class unemployment. 

In the world created by systematic invention change is the only permanent fact 
of life. Tomorrow training and education must emphasize adaptability and flexibility. 

Our new-found abundance also will make possible a shift in preoccupations 
that will require a new view of leisure and free time, a new kind of community 
and a new aesthetic of human life. 

It is time for us to turn our science and philosophy to the urgent task of devising 
an ethic appropriate to an era of abundance. 

There must be some direction, some coordination over all this. Someone must 
set national objectives and performance levels. Someone must hitch present policy 
to future prospects. The test of government of, by and for the people is how well 


it responds to this challenge. 

MYTHS AND REALITIES OF AUTOMATION 

Frazier Kellog 

Subcommittee on Employment and Manpower, Washington, D.C. 
Discussant: Kannu V. Rajan, Leon Saltzman 


Current Patterns of Health Care 
Chairman: Robert L. Stubblefield 
MEDICAL DEPRIVATION 


Edward A. Suchman 
University of Pittsburgh 


Medical deprivation refers to the relatively disadvantaged position of the lower 


dvi s erty" and implies a failure on the part of 
medicine and public health to extend modern, preventive, therapeutic, bw re- 
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habilitative programs to large segments of the population living in urban and rural 
slums. Much of the problem of “better” medical care today may be attributed to 
a shift in social goals from providing medical treatment. for the indigent to increas- 
ing the privileges and benefits of the medically deprived. The “needy” have given 
way to the “disadvantaged”; the “war on poverty” has become largely a war on 
deprivation. 

Medical deprivation thus may be viewed as a specific case of general social 
deprivation. The social disorganization prevalent in low-income areas becomes 
a source of personal disorganization in regard to health and illness. Underlying 
the presence of medical deprivation are five major groups of interacting variables: 


1. cultural—the meaning of illness and the definition of appropriate behavior 
in response to illness are strongly affected by the values and customs of the 
social group to which the individual belongs. The “culture of poverty” em- 
phasizes the “folk” nature of these values and customs as opposed to the 
“scientific” approach of modern medicine. 

. social—the weak community organization of the slum area and the strongly 
alienated position of the slum-dweller lead to non-participation in and even 
active rejection of medical and public health programs. 

. psychological—narrow health horizons and low levels of expectation and 

aspiration concerning health weaken motivation toward taking advantage of 

existing medical and public health programs. ict 
economic—the high cost of medical care today and the relatively low priority 
given to spending for health maintenance reenforce the medically deprived 
position of the lower socioeconomic groups. $ 
medical—the highly complex, impersonal, specialized and bureaucratic na- 
ture of modern medical practice creates a strange and forbidding atmosphere 
for the lower-income individual needing and seeking medical care. 


N 


w 


= 


za 


To overcome these barriers to effective participation by the medically deprived 
a new approach is needed which, on the one hand, recognizes the incongruence 
al aspects of modern medicine and the values and 


of many of the organization: 

customs of the lower socioeconomic groups and, on the other hand, attempts to 
widen the horizons and raise the health aspirations of the medically deprived. 
Much can be done to bridge the gap between the lower-class patient and the medical 
and public health practitioner through (1) self-development programs which give 
the slum community a sense of personal involvement in the world of health and 
(2) new forms of medical practice and public health programs which reach out 


to lower-class people in terms they can understand and accept. 


SOCIAL CHANGE AND THE ORGANIZATION OF 
MENTAL HEALTH CARE 

Howard E. Freeman 

Brandeis University, Waltham, Massachusetts 


As a consequence of research efforts and modification in styles of clinical prac- 
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tice, programs for prevention and treatment of mental illness have undergone" 
remarkable reorientation. Views on need for and length of hospitalization, notions 
on function and role of community mental health centers, opinions on the 
ment roles of psychologists, social workers, and other nonmedically trained 
sons and ideas on preventive programs and appropriate targets for them 
shifted radically. Interwoven in the pattern of growth of the field has been the 
broadening or at least an explication of interest in a wide range of social proble 
evidenced by the burgeoning of social psychiatry and the emphasis of rehabilita 
programs on maximizing work performance and social-life functioning of patients 

Although mental health activities will continue in their own right (and mx 
persons maintain that they should), the field also is an attractive entry point fo 
the “great society" efforts of today. But there are discontinuities between me 
health practice and the current program emphases of the comprehensive effort 
identified as part of the poverty program. Although many of these new effi 
are directed at the provision of more and better services on a one-to-one ba 
a considerable proportion of the program is focused on changing the structure of 
the health and welfare system and on modifying the social order so as to minimize 
discriminatory and exclusion practices associated with ethnic and cultural variab 
and intergenerational incompetency. Certainly it is recognized that mental health 
is a key dimension to be dealt with in moving toward a “great society.” The emo= 
tional status of persons, however, is not the major criterion variable. Rather it is 
looked upon as an intermediate one; as a necessary condition required in order to 
achieve the desired outcome. 
! In the new scheme of things mental health care like adequate occupational train= 
X x the most part will be given program emphasis only to the extent that it 
contributes to the creation of a social system with different structural outlines. 
This view will result in a further restructuring of mental health efforts and place 
them in a complimentary status, or even a subordinate status at times, in terms 


tional Teorientation, and so on. In other cases the mental health center and 
hospital setting will s 


ibn vill shift from being primarily treatment centers to ones that 
ao Stations and case-finding agencies for other types of programs. — 
issue at hand, of course, is whether or not the field of mental health has 


the robustness to accommodate and ify i i 
modify 
and larger objectives, its stance in terms of these broader 


the persons connected with them, 
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prominent place in the shape of things in place of the current degree of concern 
with intrapsychic disorganization and emotional problems. 


SO WHO LISTENS? 


Matthew Huxley 
National Institute of Mental Health, Bethesda, Maryland 


MENTAL HEALTH SERVICES IN PREPAID GROUP PRACTICE 
AND COLLECTIVE BARGAINING 


Leslie A. Falk 
United Mine Workers of America, Pittsburgh, Pennsylvania 


The gap between psychiatric services and those of other medical practitioners 
is a wide one. Their bridging is being attempted in some prepaid group practice 
plans sponsored by labor unions under collective bargaining health and welfare 
agreements. 

The role of the psychiatrist and of other mental health personnel differs in 
different plans. In some the psychiatrist is limited in function to that of a consultant 
or referral specialist. The teaching role of the psychiatrist 1s paramount in the 
Russellton Medical Group's New Kensington (Pa.) Clinic, a United-Mine-Work- 
ers-of-America-related plan. “Psychological medicine in daily practice,” group 
sessions with the internists, general practitioners and pediatricians are held. Vy 

This group health plan results partly from the “medical management” policies 
of the U.M.W. of A. Welfare and Retirement Fund. The Fund’s medical care 
program provides eligible beneficiaries (coal miners and pensioners and their 
families) with psychiatric diagnosis and some treatment. Frequently such services 
are sought through prepaid group health plans, which make available a psychiatrist, 
public health nurse, social worker and other mental health personnel. Case-finding, 
diagnosis and treatment are provided—the last on a short-term basis for patients 
selected as having a good prognosis. Rehabilitation, referral and follow-up service 


is fo : i 
is fostered actice units is a nonprofessional former 


ers attain their rights and opportunities 
workmen’s compensation, disability 
and the like. He serves the unemployed worker not only 
ortant as an “expediter.” He is of the 


functions as a bridge between 


grams which might be of SA ruben 
th i ailable public and vo! uni : i A ; 
pus A s av centers usually provide diagnostic and consultative 


psychiatric service and sometimes treatment by psychiatrists. The Amalgamated 
Clothing Workers’ Sidney Hillman Union Health Centers and the St. Louis, Mo., 
Labor Health Institute have psychiatric services of note. The Retail Clerks of 
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Los Angeles, California, have arranged comprehensive psychiatric care for their 
members with the Kaiser Health Plan. 

Commercial insurance, Blue Cross-Blue Shield and other group health plans 
provide varying degrees of protection against the costs of mental health services. 

The United Auto Workers has concluded an agreement for extensive mental 
health benefits in its 1964 contracts; the Community Health Association of Detroit 
and the Metropolitan Hospital will play a special part in their program. 

Community mental health centers should be located in some group health clinics 
and union health centers. 

Planning, demonstration, training programs and design of research may be 
assisted by the National Institute of Labor Education Mental Health Program. 
A comprehensive range of services in an integrated community health center with 


financing of services by public plus private prepayments seems to be the design 
of choice for the period ahead. 


The Unserved Children 
Chairman: Benjamin H. Haddock 


CHILDREN OF DISORGANIZED FAMILIES AND THE ROLE 
OF EXTERNAL DANGER 


Charles A. Malone 
Boston University School of Medicine, Boston, Massachusetts 


DOES OUR SOCIETY REJECT ITS LOW-INCOME CHILDREN? 
A CRITIQUE OF EXISTING CONDITIONS 


Elizabeth Wickenden 
National Social Welfare Assembly, Inc., New York, New York 


Poverty in an affluent society subjects children to three-fold deprivation, as can 
clearly be seen among the children now on public assistance. They do not have the 
material requisites to growth. They are cut off from the mainstream of community 
acceptability and expectation. Their parents cannot function effectively as parents 
because of cumulative hardship, alienation and discouragement. A range of adequate 
programs is essential to give parents and children the same underpinning help, reas- 
surance and security that used to come from the large family. 


NEW POLICIES AND SERVICE MODELS: THE NEXT PHASE 

Alfred J. Kahn 

Columbia University School of Social Work, New York, New York 

MM knowledge of poverty, how it affects children in an affluent era and 
NV pe o on the part of increasingly large numbers of Americans 

ae : Em e a whole series of departures in policy and practice. These are designed 
treat i users and policy-makers as equal citizens in their need for service. 
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Professionals and clients, patients and board members become overlapping cate- 
gories as services are democratized. 

One might conceptualize the new service approaches as encompassing (1) social 
utilities, available to all who would use them, when they were wanted (as in the 
case of public parks) or (2) case services, available as a right but involving certain 
diagnostic or eligibility criteria. A. subcategory of the social utilities of special im- 
portance is developmental provision, consisting of services available as a right 
to those in specified developmental statuses (such as elementary education). There 
is great need for imaginative innovation in all these categories as city and suburban 
life takes on new forms and confronts new problems. 


The Unserved Adolescent 
Chairman: Ner Littner 
LOST BETWEEN THE TREATMENT TRACKS 


Bertram S. Brown and Lucy D. Ozarin 
National Institute of Mental Health, Bethesda, Maryland 


The mental health needs of adolescents are reflected in the increasing numbers of 
referrals to outpatient clinics, in the growing rates of hospitalization particularly in 
public mental hospitals, in the significant number of suicidal attempts in teenagers 
and in the needs of college students who seek counseling in addition to the much- 
publicized increase in number of juvenile delinquents and school dropouts. : 

The new NIMH Hospital Improvement Program has made it possible for public 
mental hospitals to improve their services to adolescents. Seventeen hospitals have 
tals have established separate adolescent services for 
met in part through the 


fi i tional and milieu therapy programs being established. In 
Mex al programs are the only residential facilities 


available. ; : x 
Another potential resource to serve adolescents is the new community ment 
Visits to some 15 representative mental health centers 


health centers program. D 
show that while services to adults are fairly well developed, services to adolescents, 


particularly inpatient care, are Very limited. There has been some experience with 
day care, but relatively little with short-term crisis intervention or alternatives to 


traditional residential care. j ; : UNT 
The community mental health centers program will require experimentation in 
new methods and techniques to meet the needs of adolescents for both therapeutic 


and preventive services including new approaches to education, vocational training, 


psychotherapeutic measures family counseling, and consultation to and inservice 
training for community youth serving agencies. 
The new community mental health center program appears to offer a sound base 


for development of a comprehensive spectrum of services for adolescents built on a 


foundation of community participation and support. UE 
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THE BRIDGE MUST BE BUILT 


Gisela Konopka 
University of Minnesota, Minneapolis, Minnesota 


Communication between the older and younger generation always has been 
difficult, Rapid cultural change has intensified it at this time. An adult generation 
grown up with the deprivation of depression and war is sharply separated from 
youth which experiences prosperity either by participating in it or by standing on 
the outside and burning to become part of it. Demands for social justice seem to be 


y 


within reach of realization. The specific content of those demands is deeply involved | 


with personal emotions of both generations. Thus, the gulf is greater and more pain- 
ful than the usual distance between old and young. OO" 

Deprived children and youth face an additional abyss across which their voices 
do not carry at all. Many of them are not the offspring of loving and caring parents 
who happen to be poor. They find no caring adult at home and a hostile or uncom- 
prehending adult community around them. 


School is geared increasingly to the intellectually high achiever. Those who can- 
not keep up are left far behind. R 

Youth groups serve mostly those who show acceptable interests and motivation. 

The correctional services to which many of them are referred too frequently offer 
degrading institutionalization and adults incapable of making contact. The contact 
with adults is usually *across the desk," a forbidding symbol. 

Communication between generations is vital today not only for the sake of 
individuals but also our total society, which depends on a future generation which 
can act rationally and not only out of resentment. 

Specific recommendations, such as the establishment of a working youth pens 
corps, are made which fall within the responsibility of the mental health professions. 

Need for actively influencing and changing stereotyped negative community 
attitudes toward youth is stressed. 

Material of the presentations is partially based on a study of the Adolescent 
Girl in Conflict, supported by the National Institute of Mental Health. 
Discussant: Fritz Redl 


Adolescent Response to Social Change 
Chairman: J. Cotter Hirschberg 


THE ADOLESCENT IN HIS GROUP IN ITS SOCIOCULTURAL SETTING 
Muzafer Sherif 
The University of Oklahoma, Norman, Oklahoma 
The paper will present the main oints of a rese underway since 
M ES o study of the se in his ha oo ia setting 
and Deviati gn and results presented in our Reference Groups: Conformity 
eviation of Adolescents (1964). The research design was developed after 1 
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survey of existing approaches to adolescent problems which indicated to the re- 
searchers that many accounts of the etiology of adolescent problems concentrated 
on one or another set of factors. Adolescent behavior or misbehavior frequently 
was explained too exclusively by individual motives (in the image of a preferred 
motivational theory) or by sociocultural conditions (sometimes making youth 
problems in a given social class almost insulated phenomena). Therefore, a multi- 
faceted research design was formulated to accommodate the gamut of influences 
responsible for adolescent behavior and misbehavior. Research findings confirm the 
necessity of such an approach and provide more realistic leads for preventive 
measures for adolescent problems. 
The research design in three interrelated aspects is briefly summarized as follows: 
1.Since the research is social-psychological, the concentration is on selected 
small groups of adolescents and their members. Clusters of teenage boys (13 
to 18 years old) were chosen on the basis of frequent and recurrent association 
in urban neighborhoods of low, middle and high socioeconomic rank. Each 
informal group (6 to 12 members) was studied intensively over periods rang- 
ing from 6 to 12 months through a combination of methods including observa- 
tion, behavior ratings by regular observers and independent observers, soci- 
ometric techniques and situational tests. The distinctive research strategy is 
that the individuals are not aware that they are being observed for research 


urposes. 

2. The characteristics of the sociocultural settings in the areas where the small, 
naturally formed groups function are specified. These characteristics are con- 
ceived as stimulus conditions relative to the behavior of the individuals studied. 
Therefore, we could not be content with a blanket description of the setting 
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ceptability and the goals 


sentative samples of teenagers. i 
areas regard e socially desirable and undesirable and where they set their 


sights for achievement. "Thus, the adolescent “cultures” in different areas could 
be compared to see d in what ways there are differences. 
Within a given area the teenage values served as a base line for assessing the 
relative typicality OT deviance of attitudes and behavior by members of a 


group. 


AMERICAN YOUTH IN A SOCIAL STRUGGLE: THE MISSISSIPPI 


SUMMER PROJECT 


Robert Coles 


Harvard University Health. Services, Cambridge, Massachusetts 


Joseph Brenner 
Medical Department, Massachusetts 


Massachusetts 


Institute of Technology, Cambridge, 
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In the summer of 1964 several hundred American youths—most of them colle 
students from all over the nation—assembled in Oxford, Ohio, for several days ol 
orientation and then departed for their summer's destination: work in achieving 
change in the social, political, cultural and economic condition of the Negroes € 
Mississippi. The idea for the project and the extended planning which enabled it t 
become a reality also were largely done by young people—veteran youths of 
sit-in movement. 

At the orientation meeting the students learned the purposes of the projei 
to bring to bear their energies and talents in order to help voteless, underprivileg 
and badly educated people achieve some measure of instruction in their politi 
rights and their past history as well as some improvement in their education 
vocational, cultural and medical condition. They also heard then (and were 
learn through the summer) that even though they regarded themselves as teach 
of the poor they could expect no such agreement from many people in the stal 
of Mississippi who feared and scorned their arrival; would reject their presence 
and in some cases would harass, arrest, injure and kill them in order to ens 
their departure. In the midst of such preliminary moments, and just before 
departure of a large number of the students for the South, the disappearance a 
likely death of three of their fellows became known. Yet, the project contim 
and the students went to Mississippi. They spent the summer there and eil 
remained in the state or returned. ; 

This paper is a report by two psychiatrists of what they observed as medical and 
psychiatric participants in the project. Its purpose is to document the social and 
psychological nature of the project: the kinds of youth involved, their purpos 
their manner of survival under stress, the medical and psychiatric problems wh 
occurred, the psychological effects of the project on the participants and the peo 
whom they encountered. The paper will cover effects on both the Negroes who n 
whites (well-to-do, educated ones, at that) on a new basis and on whites of the 
State who saw developing before their eyes a social system never before seen OF 
allowed by them and often quite feared if not hated. X 

Our information was gathered as medical consultants to the project. We were 
asked advice on the suitability of certain applicants for the project and on 
various medical and psychiatric problems which came up both in the two-we 
Orientation period and the rest of the time in Mississippi. Our clinical observations 
and experiences were supplemented by tape-recorded interviews and photograj 


which document the range of feeling in particular people and the conditions under 
which they lived and worked. 


We found a significant relationship between the tasks and challenges of 
Project and the kinds of youths who came to it. Emotionally ill young men and 
women were scarce. The high risks and the likely chance of injury or death served 
to screen out the sick, the capricious, the transiently rebellious, flighty or adven- 
turous. We also found in these youths a remarkable capacity for psychological 
Stability in the face of threats, arrests, jailings and violence. 


Discussant: Kaspar D. Naegele 
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Round Table 

IS EVERYTHING A MENTAL HEALTH PROBLEM? (WHAT IF ANY ARE 
THE BOUNDARIES OF THE MENTAL HEALTH PROFESSION?) 
Chairman: William G. Hollister 

Panelists: Victor R. Fuchs, Thomas Gladwin, Nicholas Hobbs, Harris Peck and 
Philip Sirotkin 


Thursday Evening, March 18, 1965 
Dutch Treat Cocktail Party (Members Only) 


Presidential Session 
Chairman: Arthur L. Benton, President, American Orthopsychiatric Association 


SOME ASPECTS OF MENTAL RETARDATION 


Arthur L. Benton 
University of Iowa, Iowa City, Iowa 


Although mental retardation has been seriously neglected in the past, it is now 
an area which is enjoying strong support. Moreover, there have been significant 
advances in both basic understanding and therapeutic effectiveness during the past 
two decades. However, this rather sudden increase in support of work in the field 
has brought with it the danger that the energy and talents of scientific personnel in 
the field are being diverted to activities for which they are not well suited and that 
basic problems of a scientific and intellectual nature are being neglected in favor 
of more “visible” types of activity. These pitfalls can be avoided if we take time to 
reflect and resist the pressure to engage in activity for its own sake. It is important 
that we analyze the present status of the field, reviewing recent developments, 
taking into account current trends and considering the best strategy to adopt in 
order to advance further. Both the Presidential Session and the symposium on 
Research Approaches to Mental Retardation are say ji ted Me 

ibuti i o issues: - 
contribution to our effort will focus on m EL acond. the tnsilvel 


sociated with the valid assessment of inte ality 
problem of cultural-familial mental retardation. Emphasis will be placed on where 
we stand at the present time with respect to these problems, what we know, what 


we do not know and what we need to do. 


RESEARCH PERSPECTIVES FOR MENTAL RETARDATION 


Herbert G. Birch 
Albert Einstein College 


MENTAL RETARDATION: SOME 
CONSIDERATIONS 


of Medicine, Bronx, New York 


LEGAL AND MORAL 


236. BUSINESS MEETING 


Hon. David L. Bazelon 
United States Court of Appeals, Washington, D.C. 


The last few months and years have witnessed a revolution in our national con- 
cern for mental retardation. The problem always will call for more money, personnel 
and attention than we are willing to give. But a greater share of our national 
resources than ever before is now devoted to mental retardation. Thus significant 
advances are, I am told, being made in prenatal care, screening and diagnosis, 
employment of the handicapped, basic research and in the establishment of teach- 
ing centers and service facilities. It is encouraging to see that the vital interdiscipli- 
nary approach is becoming pervasive across the board—from research to treatment, 

The forces which have contributed to this advance are not hard to isolate. They 
include the National Association for Retarded Children; The Joseph P. Kennedy, 
Jr., Foundation; The President's Panel on Mental Retardation; the United States 
Congress itself, and, of course, our own Association. We are indeed fortunate that 
these advances have occurred at the national level for they are of the magnitude 
which we as individuals could not hope to effectuate. 

We are doubly fortunate in that the area within which too little change has 
occurred is one in which each of us can contribute to progress. Individually, as 
doctors, psychiatrists, psychologists, social workers, Scientists, lawyers—and not 
least as citizens—we have an impact in increasing public awareness concerning 
the particular needs and hopes of the mentally retarded. For despite advances at 
the national level, those who draft, interpret and enforce our state laws affecting 
the retarded remain woefully ignorant. George Washington University's three-year 
study of law and mental retardation, financed by a substantial grant from NIMH, 
undoubtedly will focus attention on deficiencies in our laws and in the practices 
which surround them. Basically, however, at the state and local levels our legis- 
lators, judges, officials and citizens need to be educated concerning retardation. 
They do not lack sympathy. Nor are they men of limited vision, But they do 
frequently lack the information which is required for an intelligent judgment. The 
result may be injustice to the retarded and denial to society itself of the most 
effective participation of a section of its citizens. 

In this lecture we shall consider some areas of the law which reflect a limited 


understanding of mental retardation. We shall discuss the kinds and sources of in- 
formation which must be made available if the law is to fulfill its proper role in 
an enlightened society. 


Friday Morning, March 19, 1965 


Business Meeting (Members Only) 


Dc eR 


Research Approaches to Mental Retardation 
Chairman: Leonard W. Mayo 
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DISCRIMINATION LEARNING OF RETARDATES 


David Zeaman 
University of Connecticut, Storrs, Connecticut 


MOTIVATIONAL DETERMINANTS IN THL PERFORMANCE 
OF RETARDED CHILDREN 


Edward F. Zigler 
Yale University, New Haven, Connecticut 


An overview of the work of the author and his colleagues will be presented. 
The central proposition in this work is that postulating of constructs other than 
those used to account for the behavior of normal individuals is unnecessary in 
explaining the behavior of the retarded. We have continued to reject the view that 
reported differences between familial retardates and normals of the same MA 
are a function of the innate deficiencies of the retarded in favor of the general 
position that such differences are a result of motivational differences in the two 
groups. Such differences are viewed as an outgrowth of differences in environmental 
histories and conditions. We have continually been impressed by the differences 
within retarded populations, and these differences have convinced us of the error 
of treating the retarded as a homogeneous group suffering from some inherent 
deficiency. We have systematically directed our attention to differences in the 
behavior of normals and retardates on a variety of tasks and have attempted to 
systematically relate these differences to differences in the experiential histories. of 
our subjects. In the process we have evolved a series of working hypotheses which 
have to date received varying degrees of confirmation. These hypotheses are: 


1. Institutionalized retarded children tend to have been relatively deprived of 
adult contact and approval and hence have a higher motivation to secure 
such contact and approval than do normal children. i 

Although retarded children have a higher positive-reaction tendency than do 
normal children due to a higher motivation to interact with an approving 
adult, they also have a higher negative-reaction tendency. This higher nega- 
tive-reaction tendency is the result of a wariness which stems from the more 
frequent negative encounters that retarded children experience at the hands of 
adults. i $ 

.The positions of various reenforcers in a reenforcer hierarchy differ as a 
function of environmental events. Due to the environmental differences ex- 
perienced by institutionalized retarded children, the positions of reenforcers 
in their reenforcer hierarchy will differ from the positions of the same re- 
enforcers in the reenforcer hierarchy of normal children. 

Institutionalized retarded children have learned to expect and settle for lower 
degrees of success than have normal children. Yd 

.The motive structure of the institutionalized retardate is influenced by an 
interaction effect between preinstitutional social history and the effect of 
institutionalization. This effect is made complex by the fact that institutional- 
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ization does not constitute a homogeneous psychological variable. Instead, 
institutions differ and underlying psychological features of the particular insti- 
tutions must be considered before predictions can be made concerning the 
effects of institutionalization on any particular child. 

6. An inner- versus outer-directed cognitive dimension may be employed to 
describe differences in the characteristic mode of attacking environmentally 
presented problems. The inner-directed person is one who employs his own 
thought processes and the solutions they provide in dealing with problems. 
The outer-directed person is one who focuses on external cues provided either 
by the stimuli of the problem or other persons in the belief that such attention 
will provide him with a guide to action. The style which characterizes the 
individual’s approach may be viewed as a result of his past history. Individuals 
whose internal solutions meet with a high proportion of failures will become 
distrustful of their own efforts and adopt an outer-directed style in their prob- 
lem solving. Since retardates unquestionably experience a disproportionate 
amount of failure, they are characterized by this outer-directedness. Many 
behaviors that are thought to inhere in mental retardation, e.g., distractibility, 
may be instead a product of this cognitive style which is in turn an outgrowth 
of the past experiences of the individual. 


Experimental evidence in support of each of these hypotheses will be presented. 


PSYCHOBIOLOGICAL ASPECTS OF MENTAL RETARDATION 
. Herbert G. Birch 
Albert Einstein College of Medicine, Bronx, New York 


PREVENTION 

Joseph Wortis 

Jewish Hospital of Brooklyn, New York 
Discussants: Leonard D. Eron, Harry H. Gordon 
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Comprehensive Community Mental Health Programs 
in Theory and Practice—| 


Chairman: Quentin A. F. Rae-Grant 


MENTAL THE S 
COMMUNITY PROBLEMS MUN. OF 


d J. Vail and Arthur S. Funke 
anesor Department of Public Welfare, St. Paul, Minnesota 

Y For the past century or more, mental health 
nantly B bee ata direction. The 19 
IS public dominati 

one-sided ne on of the field and 


programs have operated predomi- 
50s saw a significant change in this 
in the 1960s the pace of this change | 
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The distinction between public and nonpublic programs is being constantly 
blurred. This blurring not only represents confusion about the American philos- 
ophy of government. It also connotes the danger that public and nonpublic pro- 
grams will compete with, not complement one another, and that they will become 
rivals not partners. The most serious danger is that both the public and the non- 
public systems will abandon the serious social problems of our time. 

The authors believe that by clarifying rather than blurring the responsibilities 
and accountabilities of the public and nonpublic systems the drift of public pro- 
grams away from the solid base of community problems can be reversed. Benefits 
that would ensue are: (1) a reduction in the possibilities of competition between 
the two systems; (2) an increase in the probabilities for coordination; (3) an 
increase in the pride in public service; (4) an increase in planning that recognizes 
the diflerences and similarities between the two systems, e.g., specific planning 
for preservice and inservice training in public mental health, and (5) better 
service to the entire community. 

The two systems are referred to as: (1) the public service system and (2) the 
voluntary market system. 

The public service system is seen as having its roots in community problems, 
that is, situations or conditions which are defined collectively by the people as 
problems of concern to the community and dealt with by legislatively ordained 
public action. By acting to establish public institutions for the mentally disordered, 
state legislatures clearly defined these conditions as public problems. State hospitals 
and institutions for the retarded are clearly in the public system and set up to deal 
with the community problem of major mental disorders. 

Public action in the form of permissive legislation in the area of community 
mental health is generally less clearly problem-focused. Not only the legislation 
but the operation of the community mental health programs suggests that these 
programs and the public institutions may be addressing different problems. 

There is considerable evidence to support the view that many publicly supported 
community programs are not primarily concerned with community problems as 
such, but rather represent public recognition of the unavailability or inaccessibility 
of mental health services in the voluntary market system to meet situations or 
conditions that individuals themselves rather than the community at large define 


as problems. 


Evidence in support of this thesis is reviewed, and the implications discussed. 


The possibility is explored of a different community-based model of service which 
would have clear responsibility for addressing community-defined problems. This 
model would be analogous to the public health office. The office would be respon- 
sible for seeing to it that certain key functions were carried out in relation to mental 
problems of community concern to include the use of existing public and nonpublic 
resources to carry out these functions and the encouragement of the establishment 
of additional resources as indicated. Whether these functions should be assigned 
to existing community mental health agencies, to state mental hospitals or to some 
new class of “public mental health officer” is open to question. 
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A STATE-HOSPITAL-BASED COMMUNITY MENTAL HEALTH CENTER 


Alan M. Kraft 
Fort Logan Mental Health Center, Fort Logan, Colorado 


The Fort Logan Mental Health Center, a new state hospital, approaches the 
treatment of major mental illness with an integrated program using the following 
principles: 

1. Geographic decentralization. Organization by small semiautonomous units or 
teams with each team receiving its patients from a specific geographic segment 
of the community. 

2. Therapeutic Milieu. Use of all activities in the living situation as well as in- 
formal psychotherapy and formal group therapy for patient growth. 

3. Continuity of Care. Each patient is under the care of the same team from his 
preadmission evaluation until his discharge. 

4. Transitional Treatment. Many treatment modalities are available to each team: 
inpatient, day patient, evening hospital, halfway house, foster family and after- 
care so that only a small percentage of patients occupy “bed” space. 

5. Family Involvement. Virtually all relatives are in some kind of group therapy 
program. 

6. Role Expansion. Experimentation is done within a system of continuing eval- 
uation of role expansion and redefinition to make maximum use of the treat- 
ment capabilities of each discipline. 

7. Community Involvement. There is a breakdown of traditional hospital-com- 
munity barriers. 

8. Specialized Alcoholism Treatment Program. There are no locked wards. This 


hopeful new program encompasses many of the recommendations of the Joint 
Commission on Mental Illness and Health. 


Discussants: Frank E. Coburn, Alan D. Miller 


Home Treatment of Severely Disturbed Children 
Chairman: Saul L. Brown 


HOME TREATMENT OF SEVERELY DISTURBED CHILDREN 
Merritt H. Egan and Ora Loy Robison 
University of Utah College of Medicine, Salt Lake City, Utah 


/ As the psychobiological continuum of illness is delineated, we need more and 
improved gradations of treatment techniques between inpatient and outpatient 
settings. As in physical medicine we need varying strengths of prescriptions that 
can be applied in different doses, so in functional medicine we need at our disposal 
ures. In an effort to fin i 
we have extended the role of the outpatient to include En Ds ap 
paramedical personnel in collaboration with the clinic staff. For some children 
there are better “prescriptions.” For some a larger “dose” is needed. For some the 


i o S 
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program suggested is an adequate alternative to hospitalization or day treatment. 
For others it appears to be the treatment of choice. 

This paper is a general summary of our experience using this technique over 
the past five years in a total of more than 1500 home visits to more than 40 families. 
We will describe how the therapist is introduced into the treatment program, 
enters the home, what is done in the home and what our preliminary thoughts 
are about this technique. In certain families we have found that the home visit 
acts as an excellent intake procedure or as a "laboratory test" to give us further 
knowledge to formulate a perplexing problem. It offers a treatment technique that 
has advantages over office procedures with some cases. This is particularly so in 
working with phenomena such as the facade of the "as if" mother, double-bind, 
schizophrenic teasing, pathologic metamorphosis, delusional extrication, post-partum 
depression, parental distortion, and it helps ferret out and treat children and 
parents who are "bound" to each other. 

Home treatment sometimes aids us in making contact with the patient who is 
unable or unwilling to visit the office, or who, coming in, is unable to report what 
goes on at home. It also increases the "transfer value" of therapy with some patients 
who, though they can communicate, have difficulty effecting changes at home. 
The patient whose resistance is too high, is too withdrawn or whose motivation 
is too low to use office therapy, can sometimes be reached with this technique. 
Conditions in which we have found this method to be particularly helpful are 
symbiotic relationships between parent and child and some psychotic children. 
Home treatment seems to be best adapted to the lower three socioeconomic classes. 
These also are the ones which in general profit less from office therapy. Home 
therapy with the family consisting of preschool children with on-the-spot observa- 
tion and comments is valuable as a primary prevention technique. Work in the 
home has unlimited possibilities as far as a research and teaching tool. 

The technique also has many disadvantages, one of which is that it allows the 
family freedom of movement. We have found it particularly difficult to use this 
technique with families who have a paranoid flavor, whose social status is deterio- 
rating, who are in the upper socioeconomic brackets, or who are on the lower 
rung of their socioeconomic class and have struggled to attain this position. Geo- 
graphically, there are several disadvantages, including travel time, visitors who 
drop in, and the ease with which a family may put the therapist in the role of visitor 


or just a friend. à 
In summary, with certain illnesses we have found the home approach practical, 
effective and economical. Where indicated it is a significant addition to our thera- 


peutic continuum. 
THE DISTURBED CHILD AT HOME 


Frank T. Rafferty and Sally Miller McClure 
University Hospital, Baltimore, Maryland 


M. Blanche Ingraham is 1 
University of Maryland School of Medicine, Baltimore 
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This is the initial report of a special project entitled "Home Management of 
Family Crisis.” The family is of special interest in any community psychiatry 
planning since the family must be the first-echelon social unit in the growth, devel- 
opment, enculturation and treatment of children. Yet as the family is studied in 
this manner, it becomes apparent that the family is also a first-echelon unit in the 
genesis of maladaptive functioning. The shared pathology of parents and children 
has come into a general focus of professional attention. The etiological significance 
of family transactions is well documented. But corrective procedures are still in 
the primitive stage. Outpatient psychotherapy and residential treatment provide 
outstanding successes in selected cases when well trained personnel is available. 
However, communities must assume responsibility for the treatment of all cases 
without regard to the nature or severity of the disorder. This project has been 
devoted to developing a technique to provide support to the family engaged in 
the management of the kind of crises associated with mental illness of children. 

The project has explored the management system of 15 families by sending 
highly trained psychiatric nurse specialists into the home. Visits are scheduled for 
a two- or three-hour session several times a week for three months. A variety of 
index problems has been studied. Obviously no definitive answers have been found, 
but a wealth of clinical observation provides a new perspective to standard pathol- 
ogy. Concepts for analyzing the family system have had to be developed drawing 
heavily on current family theories. Analysis as usual is easier than intervention 
or change, but experience in attempted alteration of family structure has been most 
instructive. Gradually an approach best described as “the administrative manage- 


ment of behavior” has evolved. A brief introduction is offered in this paper with 
clinical material. 


CAREFUL COMMUNICATION IN COMMUNITY TREATMENT 
OF THE PSYCHOTIC CHILD 


Archie J. McKinnon, Judith Graves and John Kemph 
Central Michigan Child Guidance Clinic, Mount Pleasant, Michigan 


Mese s was accomplished primarily through promoting 
careful communication between the different community resources and family 


members. It was noted that not only parents but professional workers and other 


agencies readily distorted communication regarding the meaning and management 
of these children's behavior, Therefore, meetings were scheduled with all persons 


working with a child to provide an opportunity for clarification of the meaning of 
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‘the children's signals, the workers’ negative responses and projections and the 


mutual support which emanates from people who build together. 

To evaluate the results of this program, a follow up study of all the children 
diagnosed as psychotic or severely ego deviant during the last four years of opera- 
tion of the clinic was made by means of interviews with and letters to the children 
and their parents, to psychiatric hospital facilities, to courts, to child care agencies, 
to schools and to other community agencies. This, coupled with the information 
already available in our clinical records made by the orthopsychiatric team, pro- 
vided follow up information on present adjustment, kinds of care received, the 
number of agencies involved and interim history. 

Reports from teachers, speech therapists, physicians, agencies, parents, and 
Others indicated that community agencies and the public learned to tolerate and 
understand the behavior of these children. Some children remained in the com- 


munity and were seen for intensive psychotherapy at the Child Guidance Clinic. 


Others were seen at infrequent intervals with the main emphasis on counseling of 


‘the parents. Still others were maintained on medication. In all the cases community 


agencies other than the Child Guidance Clinic were involved in their care. Com- 
munity agencies working together with an adequate diagnosis and direction for 
care were able to maintain psychotic children in the community even when primitive 
and bizarre behavior was exhibited by the child. When their behavior became in- 
tolerable in terms of sexual or aggressive acting out, and adequate supervision was 
not possible in the community, then inpatient hospital care was inevitable. Some 
children received brief treatment in a small general hospital. Others required total 
milieu therapy in a psychiatric facility. 4 

It was concluded that a variety of agencies validly can be used to provide for 
the maintenance and rehabilitation of the psychotic child with the child guidance 
clinic serving an extended function in the total planning and coordination of care 
in a rural community. bal 

The rewards gained from this program were further development of the child’s 
ego functions, community understanding of mental illness and financial savings. 


Discussant: Alfred S. Friedman 


Diagnostic Considerations in Family Therapy 

Chairman: Ivan Boszormenyi-Nagy 

FAMILY INTERVIEWS FOR DIAGNOSTIC EVALUATION IN 

CHILD PSYCHIATRY 

Frank S. Williams 

Cedars Sinai Hospital, Los Angeles, California 

me preliminary formulations based upon exploratory tech- 
jews which we have been using to make diagnostic evalua- 
referred to our children's clinic. 
four years that one or two family 


The paper presents so 
niques with family interv: 
tions of children with emotional disturbances 

It has been our impression during the past 
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interviews with the referred child and his entire family have supplied sufficient da 
to establish a diagnosis and to determine accessibility and method of treatm 
many cases. Compared with more classical diagnostic methods we find the onei 
two family interviews a substantial economic device from timesaving and ma 
power considerations. We also are evaluating the approach as a possibly m 
valuable method of understanding the child’s specific problems and how they 
to his total personality and family milieu. 

This paper stresses our basic analytic orientation and our focus on understandin 
ego functioning and intrapsychic mechanisms as well as interpersonal phenomel 
so readily seen in family meetings. It is noted that our studies with family in 
viewing are not carried out in the spirit of potentially replacing good anal 
understanding, but rather in the spirit of exploring ways of enhancing that unde 
standing. : 

The following facets of diagnostic work are discussed with particular emph isi 
upon contrasting the family approach with more classical individual interviewing 

Intrapsychic vs. Interpersonal Life. Yn the child intrapsychic mechanisms are st 
in the formulative stages. In family interviews one can see the family interactio! 
precipitating certain intrapsychic patterns in the child. Case material is offered; 

Reduction of Guilt. Guilt is frequently a source of strong resistance in individu 
sessions with a child (“talking behind parents’ backs”) and seems greatly relievi 
with the parents present. 1 

Self-Esteem Protected. Since the family becomes the “patient,” the child 3 
spared being singled out as the “nut” or “sick one.” d 

Meaningful Non-Verbal and Subtle Attitudes. Case material is offered whic 
dramatically points up the difference between what one learns from a child indivi¢ 
ually and from his parents individually as compared with seeing parents and 

interacting. Many non-verbal instructions, cues toward transgressions and criti 
not seen in the classical diagnostic work-up (including psychological testing 
suddenly appear with great clarity in the family meetings. 
Undercurrent Marital Conflict. Conflicts not readily apparent in individual intaK 
become quite alive in family meetings and one can see in vivo how the child 
is used as a scapegoat to avoid recognition of the marital problem. Case materia 
presented. 
js m Nan Mi ao is discussion of the more classical attitude in psy hc 
fantasies of what PE tid e volte g "d d edem : ET mL 
m E E rat te eti eimi Eh compared 
the real ion hips Rb E dh "M e actual attitudes in an effort to a 
Bub uim ts a c is still involved so as to make a more 
With throwing need for ve = the proper therapeutic approach. 
fon chilean Dd aped s 3 shorter methods of effective therapi 
could be the most economic and ja $ ae Be Eun ens 
"3; i perhaps effective way of assessing the pathogen 
parent-child interaction and thereby quickly underscoring for the therapi h 
: 3 k pists Wi 
interventions need be effected in shorter term approaches. 
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THE DIAGNOSTIC SIGNIFICANCE OF COMPARATIVE FINDINGS IN 
CONJOINT FAMILY THERAPY IN FAMILIES WITH PSYCHOTIC AND 
NEUROTIC CHILDREN 


Norman L. Paul, George H. Grosser 
Boston State Hospital, Boston, Massachusetts 


George Grosser i 
Massachusetts Mental Health Center, Boston, Massachusetts 


Conjoint family therapy with families of psychotic and neurotic children reveals 
characteristic differences with both diagnostic and therapeutic implications. This 
setting lends itself for close observation of family group interaction, role delineation 
and attitudes toward the labelled patient. Although in families with either neurotic 
or psychotic children, a type of “fixed family equilibrium" is observable, there are 
features that differentiate the two. These include: (1) attitude towards the patient's 
illness associated with a variety of denial mechanisms, (2) the level of involvement 
and degree of symbiotic tie of parents with the patient, (3) types of mechanisms 
unwittingly employed in the maintenance of both the patient's role and his symp- 
toms, (4) the degree of family cohesiveness and mechanisms used to suppress its 
disruption, (5) levels of guilt and ambivalence in intrafamilial relationships, (6) 
reactions to both real and phantasied losses as related to levels of separation anxiety, 
(7) differential approaches to passivity and coping behavior and (8) differential 
attitudes toward the therapist. 

These features were derived from observations of ongoing conjoint patient- 
family therapy sessions by the therapist with subsequent content analysis from the 
taped material by a social scientist. Excerpts of these tapes will be used to demon- 
strate relevant points. The sample from which the data are derived includes 12 
patient-family units with either psychotic or neurotic children ranging in age from 
six to sixteen years. i 

In summary, families with either neurotic or psychotic children manifest a 
differential degree of fixity in structure and interpersonal relationships. While this 
includes in either case an accommodation to the patient's role, the rigidity is more 
striking in its pervasiveness and extensiveness in the family with a psychotic child. 
The parent-child symbiosis is likewise more pronounced in this type of family. 

The implications for both diagnosis and therapy in a family with a psychotic 
child include a consideration of the immaturity of the parents who exhibit marked 
fragmented ego boundaries. An important additional element is their unresolved 
d to the patient while at the same time extending 


symbiotic ties, extending downwar t 
upward to their own parents, living or dead. To insure the development of rapport 


and the therapeutic relationship, these findings demand immediate attention to that 


unit's deep-seated need for support and sensitive pacing of therapeutic intervention. 


It further demands careful timing of clarifications with particular emphasis on cur- 


rent realities. By contrast the family unit with a neurotic child can more readily 
working through of ambivalences. 


tolerate discussion of sensitive topics and the 
The conjoint patient-family setting presents a challenge for the development of 
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newer therapeutic techniques for the therapist and a fruitful natural field of obser- 
vation for research. 


THE DIAGNOSTIC EFFECTIVENESS OF A FAMILY INTERACTION TEST 


Esther Halpern, Nathan Greenberg, Vivian Rakoff and Roslyn Spector 
Jewish General Hospital, Montreal, Canada 


The use of projective techniques in assessing family interactions and dynamics 
has been reported in the literature. However, little is known about the compara- 
bility of the data yielded by these tests and the clinical interactional material ob- 
tained from diagnostic interviews. The Family Interaction Test (FIT), a thematic 
group projective technique, developed at the Jewish General Hospital’s subdepart- 


ment of Family Psychiatry, is therefore studied to examine its diagnostic effec- | 


tiveness. 

The present study is an attempt at a comparison between the Family Diagnostic 
Interview (FDI) and the Family Interaction Test (FIT). It is hypothesized that 
the FIT elicits similar enough data to that obtained by the FDI so that the material 
obtained from the FIT can be matched blindly with the clinical interview material. 

Ten clinic families with a similar family constellation, i.e., two parents and one 
daughter, are present for both the FDI and FIT. No other selection criteria are 
used. Two judges match blindly 10 cases from the FDI with one case (the test 
family) on which FIT material is available. 

FIT Test Procedure. All members of the test family take part in making up a story 
for each of seven cards of the FIT. They are encouraged to work on it aloud and 
asked to agree on a final version. The FIT protocols are analyzed according to 4 
holistic schema which emphasizes interactions, as devised by the authors. The 
Suess is on both content, family interactions and dynamics. The test is interpreted 

blindly,” i.e., the investigators who interpret the FIT protocol do not attend any 
a diagnostic interviews nor do they have any background knowledge of the 
es. 

FDI Procedure. The Family Diagnostic Interview write-up is an evaluation done 
from a diagnostic conjoint family interview by an independent source. The write-up 
isa detailed clinical summary describing the family according to an FDI diagnostic 
format; it is done independently of the investigators. 

Two judges (A and B), who do not know the families and have not contributed 
to either the FIT or FDI descriptions, are then asked to match independently the 
one family description derived from the FIT data to one of the 10 descriptions 
completed from the FDI. A third independent judge (C) blindly groups the 10 
FDI descriptions in clusters according to similarity. 

z bs c ge conten by the correct matching by one judge (A). Pick- 
s E s aes ies the correct FDI which matches the FIT is a success 
p E po (Binomial Test). The other judge (B) did not pick the 

Beyond the conclusion that FDI and FIT elicit similar enough material as tO 

be matched beyond chance, there are further implications of "fa this type of 
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study to determine the diagnostic effectiveness of a group projective technique. 
The qualitative aspects of this pilot study which attempted a comparison of the 
material yielded by the FDI and the FIT are further discussed. 


Discussant: Exall L. Kimbro, Jr. 


Expectation, Standards and Limits with Late 
Adolescent College Students 


(Joint session of the Mental Health Section, American College Health Association, 
and the American Orthopsychiatric Association) 


Chairman: Mary O'Neil Hawkins 
WHAT WE EXPECT A COLLEGE STUDENT TO BE AND TO STAND FOR 


John Monro 
Harvard University, Cambridge, Massachusetts 


INDEPENDENCE, FREEDOM AND GROWTH 


Preston K. Munter 
Harvard University, Cambridge, Massachusetts 


THE PROBLEMS OF AN ACADEMIC STUDENT COUNSELOR 


Henry H. V. Noss 
New York University, New York, New York 


THE STUDENT AND HIS COLLEGE: WHO AFFECTS WHOM? 


Charles L. Bidwell 
University of Chicago, Chicago, Illinois 


Research with Preschool Children 

Chairman: Albert I. Rabin 

A COMPARISON OF NORMAL AND DISTURBED THREE-YEAR-OLD 
BOYS IN INTERACTION WITH THEIR PARENTS 


Justin D. Call ja 
Center for the Health Sciences, U.C.L.A., Los Angeles, California 


Marianne Marschak E. 
U.C.L.A. School of Medicine, Los Angeles, California 
e studied by observing child-parent interaction in 


The identification process can b g i 
irena s Such observations can be focused in particular 


appropriately designed situations. 


| 
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on two behavioral counterparts of identification: the child's imitation of and partici- 
pation with the parent and on certain observable parental characteristics as revealed 
in the course of the child-parent interaction. 

Imitation and participation were studied in four normal and four severely dis- 
turbed boys, all about three to four years of age. Of the disturbed boys three were |, 
autistic and one was retarded. None could speak. Each child was seen twice with K 
each of his parents. Each mother and son and each father and son performed some 
20 prescribed “tasks,” such as block-building, sound imitation, imitation of body 
movements and simple games. 

This report is based mainly on: (1) behavior observed during the parent-child 
interaction and tape-recorded in a running narrative or recorded on a kymograph ; 
using appropriate symbols; (2) rating and ranking of certain observed and inferred 
characteristics of the subjects, and (3) the parents' answers to a postsession ques- 
tionnaire and to the PARI (Parental Attitude Rating Inventory). Wherever ap- 
propriate, the significance of the differences between normal and disturbed children 
(or between their parents) was assessed statistically using a nonparametric (rank 
sum) test. 

We defined participation as “the attempt to have a joint experience with another 
person." Four behavioral characteristics relevant to participation were singled out 
for observation: the child's awareness of the parent (e.g., looking briefly or for à 
longer period at the parent's face, at the parent's mirror image and at the parents 
activity), the child's approach to the parent (e.g., smiling at, moving toward and 
initiating body contact with the parent), mutual approach (e.g. the child and} 
parent smiling at each other, moving toward each other and simultaneously engag 4 
ing in an activity) and the child's avoidance (e.g., looking away, moving and run- 
ning away from the parent and expressions of anger and hostility). 

As to awareness incidents of briefly looking at the parents occurred about equally 
often in both groups of children. Yet the normal children not infrequently kept theit 
eyes directed at the parents for longer periods of time; this rarely occurred with the 
disturbed children. The child’s approach to the parent occurred about as frequently 
in the normal as in the disturbed child. But mutual approach was more frequent 
between normal child and parent than between disturbed child and parent. Avoid-i 
ance occurred more frequently in the disturbed than in the normal child. 

We defined imitation as “the attempt to reproduce another person's behavior” 
We distinguished between vocal and nonvocal imitation, and also between require 
imitation (requested by the parent) and spontaneous imitation, and between ill 
mediate and delayed imitation (imitation of previously modeled behavior of 
parent present in the session, or imitation of the absent parent). 

Both required and spontaneous non-vocal imitation did occur in the disturbed 
children but was of a more primitive kind and occured less frequently than in the 
normal children. As to the required, non-vocal imitation: the disturbed childre? 
could easily be induced to imitate walking but hardly ever to imitate arm movements: 

Observations of parental behavior together with judges’ ratings and ranking 
suggested some personality differences between parents of disturbed compared Wi 
those of normal children: Particularly parents of disturbed children were cha 
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acterized by a lack of spontaneity and a restricted affective relationship with their 
children. Some of these findings were in accord with attitudes expressed in parents' 
answers to questionnaires. The differences in parental personalities as observed in 
this setting may be related either to the impact of the child's past and present 
disturbance, to the parent's original personality characteristics, or to a combination 
of both. 

Some of the findings have a direct bearing on the impediments of the identifica- 
tion process in the disturbed child. Delayed imitation was almost absent in the 
disturbed children. Another condition generally presumed necessary for identifica- 
tion is the affective relationship between child and parent; this seemed to be minimal 
in the disturbed parent-child units studied. 


MATERNAL ATTITUDES AND CHILD BEHAVIOR 


Grace F. Brody 
University of Kansas, Lawrence, Kansas. 


There have been in general two approaches to the study of the influence of the 
mother-child relationship on the social development of the child. One approach 
has focused on maternal attitudes and personality variables and the other on mater- 
nal behaviors and practices. This study attempted to investigate (1) the relation- 
ship between maternal attitudes toward child-rearing and family life as measured 
by two attitude instruments and (2) child behavior as observed in individual 
mother-child interaction sessions. 

The subjects were 50 preschool children and their mothers who were members 
of a cooperative nursery school located in a moderate-income neighborhood. 

The Parental Attitude Research Instrument. (PARI) and the Maryland Parent 
Attitude Survey (MPAS) were completed by the mothers. Each mother and child 
was observed for a 30-minute session in a standardized play setting. The interaction 
was recorded, using methods based on the techniques of Bales, Bishop and others. 
Thirteen behavioral scores were obtained for each child, based on the amount of 
interaction recorded in the various categories. The behavior of children whose 
mothers scored high and low on the attitude scales was compared. 

No statistically significant relationships were found between scores on the Author- 


itarian, Hostility-Rejection, and Democratic factors of the PARI and the child's 


interacti i ther, although there were tendencies for children of high 
Wwe ER s king and for children of high 


Authoritarian mothers to show less information-see 
Hostility-Rejection mothers to be less compliant. MS MD 

Children k mothers who were high on the MPAS Disciplinarian Scale used 
significantly more directing behavior toward their mothers. Children of mothers 


high on the MPAS Rejecting Scale were significantly less attentive to their mothers, 
were less verbally interactive, played more independently and less interactively, 
sought more attention-approval-praise and had a lower rate of compliance. 

The significant relationships tended to confirm theoretical expectations of the 
child's behavioral responses to maternal attitudes. The pattern of differences in child 


behavior related to high and low scores on the MPAS Rejecting Scale suggested the 


possible usefulness of this scale for indicating emotional distance between mother 
and child. 


CHANGES IN MATERNAL AND INFANT BEHAVIOR DURING THE 
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Leonard Hersher, Evelyn Eddy, Julius B. Richmond, Earle L. Lipton, Bettye M. 
Caldwell, George G. Stern and Albert Rothman 
Upstate Medical Center, Syracuse, New York 


How does maternal behavior change as infants grow older? Similarly, what sorts 
of behavioral changes does the infant show with increasing age? Data drawn 
from a longitudinal study of mother-infant interaction have been analyzed to 
examine the change and the stability of maternal and infant behavior during the 
first two years of life. 

Subjects included 37 mothers and infants who were examined repeatedly during 
the infants’ first two years of life. Both direct observation and interview techniques 
were used by the research staff. Major data analyses consist of analysis of variance 
to examine stability of mean ratings over time and correlational analysis to deter- 
mine whether subjects retain their approximate relative positions within the group 
On the rating scales. Theoretical framework used for the development of the scales 
was the Murray need-press system. 

On approximately one-half of a set of 28 scales dealing with overt maternal 
behavior observed in a well-child clinic, group means showed significant change 
during the time between birth of the infant and one year. There appeared to be 
more change during the first six months than during the second. Group means for 
the infants changed only on a scale describing amount of vocalization. For these 28 
scales, only a few correlations across time were Statistically significant, indicating 
that the behavior of individual mothers shifted appreciably over the first year, evel 
when there were no significant mean changes. 

On a set of 26 scales measuring broader aspects of maternal behavior assessed | 
from observation and interviews when the infants were 6, 12 and 18 months of ages l 
there Were three group mean changes with time, all pointing to a slight increase 
in the mother's control of the child. More correlations over time for these variables 
Were significant, especially for measures made at 12 months and 18 months. 

For the infants there were no significant group changes from 6 to 18 months on 
20 personality variables. Only two scales showed a significant correlation from 6 
to 12 months, and none was significant between 6 and 18 months. Correlations 
between ratings made at 12 and at 18 months were significant on half of the scales 

, Certain aspects of maternal behavior show an average change from the child's 
birth through. its second year of life. Other aspects do not show any consistent 
change. Individual mothers, however, vary considerably in their behavior. Infants 
similarly Show much variation in behavior during the first year with behavior be 
coming much more stable during the second. 


Discussant: Lois B. Murphy 
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Differentiated Clinic Services to Meet Changing Community Needs 


(Joint session of the American Association of Psychiatric Clinics for Children and 
the American Orthopsychiatric Association) 


Chairman: J. Franklin Robinson 


IMPLICATIONS FOR THE CHILD GUIDANCE CLINIC OF THE 
CURRENT TRENDS IN MENTAL HEALTH PLANNING 


Meyer Sonis 
University of Pittsburgh Medical School, Pittsburgh, Pennsylvania 


Discussant: Dane G. Prugh 


Residential Treatment 
Chairman: Othilda Krug 
SECLUSION OF CHILDREN AS A THERAPEUTIC WARD PRACTICE 


Donald S. Gair, Dexter M. Bullard, Jr., and Jeannette H. Corwin 
Harvard Medical School 


This study was undertaken in order to document the rationale and clinical effects 
of seclusion on a psychiatric ward for children. Although seclusion is a common 
practice in a wide range of ward treatment settings, no report of its study has 
appeared in the literature to date. 1 

This study covers a period of 20 months on the children's ward of the child 
psychiatry unit of the Massachusetts Mental Health Center (from November, 1962, 
to July, 1964). During that time 15 children comprised the changing ward popula- 
tion. The average population was 10 boys and girls from age 5 to 13. The children 
were all severely disturbed. Diagnoses included autism, other varieties of psychosis 
and children with severe psychoneurosis. The majority were diagnosed as psychotic. 
At the start of the study seclusion had been an accepted practice during the seven 
ears of the ward's operation. 

: All occasions of kii a child in a seclusion room (in 90 per cent of the 
instances the door was not locked) were charted with brief notation of time 
in and out, person making the decision, basis for the decision and immediate efficacy 
of the seculsion. This data has been broken down into frequency, incidence and 
duration for each child and for the ward on the day and evening shifts. j^ 

Patterns and problems of seclusion were discussed in detail in weekly supervision 
of the ward personnel by one author. The course of use and effects of seclusion 
Were carefully noted by another author during individual patient review at regular 
ward rounds. The third author supervised psychotherapy of these patients and 
studied the effect of seclusion on the child’s fantasies, his relationship to his doctor 
and his therapeutic progress. f 

The dis S then iHüliren were singled out for special study from the time of 
their admission to the end of the study period (six to eight months). 
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Seclusion itself as used on the ward was not expected to influence the child's 
basic disorder. Rather, it was expected to influence the child's abilities to manage 
various behavioral difficulties and problems of relating to the ward staff and to 
other children. 

Findings are as follows: 

1. The use of seclusion is demonstrated by a report of its incidence, prevalence, 

duration and variability. 

2. The attitudes of the ward personnel toward seclusion were quite uniform. High 
importance was placed on seclusion as a necessary procedure. Its chief use 
was seen as the control of destructive or other unmanageable behavior. Punish- 
ment and interruption of progressively unpleasant staff-patient interaction were 
two other uses cited as important. Possible harmful effects if the child felt 
excessive rejection or fright were weighed as important in the decision whether 
or not to seclude. 

. The course of several patients demonstrates favorable therapeutic progress 
not only unimpeded by the use of seclusion but with evidence that the child 
used the experience in the development of satisfactory inner controls. 

4. Many instances of seclusion failing in the intended effect showed no harmful 
effect. 

5. Patients for whom it might have been expected that seclusion would be harm- 
ful were studied and there was no evidence of increase in fearfulness, with- 
drawal or disorganization in relation to seclusion. In many of these patients 
there is evidence that seclusion tended to enhance rather than impede the 
development of inner controls and the development of effective relationships 
with ward personnel. 

6. Diagnostic category was not a significant variable in relation to incidence and 
effect of seclusion. 

Implications. Seclusion can be a natural and highly valued technique in the sur- 
rogate care of an emotionally disturbed child. It can provide a locus around which 
the patient and the counselor can work out their relationship—one that parallels 
yet differs significantly from the child's relationship with his parents. Seclusion cat 
Serve to replace many of the controlling and disciplining practices used in the home 
(spanking, withholding rewards). It is regarded by both ward counselor (or nurse) 
and child as the ultimate recourse and represents a reliable (though not unfailing) 
limit to undesirable behavior. Although it may not be necessary in all ward settings 
it seems to the authors that something equivalent must be devised. In the discussion 
comparisons are made with other methods. 


v 


PSYCHOTHERAPY IN A RESIDENTIAL SETTING 
Richard D. Brodie 
The Judge Baker Guidance Center, Boston, Massachusetts 
The rapid growth of residential treatment centers for emotionally disturbed 


Children has been accompanied by an equally rapid increase in the number of child 
therapists working with inpatients. The complexities of residential treatment whe? 
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combined with the intensity of the patient-therapist relationship place considerable 
stress on the therapist even though he may be experienced in outpatient psycho- 
therapy. The styles developed while working with a variety of childhood disorders 
on an outpatient basis may be severely challenged by the daily interaction one has 
with a child who lives in the same building in which his therapist works. 
Treating a child whose parents are responsible for his daily living is markedly dif- 
ferent from treating a child for whom the institution and, by implication, the child's 
therapist act “in loco parentis." A beginning therapist, responding to perceived de- 
ficiencies in the child's environment or to the frustration of his own treatment 
endeavors, may frequently demand that the social worker “do something” about 
the mother of his outpatient.’ However, he is unlikely to demand that the director 
of his agency “do something” about the institution which he directs. Furthermore, 
although the administrative-therapist split may work well on paper, it is hardly 
comprehensible to the child with a fragmented ego and a history of losses and am- 
bivalent part-object relationships. 

In response to the anxiety generated by the demands of inpatient therapy the 
new therapist may respond by rigidly relying upon that which he already knows and 
„dismissing other approaches as “not really psychotherapy.” Thus he will restrict 
contact with the child to the 50-minute hour, avoid interaction with teachers and 
counselors and treat the patient as if he were an outpatient. Another therapist 
may abandon all previous restraints, attempt to exert control over every aspect of 
the patient’s daily life and identify with the patient in his complaints about the 
program, personnel and administration of the residence. It is between the Scylla of 
abdication and the Charybdis of overprotection that effective psychotherapy in a 
residence can be done. ; 

There is considerable difficulty in distinguishing between transference and a “real 
relationship" in child therapy. This difficulty is increased when the child has knowl- 
edge not only about his own therapist but also about everyone else s therapist and 
his own therapist’s other patients. Sibling rivalry is greatly intensified and the well 
known phenomena of splitting the parents has an infinite variety of possibilities with 
the numerous therapists, teachers and child-care personnel in the child's environ- 
ment. - g M 

Among the other factors which complicate the psychotherapy of an inpatient is 
the use of outside information, e.g., information obtained from the residence staff. 
Consideration of the patient's previous experience as a recipient of communications, 
Which may range from absolute secrecy on the part of the parents to ego-assaultive 
use of information, guides the therapists use of outside information with the 

atient. f 
j To illustrate the variables mentioned above, the treatment of one child who had a 
Severe depression in the context of a compulsive character neurosis is compared 
and contrasted with that of a younger, borderline psychotic child. 


IATROGENIC FACTORS IN RESIDENTIAL TREATMENT: THE 
PSYCHIATRIC TEAM'S CONTRIBUTION TO CONTINUED 
PSYCHOPATHOLOGY 
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Adolph E. Christ and Nathaniel N. Wagner 
University of Washington School of Medicine, Seattle, Washington 


One of the most serious but often neglected complications of the psychiatric 
hospitalization of children is the enhancement of parental rejection that often accom- 
panies the physical separation of a child and his parents. We contend that parents’ 
rejection of the disturbed and disturbing child is enhanced whenever their guilt and 
tension increase and whenever their interactions with and responsibility for the child 
decrease. Many of the hospital procedures in the name of good management, con- 
venience or even therapy actually increase parents’ guilt and tension. Consequently, 
part of the rejection which frequently is observed can be viewed as being induced 
by the institution; that is, it is iatrogenic in nature. 

On the inpatient and day-care child psychiatry unit at the University of Washing- - 
ton Medical School we are attempting to identify and eliminate these iatrogenic fac- 1 
tors in the following ways: (1) by developing different attitudes toward the “patient 
and his parents” by viewing them as members of the family in trouble and as individ- 
uals needing assistance, (2) by developing a mutually therapeutic tension-reducing 
relationship between staff and parents, and (3) by developing an attitude whereby 
parents can continue to maintain their responsibilities as parents. : 

As the staff-parent interaction becomes more therapeutic, the parents spend time 
on the ward and retain close contact with their child. The parents are included in — 
every major decision which affects their child. Consequently, they do not feel left 
out, and they continue to view the child as an integral part of the family. The child 
no longer is torn between staff and parents. The parents’ involvement also insures 
an optimal treatment program while the child is hospitalized. An ever-present, C&R { 
tral adult is vital in the growth and development of all children. The type of involve- 
ment and commitment to the child which the central adult must make is totally in- 
consistent with the role the therapist and other child-care workers must maintain, 
and the parent or a real parent substitute is the only logical choice for the role of 
central adult. The maintenance of the child-parent relationship therefore must be 
central in any therapeutic program for children. 


Discussant: Edna L. Astley 


New Patterns in Psychotherapy 
Chairman: Marshall Edelson 


Rudolph Wittenberg 
Elmhurst City Hospital, New York, New York 


fees ke concept of brief psychotherapy with hypnosis, suggestion 9 
n agogical methods became obsolete as psychoanalysis developed as a scienc® 
ora was treated by Freud for eleven weeks in 1900 and the Ratman for eleve? 


SHORT-TERM” THERAPY. THEORETICAL AND CLINICAL ASPECTS 
weeks in 1907. In 1960 the average number of hours of analysis for students, E 
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measured in 17 training institutes, over a period of 10 years, was about 700 hours. 

Understanding of the intrapsychic mechanism has grown. But we also have be- 
come more aware of the social responsibility to relieve the mass misery of mental 
illness. Freud predicted this development in 1919 and anticipated that, “the applica- 
tion of analysis to large numbers of people will compel us to alloy the pure gold of 
analysis plentifully with the copper of direct suggestion . . . even hypnotic influence 
may find a place again . . ." 

It has. And so have a large number of therapies, all of which are “analytically 
based or oriented? since no form of psychotherapy could escape the influence of 
classical psychoanalysis. That this development also has led to a popular confusion 
between psychoanalysis and other forms of psychotherapy is a byproduct of our 
time, which prefers brand names and shortcuts and likes to play with the idea of 
“Instant Freud.” i 

There is, however, by now a literature on brief psychotherapy and a number of 
research studies undertaken by people who can tell gold from copper, which at- 
tempts to delineate the kind of patients who can benefit from a few sessions. 

This paper will discuss some of the published results of the Tavistock Clinic in 
London, where 21 patients were treated with this form of therapy under the leader- 
ship of Michael Balint. The bulk of the paper will focus on Leopold Bellak’s trouble 
shooting clinic at New York’s Elmhurst Hospital, where any member of the com- 
munity was seen by a therapist (psychiatrist, psychologist or social worker) with- 
out appointment from one to five times. 

The evidence in both clinics as well as in the published papers of psychoanalysts 
strongly suggests that short-term therapy does not have to be limited to providing 
psychiatric first aid or referral services, but also may obtain lasting improvements 
in “relatively severe and longstanding” illnesses. 3 ! 

An attempt will be made based on these researches as well as the writers's experi- 
ence to define the categories of illnesses in which brief psychotherapy may be effec- 
tive. 

While these findings are still tentative, one factor stands out in all reports: the 
overriding significance of the transference management as differentiated from the 
transference neuroses in psychoanalysis. In order to make this distinction the prac- 
titioner of brief psychotherapy will have to have more training, better supervision 
and most intensive personal psychoanalysis rather than less as we have thought 20 
and 10 years ago, when this most demanding skill was turned over to the less 
experienced residents in hospitals, the young workers in clinics rather than the 
seasoned old-timers. The same goes for supervision of brief therapy, which will be 
reported for the Elmhurst Hospital experiment. à : 

Short-term therapy has come full circle: from an almost forgotten, naive modifica- 
tion of one symptom via the instinct theory and ego psychology to a highly sophisti- 


cated modern form of treatment which awaits continuous experimentation and re- 


Search. 


SUPPORTIVE AND INTENSIVE TREATMENT: ARE THESE TERMS 
USEFUL? 
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Barbara M. Cowen, Philip Feinberg, Josephine F uller and Philip Warren 
Veterans Administration Mental Hygiene Clinic, St. Paul, Minnesota 

In discussing problems of psychotherapy in our multiple disciplinary clinic, it be- 
came evident that there was some confusion regarding the usage of the terms "sup- 
portive" and "intensive" treatment. It also seemed apparent that this confusion led 
to restrictions and inhibitions among therapists. This paper is an attempt to investi- 
gate whether confusion regarding the use of these terms exists, whether this con- 
fusion is general, or whether there are some areas of agreement, and whether the 
factors of setting (in social agency or multidisciplinary clinic) or professional disci- 
pline may influence the degree of confusion of these terms. 

A questionnaire was sent to 12 clinics and 12 social agencies in Minnesota, — 
Ninety-six per cent of the questionnaires were returned to give a sample of 34 
agency social workers, 12 social workers employed in psychiatric clinics, 11 psycho ' 
ogists in psychiatric clinics, and 10 psychiatrists in psychiatric clinics. The question- 
naire was drawn up along the following lines: (1) to determine if the terms 
“supportive” and “intensive” were still in use; (2) to elicit operational rather than 
academic responses; (3) to incorporate traditional aspects of supportive and inten- 
sive treatment. Traditional aspects of treatment incorporated into the questionnaire 
included: frequency of interviews, degree of patient involvement in treatment rela- 
tionship, focus of interviews (patient’s past or present situation). Nature of material 
elicited (conflictual or otherwise), use of reassurance as a therapeutic tool, treat 
ment goals (basic character change or other), and degree to which therapists 
professional skills were utilized. Tabulated responses were broken down into pet 
centages and significance of differences between percentages was determined. Also, 
response patterns were analyzed to test degree of differentiation between supportive 
and intensive treatment with respect to the items included. 

: It was found that widespread confusion in the use of the terms "supportive" and 
“intensive” treatment existed. Individuals in the same discipline disagreed with each 
other and also disagreed with members of other disciplines as to a standard inter- 
pretation of these terms. The factor of setting (in agency or clinic) while significant 
with regard to responses to some items, did not figure as important in explaining 
differences in responses generally. The small areas of agreement did not operation- 
ally differentiate these two terms. 

Ta oes de E outlining a treatment plan for each patient or die 
dacdlel of dud i individual plans, an awareness of the skills of the therapist Te 
pline is of utmost importance. More consideration must be given t0 | 


specific treatment and goals with each patient and client, rather than merely labeling | 
them as needing supportive or intensive treatment. 


NEW IDEAS IN PSYCHOTHERAPY ] 
R. K. Greenbank 
Temple University Medical Center, Philadelphia, Pennsylvania 
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S. J. Greenbank 
Upper Darby, Pennsylvania 


The difficulties faced in the outpatient psychotherapeutic treatment of seriously 
disturbed patients are well known. Many techniques currently used successfully for 
neurotic patients have been found to be much less adequate for sicker patients, 
Clinical research has developed a variety of new techniques to assist in successfully 
treating the "difficult patient" (alcoholic, "acting out," psychopathic, psychotic, 
etc.) without the necessity of hospitalization. This paper presents the results of 12 
years of research. It is clinical in nature and describes new techniques in psycho- 
therapy, their assets and liabilities. 

The new methods which will be presented include the following: 

Group consultation. For two years, a group of eight senior psychiatrists and 
psychoanalysts trained in various areas have met weekly for the purpose of solving 
"therapeutic impasses." The therapist and his patient are observed in an actual 
treatment session with the entire group physically present. Group interreaction with 
therapist and patient has produced valuable changes and improvement in otherwise 
long “frozen” treatment situations. 

Multiple therapists (often of various disciplines) working with the same patient 
simultaneously, concurrently or alternately have produced results superior to that 
found possible by any single member of the team working alone. Problems, indica- 
tions and contra-indications for this therapeutic method will be described. 

Active techniques of dynamic psychotherapy involving close emotional and 
physical contact with the patient will be reported in conjunction with the above 
innovations. Solutions to the problems involved in establishing rapport with the 
regressed, withdrawn or hostile patient will be described with clinical details. 
Use of nonverbal language in treatment will be discussed. 

These modifications of the traditional one-to-one doctor-patient psychotherapeu- 
tic relationship have been shown to provide the following advantages: (1) more 
patients can be given adequate psychotherapeutic aid in a given period of time, 
(2) total cost of therapy is reduced since treatment time is shortened, and 
(3) these modifications of technique allow valuable participant education of new 
psychotherapists. 

It is possible to treat very distu 
private office practice. Modifications o 
analytic technique usually are required. Several 
treated. 


Discussant: Otto A. Will 


rbed patients on a practical outpatient basis in 
f classical psychotherapeutic and psycho- 
hundred patients have been so 
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Chairman: Robert Plank 
Participants: Francis J. O'Neil, Hugh Alan Ross and Richard E. Pfrender 


Audio-Visual Program—l 
PRICE OF PROGRESS 
Chairman: Norris Hansell 


Films: CASE HISTORY OF A RUMOR 
Produced by Columbia Broadcasting System Reports and made available for 
this showing by Hamilton Film Service, New York. 


THE CAPTIVE 


Produced by Quest Productions for the National Council of Churches, 
New York 


GOODNIGHT, SOCRATES 


Produced by Stuart Hagmann and made available for this showing by Con- 
temporary Films, New York 


Panel 101: Group Psychotherapy for the Hard-to-Treat Patient 
Chairman: Jean Munzer 


MODIFICATIONS OF GROUP PSYCHOTHERAPY FOR ALCOHOLICS 
Ruth Fox 
National Council on Alcoholism, Inc., New York, New York 


The alcoholic is seriously ill in many areas of his life, socially, psychologically 
and physically and therefore will need a multidisciplinary type of treatment. Of 
first importance is the attainment of sobriety, which may necessitate a hospital stay 
of a few days to a few weeks. Individual counseling of the patient and his family 
must include an assessment of his drinking pattern, his motivation to undergo 
treatment, the attitude of the spouse to his alcoholism and to the treatment program, 
his relationship to his famil ; his job, and his social and financial status. It is | 
necessary to acquaint him with the facts of his disease—that total and permanent I 
sobriety Is necessary—and to discuss with him the total program of therapy. This 
ideally should include physical rehabilitation, the use of Disulfiram (Antabuse) 
asa deterrent to further drinking, affiliation with Alcoholics Anonymous for the 
patient, Al-Anon Family Groups participation for the spouse and group therapy- 

The ideal group consists of 8 to 10 persons, both men and women, with evening 
meetings of one and a half to two hours once a week, The groups are open-end 
and homogeneous in that all participating are alcoholic, but heterogeneous in terms 
of underlying emotional pathology which may range from near normal when 
abstinent, through character disorder and psychoneurosis, to borderline psychotic - 
or depressive reaction. Initial group therapy sessions must be partly didactic and 
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informative as well as supportive. Discussion at first concerns the progressive nature 
of alcoholism, specific drinking practices, problems which have arisen in family 
or job and how Antabuse and A.A. can help. There is almost immediate identifica- 
tion among the group members with a lessening of guilt and loneliness. 

As the group matures, there is less discussion of drinking per se and a greater 
awareness of the emotional problems underlying the symptom of excessive drinking. 
In the interaction between patients there is a working through of feelings, thoughts, 
behavior and personality traits. Problems of hostility, aggressive acting out, low 
frustration tolerance, social fears, devaluated self-esteem and self-condemnation, 
sense of isolation and failure, self-punitive behavior, dependency needs, separation 
anxiety, rage reactions and fantasies of revenge and various sexual problems are 
all discussed. 

The most usual defenses are regression, denial, introjection, projection and 
rationalization. Resistance and transference reactions are recognized and discussed. 

Those patients who are well motivated, who attend Alcoholics Anonymous, 
who accept Antabuse, whose families will attend Al-Anon Family Groups, and 
who continue in the group therapy program for at least one year, can expect not 
only a freedom from their addiction to alcohol but a betterment in their home life, 
social life and work life. They become more able to accept help, less egocentric, 
have more self-confidence and self-esteem, learn a more tolerant live-and-let-live 
attitude, become more socially conscious and outgoing. Many become more able 
to fulfill their potential through the maturing process of this multidisciplinary type 
of therapy. 


GROUP THERAPY WITH DELINQUENTS IN AND OUT OF 
INSTITUTIONAL SETTINGS 


Charles King 
Wiltwyck School for Boys, New York, New York 


GROUP PSYCHOTHERAPY OF PSYCHOTICS 


Jay W. Fidler 
Albert Einstein College of Medicine, Bronx, New York 


GROUP THERAPY FOR THE HARD-TO-TREAT, POORLY MOTIVATED 
PATIENT IN THE COMMUNITY 


Alvin H. Richmond 
Community Mental Health Board of Westchester County, 


There are a substantial number of patients for whom individual treatment has 
n Hon? 
been relatively ineffectual supposedly because of their “poor motivation.” Actually 


there seem to be three aspects to this concept: (1) these people frequently suffer 


from much social pathology and tend to project intrapsychic difficulties onto social 
e had basic traumatic experiences which 


and environmental situations, (2) they have : 
have caused a relatively permanent defective personality structure and (3) they 


White Plains, New York 
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do not fulfill many therapists’ model of a treatment contractual relationship and 
are considered inadequate in the role of patients. i 

Modifications in analytic group psychotherapy have been tried with this 
population with relative success. This can be attributed to the impact of a group - 
experience which has a high life proximity, lessens defensive guilt, dilutes trans- 
ference, supports, adoptive defensives, allows gratification from socialization and | 
permits a transferability of behavior learned in the group to the outside. It must 
be borne in mind that the success of an analytically oriented group to a large 
extent depends upon the criteria for selection of patients, group balance and the 
preparation of patients. The further one moves away from these standards the 
more likely is the group experience to be less controlled by the therapist, unpre- 
dictable in therapeutic benefits and probably more limited in treatment effectiveness, 

Analytic group psychotherapy modifications have been used (1) at intake, 
(2) for patients with psychosomatic conditions, (3) with borderline patients under 
stress and in decompensation, (4) in working with the aged, (5) to reach certain - 
parents of disturbed children, (6) in work with adolescents, (7) to break through 
interlocking ego-syntonic maneuvers of married couples, (8) for severely socially 
and psychologically traumatized people, (9) with people with primitive personality 
organization, (10) with those who are socially isolated and (11) to establish 
communication with those who are psychologically obtuse. 

These modifications when systematically and carefully undertaken have benefited 
many patients who heretofore were considered inaccessible. 


Panel No. 102: The Atypical Family Pattern 


Chairman: Harold Boverman 
THE STEPPARENT 
Trene Fast 


San Fernando Valley Child Guidance Clinic, Sherman Oaks, California 
Albert C. Cain 
The University of Michigan, Ann Arbor, Michigan 

An examination of the role of the stepparent in present day America suggests 
at least three problem areas. First, a role is defined in part as an internally com | 
sistent pattern of behavior; for the stepparent no well structured role exists. The 
frequent attempt in this role vacuum to assume an alternate role of parent is 
supported legally in rights and duties defined for the “in-loco-parentis” relationship 
and is socially approved. However, total assumption of the role of father or mothe! 
is not possible. The stepfather, for instance, cannot assume responsibility for 
biological fatherhood, frequently shares financial obligations with the natur f 
father and almost invariably shares the socialization of the child, either contemp 
taneously or temporally. 1 

Second, roles are described as learned. In a marriage in which at least one parent i 
has children to which the other attempts to assume the role of parent, a numbel - 
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of role-learning opportunities ordinarily offered natural parents are absent: among 
them, the working out of reciprocal marital role relationships between husband 
and wife prior to the assumption of parental roles; the gradual acquisition between 
husband and wife of their particular parental role functions; the constitution of a 
primary husband-wife bond prior to the birth of children, and the gradual establish- 
ment of a generation barrier between parents and their offspring. 

Third, support and validation of role functioning occurs as individuals in various 
roles offer and respond to internally consistent patterns of stimuli from one another. 
Reciprocal responses among family members in various role positions are likely 
to be influenced negatively by a general uncertainty concerning the appropriate 
role of the stepparent and the proper behavior complementary to that role as well 
as by restricted opportunity for family members to learn new facets of their re- 
spective roles. 

The link between role-taking and emotional disturbance central to this discussion 
is conceived to be the function of role behavior in impulse control. The clinical 
materials on which the discussion is based consist of approximately 50 case records 
drawn from several inpatient and outpatient facilities. Length of contact varied 
from diagnostic studies to two years of inpatient treatment. 

Areas of family functioning related to role disturbances included the character 
of the stepparent's assumption of the parental role and its intrafamilial and extra- 
familial validation; the sharing of parental role responsibilities between stepparent 
and natural parent; the weakening of social mores (e.g., the incest taboo), and 
influences of the previous marriage, its dissolution, the interim period and the 
remarriage on present family functioning. 

Common foci of overt struggle in the family were the interaction with the 
natural parent in relation to discipline, the giving of gifts, financial support and 
continuing conflict between the natural parents expressed toward the child; alleged 
favoritism of the stepparent for his own children; the degree of "real" willingness of 
the stepparent to accept the child as his own, and the child’s use of the surname 


of the natural or stepparent. 


FATHERLESS BOYS AND THE BIG BROTHER PROGRAM: A SEARCH 
FOR MORE EFFECTIVE BIG BROTHER SERVICES 


Thomas E. O’Brien : 
Big Brothers of America, Philadelphia, Pennsylvania 


Discussant: Stanley T. Michael 


Panel 103: Marital Problems 
Chairman: Bernard L. Greene 
FAMILY TOGETHERNESS WITHOUT CLOSENESS 


C. Eugene Waterman 
Baltimore, Maryland 
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This paper presents: a clinical description and theoretical formulation of certain 
families which are organized around the neurotic symptoms of one marital partner. 
Illustrative of this pattern are five families seen for family psychotherapy following 
individual psychotherapy with the symptomatic marital partner. Duration of family 
therapy was one to two years. Marital partners attended 90 per cent of the weekly 
sessions together. 

In these families various neurotic symptoms in one marital partner produced 
the common effect of limiting the independent movement and functioning of both 
marital partners. The spouse of the symptomatic partner behaved in specific ways 
for the avowed purpose of minimizing the symptoms of the other; however, he 
limited his own functioning in doing so. The person in this role is called adaptive 
spouse. By focusing upon his partners symptoms the adaptive spouse avoids 
awareness of problems and emotions in himself. Symptoms change little in individual 
psychotherapy because both partners perpetuate the family pattern of huddling 
together to avoid facing the world. Clinical examples are given. 

The family is considered the basic unit upon which the theoretical presentation 
is based and the neurotic symptoms are viewed as phenomena between family 
members. A person chooses a mate with an equal degree of identity or maturity 
and with similar problems. A mature couple will have a relationship between 
equals. Immaturity and lack of identity result in unequal functioning positions 
in the relationship. In the symptomatic partner-adaptive spouse pattern the 
relationship is stabilized at the expense of limiting the potential for growth and 
intimacy by an unconscious agreement that one partner has most of the problems 
and difficulties. Shifts in functioning positions are thereby avoided by defining one 
partner as symptomatic and weak. Energy aroused by a desire for change usually 
is wasted because each pressures the other to change and avoids looking at himself. 
The therapeutic goal is for one or both to become primarily responsible for his 
own functioning while at the same time maintaining the relationship with the other. 
As the family leader develops more identity and mature functioning, the automatic 
emotional responses of the other family members will oppose the change in him. 
Tf he maintains his identity, the others will eventually relate to him on this more 
mature level and they thereby will acquire more identity. 

These couples are interd 
weak and dependent on the 


THE DEVELOPMENT OF THE TREATMENT OF MARRIED COUPLES 
Clifford J. Sager 
New York Medical College, New York, New York 
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Using the dynamic forces inherent within the marital relationship as a thera- 
peutic instrument in the treatment of either or both spouses is relatively new. 

The historical development of the treatment of married couples is traced from 
the work of Oberndorf and Mittelman when they began to break away from some . 
of the traditional methods of depth therapy to those more current concepts that 
view the patient in the light of his interactions and behavior as not only a reflection 
of his psychology but also as a lever to alter that personality. 

A review is made of those areas of child psychiatry, family psychiatry, marriage 
counseling, hospital psychiatry, psychoanalysis and group therapy that have made 
possible a further development of technique and theory as applied in marriage 
therapy. 

Marriage therapy centers on an effort to alter the behavior and psychodynamics 
of two persons who are married. It is differentiated from counseling and other 
forms of treatment. In marriage therapy the existent transference relationships 
between husband and wife are used in the treatment process. A. variety of tech- 
niques of individual, joint and group sessions for spouses have been devised by 
a number of authors, largely those who started their work with a psychoanalytic 
bias. Advances in communication theory, small group process and group therapy 
are producing profound changes in therapy as we struggle with new theoretical 
constructs that are altering what we have recently learned. 

'The author will restrict himself to a critical review leading to the development 
of the burgeoning area of new techniques and theories with their direct clinical 
applications. Since most of the work discussed is based on clinical practice and 
studies, the clinical aspects will be emphasized. 


MARITAL SATISFACTION AND COMPLAINT: SOME FINDINGS 


George Levinger 
School of Applied Social Sciences, Western Reserve University, 


Cleveland, Ohio 


Panel 104: Use of Trained Volunteers 
Chairman: Jules Holzberg 


DOMESTIC PEACE CORPSMEN AS WORKERS IN AN 
ACTIVITY GROUP PROGRAM 


Edward Brewer, Cesarina E. Paoli and Gene Brown 
Harlem Hospital, New York, New York 


In 1962 Associated Community Teams was organized as a pilot project in 
Central Harlem on a federal grant as an action group in finding ways to meet the 
needs of those living in urban ghettos. This agency (known as ACT) was to 


recruit, train and maintain a Domestic Peace Corps. The Corps members would 


work through existing agencies of the community. The authors joined the second 


group of Corpsmen to be recruited and served for one year beginning in September, 


1963. Most of the Peace Corpsmen, including the authors, had had little or no 
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training or experience in social work. We were given six weeks of general training 
in group work and behavior and supplied with information about Harlem. During 
the training period the specific assignments were made and on-the-job training 
* was begun. The concept to be tested was the ability of untrained persons to grasp 
enough essential knowledge in a brief time to make a meaningful contribution while 
doing a specific job which normally requires the attention of a professional worker. 

The authors were assigned to The Child Psychiatry Clinic at Harlem Hospital. 
The setting consisted of an after-school program that was conducted daily for boys 
of The Child Psychiatry Clinic of Harlem Hospital. Twenty boys, aged 9 to 13, 
attended on alternate days according to their age group, and the two groups com- 
bined at the end of the week. Close contact was maintained between the boys and 
the professional staff. The program was conducted under the supervision of one 
experienced group worker. 

Information acquired from observation and participation in the group was given 
to the project supervisor, Dr. Cesarina Paoli, in daily written reports and discussed 
twice weekly. Attendance of the Peace Corpsmen at weekly child psychiatry and 
departmental staff conferences provided useful background information about emo- 
tionally disturbed children. 

The emotional disturbance in the patient population consisted of severe conduct 
and learning disorders ranging in severity from adjustment reaction type of disturb- 
ance to early "delinquent" character disorder. 

In the matriarchal society of Harlem, where the need for masculine identification 
is great, the presence of a consistent, understanding, masculine figure of authority 
is seen as therapeutic. The difference in race of these figures also provided some 
opportunity for the boys in the group to work out racial problems. In order to show 
what characteristics made the authors suitable for their assignments, they relate 
some of their personal background and discuss their ability to adapt to the specifics 
of the assignment and their own growth in understanding and handling behavior 
i pi The goes also had contacts with the schools which the boys in the 
ade p Mk cona were seen as a major contribution to the 
these specific pu ^ and added t jun n ior elevator Eu 3 
controls with children who wer o their understanding of how to use nonpunitive 

; à € disruptive in the classroom. 
Has e even ad group was expected to help the boys with enough of their 
y would be better able to cope with their surroundings. 


USE OF TRAINED VOLUNTEERS AS SOCIAL 
IN CHILD PSYCHIATRY EESTI NS 


Irvin A. Kraft 
Baylor University College of Medicine, Houston, Texas 
The natural history and evolution of medici 
à v cine produced a group of paramedical 
persons who were trained in special technical aspects of a sudo technique. 


Pod how. sustained an important role in the total care of the patient and 
e more encompassing approach of medicine. It seemed as if more aspects of 
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the examination and care of the patient (e.g., bloodchemistries, blood pressure, 
temperature, etc.) could be splintered off to lesser trained individuals with their 
results then used appropriately by the skilled physician. 

The psychologically oriented professions have not followed a similar evo- 
lution except in experimental work. Paper-and-pencil tests and questionnaires 
found some acceptance but by and large the emphasis has been on the personal 
contact of the professional with the family’s representative. 

The history of the difficulty confronting the family required confrontation by 
the trained professional without intermediate interposition by others. This seemed 
to be especially prevalent in child psychiatry. When closely questioned about this, 
professionals asserted that only the skilled interviewer could extract the data and 
assess the total impact of the encounter. 

Six years ago a program began in our child psychiatry division to teach non- 
professional women more about child development. Their original courses included 
carefully selected clinical experiences, such as observing a family presentation or 
a diagnostic conference. In the fall of 1959 the author trained the original group 
and additional volunteers in the administration of an interview using a behavioral 
history booklet. Five subsequent classes have been taught the technique. 

Most of the women who worked in the child psychiatry clinic were college 
graduates in their late thirties and forties. They seemed to possess a balanced and 
mature outlook. We found the volunteer well able to maintain confidentiality. They 
responded well to repeated warnings in their training not to give counsel to the 
mothers whom they interviewed. The total of interviews done now numbers nearly 
a thousand. The quality of each completed booklet does not vary significantly from 
a usable and satisfactory norm. 

The diagnostic procedure in the clinic used the behavioral history booklet with 
several other routine procedures to furnish the child psychiatry fellow with basic 
information about the family. He reviewed these prior to meeting the family and 
focused his consultation on what appeared to be the significant psychodynamic 
and diagnostic considerations suggested by the preliminary material. 

Our study demonstrates that social work technicians can be used successfully 
in child psychiatry outpatient clinics. It was also demonstrated that volunteers can 
be trained to perform this work. Details of the selection of volunteers, the training 
course and the use of minority group members will be described in detail in the 
paper. This particular training course and work haye played an important role in 
the community education for mental health. 


VOLUNTARY COMMUNITY SERVICES FOR MIGRATORY 
FARM LABORERS IN NEW JERSEY 


Richard M. Stephenson 
Douglass College, Rutgers University, New Brunswick, New Jersey 


Although it may be neither the design nor intent of the community, migrant 
workers frequently are unable to obtain needed:services because of legal residence 
requirement, ignorance of available facilities, seasonal mobility and fluctuating 
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income, lack of knowledge on the part of the community concerning migrant needs 
or similar reasons. Areas of primary need include such things as day care centers, 
summer educational programs for children, medical education and care, adult 
education, emergency food and clothing allotments, repair and maintenance of 
housing and adequate recreational facilities. State and some county agencies pro- 
vide for some of these needs with limited resources, particularly in the areas of 
health and summer school programs for children. Beyond this, needs may be met 
more or less informally by farm owners, private organizations and local volunteers. 

In order to explore existing or contemplated community services on behalf of 
migratory farm labor and to initiate pilot service projects using community volun- 
teers, 16 Douglass College students under faculty supervision and with the support 
of the Bureau of Farm Placement of the New Jersey Department of Labor and 
Industry developed and carried out an eight-week summer program in rural New 
Jersey in 1962. After a week of campus residence orientation students were placed 
in private housing in five counties. They worked in cooperation with such public 
and private agencies as the Division of Preventable Diseases of the State Depart- 
ment of Health, county offices of social services, public health nursing associations, 
the State Department of Education, county agricultural extension agents, the State 
Farm Bureau, the Migrant Ministry of the New Jersey Council of Churches and 
the Consumers’ League. 

During the summer, students discovered a potential of volunteer workers and 
facilities that frequently remained only a potential for lack of adequate direction 
and coordination. For example, in addition to initially raising a thousand dollars 
in partial support of their project, students obtained equipment and food for two, 
full-time, day care centers; sought and were granted permission to use public and 
private facilities for first aid, motor vehicle, and public safety demonstration pro- 
grams; were granted permission to use private swimming and public recreational 
facilities; obtained building material for housing repair and clean-up; secured 
centers for carrying out the state’s preventable diseases program; were supplied 
with diapers and baby-care material; and generally were able to obtain facilities 
for pilot service projects on a donated basis. In addition to their own efforts in 
carrying out demonstration projects, students located community volunteers to 
assist in clean-up and repair of housing; to gather and transport material; to serve 
as aids in immunization and health examinations; to lecture and supervise adult 
education programs; to carry out a census of eligible children for summer educa- 
tion, and the like. 

Asa result of this project it became evident that special distance, the housing 
of potential “clients” on Private farm property, the high mobility of “clients,” the 
ce nga eg men amet and the communi, and suspicion 
rut i eene nue Ü eis ase created problems in the use of voluntary 
grams using rales It ilio be aed “ie a oened, inclus types of pro- 
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services is the absence of a permanent and central- 
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VITALIZING A STATE MENTAL HOSPITAL PROGRAM THROUGH 
THE USE OF SOCIAL WORK TECHNICIANS 


Joseph F. Toll 
New Jersey State Hospital at Marlboro 


Our large state mental institutions have for many years been the depository of 
impoverished, social rejects and misfits from the community. With the recent em- 
phasis on community responsibility for the prevention and care of mental illness 
and the focused attention of humanizing, vitalizing and socializing the large colonies 
of mentally ill persons in these institutions additional heavy burdens have been 
placed upon all the professional disciplines. There is an urgent need created by 
new awareness and philosophy of treatment for adapting skills, reorganizing pro- 
cedures and methods and searching for unique ways of assisting the small number 
of professionally qualified staff members. These professionals have been coping 
with the problems of expanding work loads, growing out of greater responsibilities 
in prevention and indirect and direct services. A. vital forward-moving state insti- 
tution reassessing its role as an active community participant in planning prevention 
and treatment in the mental health area places a new challenge upon professional 
social work. How can social work use its rich background of skills toward integrat- 
ing problem people into problem communities and enabling both individual and 
community to live and let live with a minimum of financial burden to all. 

This paper attempts to deal with one phase of the overall dilemma, specifically 
the desirability of orienting and moving masses of people from colonies of social 
and psychological decay to community living with its ever present risks and com- 
plexities. The Psychiatric Social Work Department of this 2900 bed institution 
is in the process of facilitating the movement of large numbers of patients through 
the organized efforts and concerted planning of a staff of professional social work- 
ers and nonprofessional persons. 

The movement of 700 patients from institution to community is traced by 
illustrative material from various experiences of professionals and technicians. 
The acceleration of community collaboration is traced through the activity of 1055 
referrals to outside agencies in the fiscal year ended June, 1964. Details will be 
given on how a large number of “technicians” enabled all professions on the team 
to give more time and skill in the task of orienting, planning and supporting patient 
efforts toward community living. The “technician” group as a part of the com- 
munity broadened the perspective of the social work professionals and freed the 
staff for their special contribution in articulating community agency activity with 
institutional release planning. Vitalization of program, patient movement, inter- 
disciplinary planning and community collaboration resulted from this social work 
effort. A possible breakthrough in dealing with the manpower shortage in mental 
health professions is suggested in this experience. 


Panel 105: Implications of Race for White and Negro Students 


Chairman: Jeannette B. Schwartz 
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RACE AS A FACTOR IN PERSUASION 


Philip I. Freedman 
Hunter College, New York, New York 


The study sought to apply the equal-status contact aspect of interethnic per- 
ception theory to the issue of amelioration of race relations. Specifically the experi- 
ment was designed to determine whether middle-class, Caucasian college students 
would be more amenable to persuasion by a Negro college instructor than to per- 
suasion by a Caucasian college instructor. The underlying hypothesis averred that 
the Negro instructor, representing a race-class combination not usually encountered 
by the students, would be more effective than his Caucasian colleague. 

The subjects were two sections of Hunter College students in the introductory 
course of the education sequence. All information regarding their background and 
method of placement firmly supported the belief that they were drawn from the 
same population. The instructor (the author) was the same for both sections. 

Each of the two sections listened to an appeal to volunteer for a special educa- 
tion sequence which would prepare them for service in a “tough” school, one 
presumably populated with Negroes and Puerto Ricans. The first section heard 
the appeal made by the Negro professor; the second section was exposed to the 
Caucasian instructor. At the end of the appeal, which lasted about 20 minutes, 
students were asked to respond by means of a five-point scale to three questions 
relating to their evaluation of the idea and their willingness to participate in the 
special program. The scores made by the two sections constituted the experimental 
criteria. 

To control for extraneous factors, particularly personality, the two professors’ 
speeches stemmed from identical outlines composed by the author although they 
were individual to an extent. The role of individual personality was examined by 
asking the students (after they had responded to the criteria questions) to rate the 
communicator on nine dimensions relating to personality and communication. 

For all three experimental criteria the auditors of the Negro professors made 
scores significantly higher than those of the auditors of the Caucasian professor. 
Comparison of the personality-communication ratings revealed that the Caucasian 
professor had received higher ratings than his Negro confrere on seven of the 
nine traits assessed; three of these differences were statistically significant. One of 
the two differences in favor of the Negro professor was statistically significant. 

Inasmuch as the Caucasian professor received a higher ranking than the Negro 
professor in the direct evaluation of personality and communication, whereas the 
Negro professor had more success than his Caucasian colleague in eliciting willing- 
ness to participate in the experimental program, it seems reasonable to infer that 
the combination of Negro race and middle socioeconomic class is a compelling one 
as a factor on persuasibility. The implications for education in the broadest sense 
are punc One of the most obvious is that exposure of Caucasian students to 
Negro middle class figures would have highly salutary effects. 


A REFLECTION OF SOCIAL CHANGE THROUGH A STUDY OF 
SELECTED NEGROES IN A COMMUNITY COLLEGE 
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Irene R. Kiernan and Roy A. Daniels 
Fashion Institute of Technology, New York, New York 


Our principal objective is to describe the ways in which a selected sample of 23 
Negro students responded to social change characterizing the society as a whole. Our 
particular foci are educational, economic and family institutional patterns with their 
networks of social status, roles, norms, values and interrelationships. 

The sample is atypical of Negroes in general in that these represent 23 (the total) 
Negroes using the facilities of the college guidance office from 1960-1964. The 
study is typical in that they are all Negroes, racially recognizable as such, and hence, 
subject to the same general societal treatment and expectations. In terms of referral. 
source, symptoms, diagnostic category, and treatment plan, they are similar to the 
454 students who had consulted the Guidance and Counseling office during the 
same period. Data for this study were gathered from case histories. For six students 
supplementary information came from teacher-student classroom situations, from 
association in non-teaching contexts or both. ' 

These Negro students exemplified and verbally identified some of the conflicts 
and strains which they believed were rooted in what is herein called social change. 
Educationally, their stated reasons for attending college coincided with those of 
other students, i.e., to secure better paying, higher status jobs than their parents had. 
By their presence at FIT they reflect strong belief in and acceptance of higher educa- 
tion and occupational choice as a valuable and normative societal medium for up- 
ward mobility. Such a level of aspiration for these students would have been labelled 
“unrealistic” only 20 years ago. In view of the fact that their families’ educational 
backgrounds did not typically include even high school graduation the existence of 
social change in both structure and social process tends to be supported in both the 
educational and family institutions. 

They also aspire to occupation and job levels previously not seen by whites or 
Negroes as being within their purview. The fashion industry is not known as a prime 
industry for upward Negro mobility. None of the parents in our sample was em- 
ployed in the fashion industry. Yet these students sought high status in fashion- 
connected areas. If they are successful, they will reflect present changes and affect 
future social changes in occupations. 

Stress and strain are observable as these Negroes educationally and occupationally 
move out of the lower and lower middle-class families and compete in a world with 
middle-class values. Their frequent complaints of difficulty in being on time and in 
regular attendance in class, of subcultural dialects and idioms which do not fit in 
with college norms, of customs of dress and manners which differ as they move 
from college to home environment and back, are examples of these strains. 

There are no data which would indicate that the reasons for the problems of these 
students lie in the intellectual area or wholly in their individual psychological 
make-up. We believe that social stresses marking social changes are reflected in this 


study of 23 Negro students. 


A COMPARISON OF RACE AWARENESS OF NORTHERN AND 
SOUTHERN CHILDREN 
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J. Kenneth Morland 
Randolph-Macon Woman's College, Lynchburg, Virginia 


By comparing the race awareness of young children in a rigidly segregated south- 
ern city with that of young children in a less segregated northern city, it is possible 
to learn more about the effects of social environment on the development of atti- 
tudes. Furthermore, very young children are likely to reflect the influence of environ- 
ment in their attitudes without modifying them to conform to what is socially ex- 
pected. Studies of this sort can be of theoretical value in increasing knowledge of the 
relationship of sociocultural milieu to race prejudice, and they can have practical 
significance for those working with children during a time of movement toward the 
elimination of racial segregation and the establishment of greater equality of oppor- 
tunity. 

The comparison reported in this study is based on the responses of 164 Negro and 
white children in nursery schools in Lynchburg, Virginia, and Boston, Massachu- 
setts. Previous research has established that race and age are highly significant vari- 
ables in race awareness, so these variables were controlled in order to make the 
regional comparison more valid. Four groupings (northern Negro, northern white, 
southern Negro and southern white) with 41 subjects in each were matched by age. 
Also the same number of boys and girls was included in each age category. 

The measuring device for ascertaining race awareness consisted of a set of six 
8 by 10 pictures in black and white about which questions were asked. Measure- 
ments were made of each subject's willingness to accept members of both races, his 


racial preference, his racial self-identification and his ability to recognize race differ- 
ences. 


choice, Negro as well as white subjects expressed a preference for whites. Also, 
whites. However, southern whites 


treatment of Negroes in American Society and t i 
according to the extent of racial segregation. 
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Panel 106: Treatment of School Phobia 
Chairman: Geraldine Rickard 


TRADITIONAL OUTPATIENT TREATMENT 


Benjamin A. Wetherill 
Children’s Medical Center, Tulsa, Oklahoma 


— 
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The purpose of this study of school phobia is to compare the outcome of chil- 
dren treated on an inpatient basis with those treated on an outpatient basis and 
with those evaluated but not treated. There are excellent reviews and papers on 
the treatment of children with school phobia by traditional outpatient techniques, 
but there is relatively little specific information concerning the treatment of school 
phobic children on an inpatient basis. Therefore, one aspect of this study deals 
with the selection of cases for hospitalization. But the general purpose is to com- 
pare children treated in outpatient therapy with children definitively separated from 
their parents by hospitalization. 

In this paper the school-phobic child is defined as one who is unable to attend 
school on a regular, five-day basis because of pervasive anxiety and somatic com- 
plaints in the form of abdominal pain, nausea, headache, etc. There were 92 cases 
in the original research group, but 26 were excluded from the study because they 
did not satisfy the operational definition. They were able to attend part of each 
school day even though they suffered symptoms of anxiety not unlike those of the 
remaining 66 cases. 

These cases were initially seen between 1950 and 1963 at the Children's Medical 
Center, Tulsa, Oklahoma, which is composed (in part) of a traditional child guid- 
ance clinic and a 40-bed psychiatric hospital offering comprehensive pediatric and 
neurological services, individual intensive psychotherapy, group psychotherapy, a 
therapeutically oriented school, occupational therapy, art therapy and other related 
therapies—all in a coordinated therapeutic milieu. 

Of the 66 cases, 31 per cent (20) were treated on an inpatient basis; 36 per 
cent (24) were treated as outpatients, and 33 per cent (22) were evaluated but not 
treated. (A number of children returned to school following the diagnostic evalua- 
tion, some moved from the city and in the other cases, parents refused treatment 
recommendations. ) 

There were 20 cases of the total group, which were evaluated and/or treated 
prior to 1955, thus providing a ten- to fourteen-year followup. Twenty-four of the 
group were seen prior to 1960 providing a four- to nine-year followup. The re- 
maining 22 were seen between 1960-64, providing a one- to five-year period to 
study the vicissitudes of the syndrome. The patients’ general personality integrity 
was evaluated on the basis of (1) therapist evaluation at the point of termination, 
(2) school attendance following treatment, (3) their current ability to relate to 
peer groups as indicated by school records and (4) followup interviews with parents 
and child when possible. 

School records were available for 40 per cent of the inpatients, 62 per cent of 
the outpatients and 68 per cent of those evaluated but not treated. Personal inter- 
views were obtained with 60 per cent of the parents of inpatients, 54 per cent of 
the parents of outpatients, and 50 per cent with the parents of those only evaluated. 

There were 10 girls (ages 8 to 16) and 10 boys (ages 7 to 14) in the inpatient 
group of which 85 per cent (17) returned to school and with the exception of one 
either graduated from high school or are currently in regular school attendance. 
The one exception returned to school for one year, became phobic again but con- 
“pued his studies at home. He is now attending a university. There were 18 girls 
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(ages 5 to 15) and 6 boys (ages 6 to 17) in the outpatient group of which 95 per 
cent (23) returned to school, of which 13 graduated (7 now in college) and the 
other 10 are attending school on a regular program. There were 11 girls (ages 5 
to 8) and 11 boys (ages 5 to 14) in the "evaluations only" group of which 91 per 
cent (20) returned to school and all completed high school or are now attending on 
a regular basis. Of the 40 girls (total, all cases) three (7.5 per cent ages 16, 16, 15), 
and of the 22 boys, two (9.9 per cent ages 14 and 17) had not returned to school 
when the cases were terminated, and to our knowledge, have not returned to 
school since. 

It should be particularly noted that the majority (90.3 per cent) of all school- 
phobic patients in this research group returned to school with little significant 
statistical difference between those treated on an inpatient basis, on outpatient 
basis and those evaluated but not treated. However, followup studies indicate 
that those who were treated as inpatients have achieved better, developed more 
adequate peer relationships and have adjusted and matured better than the other 
two groups. 


STUDY AND TREATMENT OF TWENTY SCHOOL-PHOBIC CHILDREN 
AND THEIR FAMILIES 


Ora Loy Robison, Katharine B. Dalgleish and Merritt H. Egan 
University of Utah College of Medicine, Salt Lake City, Utah 


Tn recent years our clinic has been faced with an increasing number of referrals 
of children who refuse to attend school. This increase coupled with limited staff 
and a paucity of inpatient and day-care treatment facilities for emotionally dis- 
turbed children has prompted us to devise and develop a home-school program 
for the treatment of school-phobic children. This program attempts to involve the 
treatment team in the most effective and economical way possible. An attempt also 
is made to identify techniques that could be employed by allied professional per- 
sonnel in our community in either supplementing or complementing efforts of the 
treatment team. 

This paper is designed to describe our experience with a group of 20 school 
phobics and their families. As was to be expected, our findings are highly correlated 
with previous studies. 

The families studied and treated by the clinic bore a remarkable resemblance to 
one another. Our findings suggest that refusal to go to school may not be random 
in the population. All of our cases were from middle-class families. All fathers 
Were successful in their occupations; all were active participants in their church. 
In addition to these broad social similarities certain striking personal attitudes and 
behavior patterns were found among the group. For example, a high proportion 
cae bou were unable to drive a car. The fathers of these children 
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and neighborhood. Visits into the home and community were planned with the 
following goals in mind: to observe the family as an integral unit in its routines of 
daily living, to observe their interaction and communication levels, to assess 
available strengths in the home and school, to begin building a relationship with 
the child and ultimately, to plan for and move with the child back into the 
school situation. 

Visits to the home prior to the child's return to school ranged from three visits 
during a five-day period to 20 visits over a six-week period, but averaged fewer than 
six visits and covered a period just under two weeks. 

This method of treatment offers considerable promise of success. All cases 
treated since the beginning of our program three years ago have remained in our 
area and thus have been available for follow-up. At this time the children with 
few exceptions have remained in school consistently. Reports from school personnel 
indicate that each child is operating within or above the academic norms for his 
class and all appear to be making adequate social adjustment. Treatment of the 
child himself was terminated rather soon after re-entry into school, and termination 
was relatively easy. However, treatment of the mother was necessary over a 
longer period of time. 


Panel No. 107: Short-Term Therapy 
Chairman: Ronald Filippi 
CRISIS INTERVENTION IN PRESCHOOL AND EARLY SCHOOL YEARS 


M. R. Newton 
South Carolina Mental Health Commission, Sumter, South Carolina 


Racine D. Brown and James Crumley 
South Carolina State Department of Mental Health 


The * study sets out to explore some preventive and early mental health practices 
for children. It is concerned with one particular “normal” stress situation (that 
of school entry) in an attempt to identify the variables of this life crisis and to 
determine empirically those interventions which facilitate desirable transition. In- - 
terest in school entry as a potential stressful life experience follows the work of 
Lindemann, Caplan and others and their crisis model of mental health and mental 
disorder. 

Specifically the aims have been three-fold: (1) a spring “preschool checkup” 
(PSC) of children prior to first grade entry to predict ability to enter and progress 
successfully; (2) appropriate interventions to aid child, family and school to cope 
with predicted stresses by increasing the adaptive or ameliorative skills of partic- 
ipants; (3) evaluation of interventions (an intervention is defined as any activity 
intended to develop an environment favoring the acquisition and reenforcement of 


* The Project is co-sponsored by the South Carolina Department of Mental Health and 
Sumter School District #17, under a grant from the National Institute of Mental Health. 
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those social and personal skills required in coping with the stress of school entry 
and subsequent stress situations during early school years). 

“The Sumter Child Study Project" is located in a small southern city of 23,000. 
The second of five anticipated years has been completed. Four hundred seventy-eight 
new children have been added to last year's group, who are now in second grade, 
for a total of 1,001 children in six elementary schools. Three "intervention" schools 
are matched with three "control" schools. Of these potential new first-graders in 
intervention schools 151 were studied and predictions made for their potential 
success. Along with last year's group (164), they will continue to receive the major 
Share of interventions and observations. 

Both preschool checkups were carried out over a 10-day period by five teams, 
composed of a psychologist and psychiatric social worker with psychiatrists and 
local pediatricians as consultants on each case. In April resident children applied 
for fall entry to first grade. In both checkups to date approximately 70 per cent 
volunteered. A “program” of suggestions for increasing school readiness was devel- 
oped for each child by the team. Parents were offered followup interviews to 
initiate this program, with less than one per cent “no shows." 

The intervention process began with the initial preschool checkup. Following the 
checkup some immediate effects before fall school entry were follow-up speech eval- 
uations, with an appropriate parent “self-help” improvement program. Of 23 chil- 
dren identified as culturally and emotionally deprived this year, 18 attended the 
special summer preschool program in their school. Placement of children in classes 
where success seemed more likely was done by principals based upon knowledge 
gained in interviews and interventions. With parental approval teachers were in- 
formed about specific strengths and possible problems of a child for early planning. 
A psychologist consultant and visiting teacher team call on each of the three study 
Schools one day a week. While consultant and classroom teacher confer, the visiting 
teacher takes her classroom for special enrichment activities. Parent consultations 
continue for first- and second-grade pupils at parent and teacher request. Monthly 
group meetings of teachers in the intervention schools are held for the purpose of 
discussion or introduction of new resources. 

It has been possible to collect data on specific variables for both the intervention 
ae NE groups. It has been possible to code data from the initial groups' pre- 
DS Web Ue bx performance and current performance in second grade 
EA ; s speci interest has been the use in all schools twice a year of the 

pil Behavior Rating Scale and the Bower Picture Game. An inventory of 

weekly causes of absence and other devices also are being recorded. An up-to-date 

summary is kept for consultation on each PSC child as this or other new information 
becomes available. 

born o EUN O H wil m meh ub 
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vention versus control groups. 

The Project continues to work against a background of quite favorable community 


„and school reaction and functions as a recognized part of school administration 
activities. 
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CRISIS-FOCUSED TREATMENT IN A CHILD GUIDANCE CLINIC—A 
PRELIMINARY REPORT 


Mary D. Bain, Karen A. Signell, Doris L. Seder, Beatrice Bloom and Elizabeth L. 
Lundborg 


Greater Lawrence Guidance Center, Inc., Lawrence, Massachusetts 


Recent theory on brief, crisis-focused therapy offers one way of alleviating the 
problem confronting child guidance clinics of heavy demands for immediate service 
and ever increasing waiting lists. This paper will review the current status of crisis 
theory as developed by Lindemann, Caplan, Rapoport and Kalis. There will be a 
discussion of the ways in which crisis theory applies to therapeutic practice in a 
child guidance clinic. The focus will be on recent crises in the parents’ lives and 
how these crises affect family equilibrium. Case studies will illustrate the coping 
mechanisms which fail to deal effectively with crises and the types of therapeutic 
interventions which seem effective in resolving crises. 

The paper also will present the initial findings of a research project investigating 
the crises which coincide with parents’ requests for therapeutic service for their 
children. On the basis of preliminary data from 100 families seeking treatment a 
categorization has been made of two aspects of crises: (1) the objective environ- 
mental events, such as the death of a relative, which led to family stress and subse- 
quent referral to a clinic, and (2) the subjective meaning of these events, such as 
reactivated guilt or grief over a previous loss. In addition to developing descriptive 
categorization of events and meanings, further analysis has been undertaken to re- 
veal patterns of reactions to objective events, such as the well known grief reactions 
associated with death. The relationship between these patterns and socioeconomic 
status and ethnic background will be studied. A byproduct of this research is the 
construction of theory concerning general processes which underlie the develop- 
ment of the crisis state and crisis treatment. One example is Raimy’s concept of 
“phrenophobia” (anxiety about impending mental illness) which can be applied to 
the crisis state. In extending crisis theory so that it applies explicitly to families this 
study suggests a new emphasis for therapeutic practice. 


AN EVALUATION OF PSYCHOTHERAPY FOR NEUROTIC CHILDREN 


Leon Eisenberg, Lawrence Sharpe and C. Keith Connors 
Johns Hopkins University, Baltimore, Maryland 


Controlled evaluations of psychotherapy in the treatment of disturbed children 
have been limited in number and conflicting in results. Several recent reviews have 
arrived at contrary conclusions from the available data. 

Attempts to examine this issue confront serious methodologic problems at the 
levels of diagnostic specificity, the choice and maintenance of an untreated com- 
parison population and criteria for change. In this study cases selected for 
treatment were limited to those diagnosed as neurotic on the basis of a clinical 
diagnostic study. Since the very act of evaluation may have therapeutic conse- , 
quences, the effects of psychotherapy were evaluated by contrasting two groups 
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of patients: (1) a group given the diagnostic study and recommendations based 
thereon and (2) a group receiving the diagnostic study plus five additional treat- 
ment sessions. Thus, it may be said to compare “very brief" with "brief" psycho- 
therapy on the hypothesis that if psychotherapy is effective, more treatment should 
yield better results than less. Both groups of patients were reevaluated eight weeks 
after the intake study by clinical judgment, psychological tests and school reports. 

Approximately 80 children were assigned by randomized design to one of the 
two treatment conditions after diagnostic study based upon history and clinical 
examination had been completed. Psychological tests were carried out as special 
research procedures but not included in diagnostic decisions. The patients assigned 
to “consultations only” were given advice and support based upon the evaluation 
of the family situation and were told that no further treatment was indicated but 
that the case would be reviewed in eight weeks. The patients assigned to brief 
treatment received five additional interviews with the child seen by a psychiatrist and 
the mother by a social worker. The status of the child was assessed at the eighth 
week reevaluation by clinical judgment, school teacher ratings and a series of psycho- 
logical test measures (Clyde Mood Scale, Holtzman Ink Blot, Porteus Mazes, 
Thematic Apperception Test, Anxiety Scales and tests of motor performance). 

The patients receiving brief psychotherapy showed significantly greater improve- 
ment than the consultation group on the following measures: . psychiatrist’s 
ratings (p<.02); school teachers’ ratings (p<.05); “friendly” and “aggressive” 
Clyde Mood Scale Ratings (p<.001); reaction time, form definiteness, form 
appropriateness, and color on the Holtzman (p<.05). The groups did not differ on 
the anxiety scales, the Porteus Mazes, EEG and motor performance. 

Thus despite the large nonspecific factors involved in the improvement of neu- 
rotic children, even brief psychotherapy appears to produce gains above the 
control level in both clinical status and objective test measures. It remains to be 
determined whether this superiority at the end of the brief treatment period is 
durable over time; this now is being investigated by a followup study. 

In addition the neurotic patients seen in this study were contrasted on a number 
of rating measures with hyperkinetic children admitted to a separate but con- 
current trial of drug therapy. On a number of measures (Porteus, Clyde, Symptom 
Scores, Holtzman, Social Class) signficant differences separated the two diagnostic 
categories. Moreover, the patterns of improvement registered after treatment 
showed dissimilarities as well as similarities. 
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SOURCES OF STRAIN IN THE TREATMENT OF 
E Aia DISTURBED CHILDREN 
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Leslie Y. Rabkin 
University of Washington Medical School, Seattle, Washington 


This study examines some differences in attitudes and information concerning 
mental health and illness and treatment existing between the parents of the 
emotionally disturbed child and the staff of a child psychiatric clinic. 

Thirty pairs of parents of children referred to the Child Psychiatry Clinic of the 
University of Washington Hospital and 27 clinic staff members responded to an 
information questionnaire dealing with mental health problems and made semantic 
differential ratings of concepts relating to family, children’s problems and treatment 
personnel and methods. 

In the area of mental health information it was found that mothers, fathers and 
staff were in general agreement. All three groups had more informed notions than 
the general public. The main difference between parents and staff was in the area 
of how one maintained psychological equlibrium with the parents placing greater 
reliance on the avoidance of unpleasant thoughts as a panacea. Staff and mothers 
diverged from fathers in agreeing that women are more prone to emotional illness. 

Attitudinal differences between the groups were more pronounced. Some findings 
of interest were that although parents evaluated psychiatrists, psychologists and 
social workers similarly, they saw social workers as more understandable and 
active than the other two professional groups. 

These attitudinal and informational differences are discussed in terms of their 
potential effect on parent-staff communication and their broader implications for 
mental health education. 


Workshop A: Short-Term Counseling in Different Settings 
Chairman: Kathryn Barclay 
Resource Participants: Evis J. Coda, Greta Mayer, Stanley Starkman 


Reporter: Frances Gassman 


Workshop B: Aging in the Affluent Society: Individual Group and 
Family Therapy with the Aged 
Chairman: David L. Levine 


Resource Participants: Alvin I. Goldfarb, Hilda Goodwin, Charles H. Kramer, 
Arthur L. Leader, Maurice Linden 


Reporters: Almon J. Brakke, Helen Turner 


Workshop C: Modification of Treatment Approaches with the 
Unserved Population 
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Chairman: Clara Rabinowitz 


Resource Participants: George Fargo, Jacob F: ishman, Ruth Janowicz, Rupert A. 
Klaus, Beatrice Simcox Reiner 


Reporter: Edna Meyers 


Workshop D: Group Treatment of Latency-Age Children 
in Outpatient Settings 
Chairmen: Saul Scheidlinger and Lee H. Willer 


Resource Participants: Margaret B. Grunebaum, Emanuel Hallowitz, Beryce W. 
MacLennan, Joan J. Zilbach 


Reporter: Roy K. Lilleskov 


Workshop E: Controversial Issues in Work with 

the Young Adult Retardate 

Chairman: Henry H. Work 

Resource Participants: Alan Barclay, Peter W. Bowman, Bernard D. Ẹischman, 
Jane W. Kessler 


Reporter: Henry H. Work | 


Workshop F: Care of Emotionally Disturbed Children Through 
Special Foster Homes 


Chairman: Lucia M. Irons 


Resource Participants: Jean B. Griesheimer, Barbara Olle, Peter E. Reinhold, 
Henry B. Scali 


Reporter: Barbara Olle 


Workshop No. 9: Hospital Experience as an Opportunity for | 
Constructive Emotional Growth in Children 
Chairman: Harold M. Wolman 


Resource Participants: Kristine Angoff, T. Barry Brazilton, Eleanor F. ackler, Robert 
L. Geiser, Nancy Hanlon, Geneva Katz, Emma Plank, Milton Shore 


Workshop No. 10: New Wine in Old Bottles: Changing Roles and 
Practice in the Mental Health Professions 
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Chairman: Bernard F. Riess 


Resource Participants: George Katz, Clovis I. Hirning, Joseph Margolin, Steven 
Polgar, Arlene Wolberg. 


Reporter: Ralph Gundlach 


Workshop No. I1: Research in the Clinic Setting 
Chairman: Bernice T. Eiduson 
Resource Participants: Gerald L. Klerman, Bessie M. Sperry, Lorene A. Stringer 


Reporter: Martin R. Gluck 


Workshop No. 12: Training for Nontraditional Personnel 
for Mental Health Programs 

(Planned by the Association Psychotherapy Committee) 
Chairman: Maxwell Schleifer 


Resource Participants: Robert Gluckman, Herbert Lipton, Mason Mathews, 
Morris Mayer 


Workshop No. 13: Adolescent Suicide 
Chairman: James M. Toolan 


Resource Participants: Harry Backwin, Benjamin H. Balser, Robert E. Gould, 
James Jan-Tausch, Louis E. Reik 


Workshop No. 14: Day Care of Infants 
Chairmen: Reginald S. Lourie and Caroline A. Chandler 


Resource Participants: Fanny Lee Brooke, Bettye M. Caldwell, Spyros Doxiadis, 
Cornelia Goldsmith, Peter B. Neubauer, Ann DeHuff Peters, Sally A. Provence 


Reporter: Cornelia Goldsmith 


Workshop No. 15: New Trends in Therapeutic Education 
Chairman: Ruth LaVietes 


Resource Participants: Nicholas Hobbs, William C. Morse, Barney Rabinow, 
I. Hyman Weiland 


Reporter: Rosalyn S. Cohen 
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Social and Economic Changes and the Mental Health of the Aged 
Chairman: Ewald W. Busse 


SOCIAL AND CULTURAL FACTORS INFLUENCING THE MENTAL 
HEALTH OF THE AGED 


Donald P. Kent 
Office of Aging, Department of Health, Education and Welfare, Washington, D.C. 


HOUSING AND RENT SUBSIDY AND THE ADJUSTMENT OF THE 
ELDERLY 


Wilma Donahue 
Ann Arbor, Michigan 


ADJUSTMENT OF THE AGED TO A CHANGING ECONOMIC 
ENVIRONMENT 


Juanita M. Kreps 
Duke University, Durham, North Carolina 


ENVIRONMENTAL FACTORS INFLUENCING THE EMERGENCE AND 
MANIFESTATIONS OF ORGANIC BRAIN DISEASE 


Alvin I. Goldfarb 
New York, New York 


Comprehensive Community Mental Health Programs in Theory 
and Practice—ll 


Chairman: To be announced 


THE THREE DIMENSIONS OF COMMUNITY MENTAL HEALTH 
Joseph J. Downing 
San Mateo County Department of Public Health and Welfare, San Mateo, California , 


In the last generation it has become possible for a community to plan for the 
treatment of the mentally ill as a local rather than state responsibility. In addition 
there is the prospect that the dreams of the early mental hygiene movement that 


mental illness can be prevented and positive mental health promoted need no longer 
be dismissed as unrealistic fantasies. 

In one locality, San Mateo County, community movement towards improved 
mental health can be traced as an organic process. Stemming from the community- 
wide study and effort extending over the past 20 years, the first or service phase 
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has been marked by successful, detailed planning by top county leaders to meet 
specific problems of juvenile delinquency, adult maladjustment, alcoholism, social 
dependency and hospitalized mental illness. ; 

Although San Mateo County is a far from typical community because of its high 
education, high income and unusual public administrative structure, nevertheless 
the experience gained here may well typify what can be expected in other areas in 
future years. Specifically, three overlapping but distinct and sequential stages of 
community mental health service developed in San Mateo: First, the direct service 
phase, which extended approximately from 1947 through 1960. During this time 
reasonably adequate child guidance services, an adult outpatient clinic, an inpatient 
therapeutic community and a rehabilitation treatment service were established. This 
was only the first step. 

The second or consultation phase with community agencies, professionals and 
schools extended from about 1956 to the present time. The third or community 
planning phase of participation and cooperative leadership in community planning 
began in 1961 with the goal of shaping the evolution of social, correctional, edu- 
cational and other community-wide services. In approximate analogy to traditional 
public health practice, the direct service phase corresponds to the "secondary pre- 
vention" or treatment phase of disease control. The consultation phase corresponds 
to the *primary prevention" of disease in public health terminology. 

The community planning phase lies beyond this three-fold delineation of disease 
prevention and belongs properly to the promotion of total individual group and 
sociocultural capacity for internal and external environmental control adaptation 
through the molding of the emerging western technological urban culture evolving 
rapidly along the western shore of the United States. 

The essential and central responsibility of community mental health leadership 
to engage in this third phase is affirmed. At the present time there is no central plan- 
ning agency which takes responsibility for the sociopsychological consequences of 
geophysical planning and environmental changes brought about by technology or 
for the individual consequences of rapid cultural change. Since it is unlikely that 
such a central agency will emerge, community mental health leadership must act 
positively to initiate concern in these areas and to cooperate with local planning 
bodies, with other social agencies (both public and private) and with elected and 
appointed government officials to see that the vital cultural, social and psychological 
dimensions are not ignored. 

The experience of San Mateo County under the intelligent and enlightened leader- 
ship of the County Board of Supervisors, the County Manager’s Office and the 
directors of public and private agencies has shown that these three goals are worth- 
while in terms of community benefits and feasible within the resources of the subur- 
ban community. 


PREVENTION, TREATMENT AND SOCIAL ACTION: A STRATEGY OF 
INTERVENTION IN A DISADVANTAGED URBAN AREA 
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Harris B. Peck, Seymour R. Kaplan and Melvin Roman 
Albert Einstein College of Medicine, Bronx, New York 


This presentation will deal with some of the theoretical and technical problems 
entailed in translating the community mental health center idea into an effective 
program for a disadvantaged area in a large city. The conceptual approach is one 
which views the community as comprised of a number of systems of action which 
in turn consist of interacting subgroups. The groups with which a community 
mental health program may become engaged include families, gangs, public and 
private agencies as well as the various cultural, ethnic and informal organizations 
around which urban society revolves. 

It is recognized that one of the major sources of psychosocial ills as well as the 
impediments to successful resolution of these ills stems from the fragmentation and 
disruption between these various systems. The basic issues facing public care-taking 
agencies are the problems of providing continuity and integration of services while 
maintaining, fostering or developing autonomy for both the personnel of these 
agencies and their clients. The challenge is one of centralized planning in order to 
provide for continuity and integration of comprehensive service needs by the 
different care-taking segments while allowing for some spontaneous independent 
functioning of the individual units. 

To achieve these goals the system must extend the traditional preventive and 
treatment functions to provide means for implementation of change both within 
and between sub-systems. This requires a radical shift of focus from concern with 
the individual patient to concern with the community as a dynamic social system. 
While this point of view applies to any comprehensive community program it is 
especially relevant to the problems of disadvantaged urban areas. All community 
mental health programs must deal with problems of continuity and integration of 
services. However, the issue of autonomy has greater significance for disadvantaged 
areas where anomie, apathy and powerlessness cripple autonomous functioning. 
Therefore within disadvantaged urban areas community programs must orient them- 
selves toward social action. By social action we mean developing those kinds of 
relationships between subsystems that bring about change both in individuals and 
oe CEU as a whole. For example we wish not only to improve the mental 
I ronment of the school but also to bring about a more direct and mean- 
ingful relationship between the school and other care-taking agencies, both formal 
and informal. 

TK d ls cg we Es ae developed new services and programs 
centers, We have proached hes robi B E Vor oes Lae 
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e larger community. The major functions of 


OPTIMAL LEARNING ENVIRONMENT ! j 283 


these centers will be to provide "first aid" for psychosocial problems, facilitate the 
use of community agencies, provide a vehicle through which indigenous nonprofes- 
sional and professional jointly provide services to the local neighborhood and elicit 
the data for evaluating ongoing services and planning for new services. 

In this paper we will describe in detail the operational issues within such a 
network in regard to establishing of priorities, the allocation and training of both 
professional and nonprofessional personnel and the specific small-group techniques 
to be used in the clinical facilities, neighborhood service centers and in work with 
the public and private agencies. 


Discussants: Hyman M. Forstenzer, Stanley F. Yolles 


Symposium: What Is the Optimal Learning Environment 
for the Young Child? 
Chairman: Julius B. Richmond 


Panelists: Sally A. Provence 
Yale University, New Haven, Connecticut 
Bettye M. Caldwell 
Upstate Medical Center, Syracuse, New York 
Spyros A. Doxiadis 
Children's Hospital, Aglua Sophia, Athens, Greece 


Discussants: Alfred L. Baldwin 
New York University, New York, New York 
Reginald S. Lourie 
Children's Hospital, Washington, D.C. 


Although the concept of the mind of the newborn baby as a tabula rasa now 
sounds quaint and antique, the realization that the inscriptions added during the 
first few months and years of life comprise the basic outline for all later learning is 
current indeed. So current, in fact, that for the first time in history serious attention 
is being given to consideration of the essential ingredients of experience which must 
be available to the young child as this basic outline is being written. In spite of the 
generally accepted truism that the milieu in which development occurs influences 
that development, relatively little attention has been given to the careful design and 
construction of environments which can foster early learning. 

For children who have reached the age of formal admission to public school 
programs the environment is arranged and regulated to a considerable extent, and 
healthy controversy regarding the type of environment that is optimal for school- 
aged children never ceases. For very young children, however, there has been 
more timidity about conscious and planned arrangement of the development milieu, 
as though the implicit assumption had been made that any environment which 
sustains life is adequate during this period. This is analogous to suggesting that the 
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intrauterine environment during the period of maximal cellular proliferation 
is less important than it is later, a suggestion that patently disregards evidence 
from epidemiology and experimental embryology. The rate of proliferation of new 
behavioral skills during the first three years of life and the increasing accumulation 
of data pointing to the relative permanence of deficit acquired when the environment 
is inadequate during this period makes it mandatory that careful attention be given 
to the preparation of the environment during the first three years. 

To say that it is premature to try to plan optimal environments because we do 
not fully understand how learning occurs is unacceptable. Perhaps only by the 
development of carefully arranged environments will we attain a complete under- 
standing of the learning process. Already a great deal is known which enables us 
to specify some of the essential ingredients. Such an environment must be protective 
and supportive, as free of disease and pathogenic agents as can possibly be arranged. 
It also must trace a clear path from where the child is to where he is to go develop- 
mentally. Objects and events must be similar enough to be assimilated by the child 
yet novel enough to stimulate and attract. Such an environment must be exquisitely 
responsive since a more consistent pattern of response is required to foster the 
acquisition of new forms of behavior than is required to maintain such behavior 
once it appears in the child's repertoire. The timing of experiences also must be 
carefully programmed. Such prescriptions raise the issue of whether group-care 
programs should not receive more attention than they have in the past, since this 
careful preparation calls for a degree of training and commitment and personal 
control not always to be found in natural caretakers. 

The increasing accumulation of data suggesting that the first few years of life 
are essential for the priming of cognitive development call for bold and imaginative 
programs of social action. For children whose early experiences are known to be 


deficient, such programs seem mandatory if subsequent learning difficulties are to 
be circumvented. 


Patient Processing for Psychotherapy in Mental Health Centers 
Chairman: Herbert S. Sacks 


SOME SITUATIONAL FACTOR 
PSYCHOTHERAPY 


Anthony R. Stone, 
Earl H. Nash 


Johns Hopkins University School of Medicine, 


S ASSOCIATED WITH RESPONSE TO 


Jerome D. Frank, Rudolf Hoehn-Saric, Stanley D. Imber and 


Baltimore, Maryland 


This paper Is concerned with certain situational factors which appear to influence 
therapy behavior and outcome of psychoneurotic patients seen in short-term out- 
patient psychiatric clinic treatment. These factors are the patients’ expectancies 
(including their clarity and the extent to which they are congruent with those of the 
therapists), their suitability for psychotherapy as perceived by independent raters 
and certain aspects of the therapists’ behavior. ds 
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We first became aware of this expectancy factor in our earlier placebo studies 
where patients showed improved comfort and mood even prior to the administra- 
tion of the pharmacologically inert medication. They apparently responded to the 
setting itself with all its symbols of care-giving competence. Other investigations 
revealed that patients showed similar improvement following evaluation interviews 
which were not, of course, planned as therapy sessions. This was especially true 
with respect to anxiety and depression. 

On the other hand, in our follow-up studies it was clearly evident that even if all 
patients improved to the same degree after five years, those who were seen once a 
week in individual treatment improved sooner than those who were seen in group 
therapy or those who were seen every two weeks. That is, even in short-term psycho- 
therapy a reduction of the period of suffering correlated with frequency and inten- 
sity of sessions. (Since all our research patients receive short-term therapy, the 
question of lengthier treatment and its efficacy remains open.) We also found that 
patients who were clear about the nature of any intercurrent illnesses they expe- 
rienced during the post-treatment period and who sought appropriate psychological 
or physical care were more improved in symptoms, mood and social effectiveness 
than those who were ambiguous about their conditions and their treatment needs. 

A recent study with outpatients at the same clinic involved giving them a placebo 
and telling them that it was inert but that the physician believed it would help them. 
Patients who were certain that the medication was a placebo or, conversely, that it 
was actually an active agent, improved more than those who reported uncertainty 
as to which it was. From study of the individual case records it appeared that 
improvement was related to the clarity of the patient's conviction that the physician 
was trying to help them and was competent to do so. 

In our most recent studies we have demonstrated that effectiveness of psycho- 
therapy can be significantly enhanced by preparing patients for psychotherapy 
through a pretreatment role induction interview during which the roles of patient 
and therapist in psychotherapy are explained. It thus has the triple effect of clarify- 
ing the patient's perception of psychotherapy, increasing its congruence with that 
of the therapist and heightening the patient's positive expectations. The response to 
treatment also seemed to be affected by the therapists’ expectancies concerning the 
patients’ appropriateness for short-term therapy. 

Patients were evaluated by the research staff on attractiveness for psychotherapy. 
This seems to be related to age, education, occupation and verbal facility (all of 
which are akin to social class and fit the Hollingshead, Redlich findings). Attractive 
patients improved more than unattractive ones. Although there was no difference 
between attractive males and females, among the unattractive patients women did 
much better than men. However, the role induction interview was a stronger deter- 
minant of outcome than attractiveness. 

A final situational factor related to outcome was the therapist’s behavior. 
Therapists who were rated highest in competence by raters who did not know the 
outcome of their patients, and therapists who accepted the validity of short-term 
therapy produced the best results. 
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A BROAD-BASED TREATMENT APPROACH IN A COMMUNITY 
MENTAL HEALTH CLINIC 


Bernard Cooper and Sidney I. Altman 
Montgomery County Mental Health Clinics, Inc., Norristown, Pennsylvania 


Most community mental health clinics are continually faced with the problem of 
meeting demands for service with limited finances and manpower. Effort must be 
made to enlist the help of community leaders both on a local and federal level, 
but meanwhile the frustrations of restricted facilities are intense. This paper is 
addressed to describing one clinic's varied attempts to provide service and to 
demonstrate the usefulness of special programs with a minimum investment of 
money and staff time. The history and development of two projects are described 
as examples. 

An ongoing problem among many of the children's cases is severe learning dis- 
order. Because the public schools are striving to meet the needs of the majority 
of students, they can provide a minimum of special programs for the atypical stu- 
dents. The least understood of these children have learning problems without 
clearcut deficit in intelligence or sensory handicap. A treatment approach in a 
psychiatric facility that neglects remediation of the specific learning deficit is likely 
to fail. The question of the mental health clinic's role in education and the concept 
of "therapeutic education" certainly need more discussion and research but the 
realities of the patient's needs call for action. 

Our first attempt to remedy this situation was to provide an intensive summer 
educational program, financed by small fees paid by parents in cooperation with 
a private educational resource. Eight children with highly diverse problems were 
taught for six weeks three hours each day. The techniques used and a description 
of the results are included in the complete paper. Overall, our first school program 
was thought to be successful and led to a school program operated throughout the 
year for a limited number of children in close cooperation with the County Depart- 
ment of Special Education. Classroom space was financed by the clinic's auxiliary, 
and furniture was provided by the county schools. In essence the clinic provided 
the only classroom for emotionally disturbed children in the county. The children 
Were seen for psychotherapy, the parents were in collaborative treatment and the 
teacher had weekly conferences with the clinic's staff psychologist. The administra- 
tive staff, teacher, supervisor of special education for the county and the social 
workers involved with the parents met once a month. A description of the children 
and the educational and psychiatric approach are in the complete paper. 

A second, quite different problem to be met is treatment for children with more 
severe emotional disorders—young children who are autistic or otherwise manifest 
pattie fd a E small community clinics was reluctant to 

I . the time and effort required for minimal return 
was questioned when other seemingly more treatable children clamor for treat- 
ment. On the other hand, little was available to these parents in the community, 
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The techniques and details of these programs are of intrinsic interest. However, 
the focus of this paper is a description of how a small community mental health 
clinic can develop its own resources, create a stimulating environment for its staff, 
provide a more broad-based treatment approach rather than simply waiting until 
federal or state money is available to finance such services. The point is how a 
flexible and well-trained team can actively enlist community resources and provide 
a fairly comprehensive service. This is not to say we are not frustrated; the demands 
still seem overwhelming and we still have a long waiting list, but we feel we are 
doing something constructive. 


WHY DO COMMUNITY PSYCHIATRIC CLINICS REJECT APPLICANTS? 


Norma P. Jacob 
Mental Health Research Unit, Syracuse, New York 


The State of New York has undertaken a five-year study of (1) the types of 
persons who apply for service at community mental health clinics and (2) what 
happens to them during and after their contact with the clinic. The present report 
is confined to one early phase of the total project: how many are rejected when 
they apply and what reasons for rejection appear in the clinic records. The feel- 
ings of the applicants about being rejected are being studied through a followup 
interview conducted 12 months after the original application was made. A report 
on these interviews will be offered later in the development of the project. An 
analysis also will be made of the relationship between rejection and a number of 
other factors covered by the study, such as the socioeconomic status of the ap- 
plicants, types of presenting problems and previous psychiatric history. 

During a period of one year approximately 1800 adult case histories were 
gathered from 24 participating clinics covering almost all parts of the state. Of these 
cases it has been found that roughly 50 per cent entered treatment, 25 per cent 
failed to complete evaluation or refused treatment when it was offered and 25 
per cent were rejected at the point of application after an intake study had been 
made. No case entered our sample if it were rejected before evaluation on a priori 
grounds. The practice in most clinics was to offer evaluation in each case in order 
that a suitable referral might be made. 

Causes for rejection unrelated to the presenting problem were residence and 
income. Since most of the clinics taking part in the study were supported by county 
tax funds, they felt obliged to take only patients who were living in the county 
unless some special circumstances were found. Upper limits for financial accept- 
ability varied very widely and were related to the family situation and the character 
of the community. 

Aside from these external factors, the reason most commonly given for rejection 
was lack of motivation on the part of the patient. We found this to be a highly 
variable concept and made a systematic attempt to pin it down and find out how 
it should be interpreted in the individual case. Some clinics would make a rapid 
assessment of an applicant's apparent motivation while others felt an obligation to 
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seek to create in him a wish for treatment and an appreciation of what it might 
be able to offer him. 

` The type of presenting problem also was of importance. Some patients were re- 
jected because the clinic believed hospitalization was necessary. Others were thought 
suitable for out-patient treatment but referred to other facilities for a variety of 
reasons; for instance, because the clinic could not offer ECT or because it had an 
upper time limit for treatment. 


SOME VARIABLES RELEVANT TO THE ENCOUNTER BETWEEN 
APPLICANTS AND A PSYCHIATRIC CLINIC 


Daniel J. Levinson 
Harvard Medical School, Boston, Massachusetts 


John F. Merrifield 
National Institute of Mental Health, Bethesda, Maryland 


Kenneth Berg 
State University of New York, Albany, New York 


Mental health clinics often are faced with demands for service which exceed 
their capacity. Some important factors in the resulting selection are known, such as 
age, social class and authoritarianism. A sociopsychological conception of patient- 
hood is elaborated further to explore the allocation process. Applicants seek and 
staff offers various kinds of help. In a clinic whose major responsibility is teaching 

* psychotherapy but which has unrestricted intake, "suitable" patients are sought. 
Our study deals with the course and outcome of the resulting negotiations. 

A sample of 58 applicants was studied over a two-year period. Data were obtained 
from; semi-structured interviews with the applicant; questionnaire measures of 
applicant's, social worker's and diagnostic psychiatrist's attitudes; review of clinic 
records and followup contacts. Variables were defined in six areas: (1) demographic 
—age, sex, social class, etc.; (2) personal characteristics including psychological 
mindedness and orientation to treatment; (3) staff response, such as anticipated 
obstacles to applicant's treatment and familiarity with applicant's sociocultural 
background; (4) applicant's view of his illness and expected treatment; (5) the 
course and outcome of the applicant phase and (6) applicant's retrospective 
opinion of applicancy, clinic and illness. 

Descriptive and correlative findings are presented relative to three focal questions. 
What part does an authoritarian view of patienthood play in an applicant's course? 
What factors contribute to the intake worker's estimate of applicant's “fitness” for 
psychotherapy? What variables in patient, staff, and clinic organization are as- 
sociated with receipt or nonreceipt of treatment at the clinic? We shall discuss the 
implications of our work for clinic structure and practice and for a more general 


theory of applicancy seen as an encounter between role-seeking applicants and a 
selective social system. 


Discussant: Herman P. Schuchman 
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Needed: A Revolution in the Care of the Mentally 
Retarded in Institutions 


Chairman: Melvin E. Kaufman 
University of Wisconsin Medical School, Madison, Wisconsin 


The past decade has been characterized by revolutionary changes in the care 
and treatment of the mentally ill in institutions. However, there has been no parallel 
development in residential institutions for the mentally retarded. This meeting will 
focus upon (1) impediments to social change in residential treatment and (2) in- 
novations in institutional care and their potential application to existing programs. 

Some reasons for slow progress include (1) minimal contributions by the mental 
health professions to the resolution of institutional problems, (2) limited perspec- 
tive on the part of many administrators accompanied by a willingness to tolerate 
and perpetuate mediocre care programs, (3) uncreative use of professional and 
ward personnel, (4) inflexibility as indicated by the excessive lag in applying more 
sophisticated methods of care, already well established, through extensive research 
and demonstration projects and (5) political short-sightedness and/or interference 
ranging from insufficient operating budgets to using institutional jobs for patronage 
purposes. 


SHARED RESPONSIBILITY—AN APPROACH TO THE PREVENTION 
OF INSTITUTIONALIZATION 


Martin B. Loeb 
School of Social Work, University of Wisconsin, Madison, Wisconsin 


The very characteristics of mental retardation involve early consideration of 
life-long care and responsibility. 

Although the strangeness of the fright is seen as the first major reaction to 
newly recognized mental retardation, most parents are soon realistically involved 
in the prospect of responsibilities of life-long care for the handicapped child what- 
ever the severity of the handicap. Strangeness is not easy to adapt to under the 
best of conditions. The current or recent birth experience often adds to the stress. 
There is then in addition to the strangeness, a worn-out mother and distraught 
father and confused relatives so that a discovered mental defective makes the 
whole responsibility seem too great and institutionalization may be demanded 
or welcomed. Perhaps equally as harmful is the counter-response of self-denuncia- 
tion which leads to accepting the complete responsibility without plan. 

This either/or approach leads to a demand for greater institutional investment 
by government, or it is met by a confusion of resources at the local level. Although 
many attempts are made to help parents keep their retarded child while local 
resources are being coordinated and developed, there is still an either/or dilemma 
in the best of these plans. 

There are possibilities of developing a new approach to the care, training and 
socialization of the mentally retarded. Shared responsibility between family and 
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state may reduce the liabilities of guilt, masochism, avoidance and confusion. By 
shared responsibility we mean an early agreement between family and the state 
to share in the life-long care of the retarded child. The state agrees to assume 
care and responsibility whenever required, and the family agree to accept re- 
sponsibility to the best of their abilities. The state and family agree to develop 
and use local resources to the utmost. In this way there is the best use of the 
resources of the family, community and the state. The use of institutions could be 
increasingly reserved for specialized training and for maintenance of family stability 
by offering temporary care during needed retreats from responsibility or during 
times of family crises, such as illness. 

Institutionalization will be in greater demand unless alternative approaches have 
similar, persisting securities built into them. The approach of shared responsibility 
has the virtues of reducing the permanent use of institutions, thereby increasing 
their capacity, and of providing a more normal or familial upbringing for the child. 
This may have the further benefit of preventing the additional handicap of emo- 
tional disturbance and hospitalism to the inherent handicap of mental retardation. 


WITH WHOM CAN THE INSTITUTIONS RECIPROCATE? 


William P. Hurder 
Southern Regional Education Board, Atlanta, Georgia 


FORCES OF REVOLUTION—CENTRIFUGAL OR CENTRIPETAL 


Elizabeth M. Boggs 
National Association for Retarded Children, New York, New York 


What is needed in the field of residential care of the retarded today is not so 
much revolution as steady and consistent renewal—rational evaluation of both the 
old and the new. Today the innovator gets headlines and the federal *demonstra- 
tion” grant. But little money and prestige fall to those who continue that which is 
found good, or to those who see to it that demonstrated benefits are extended to 
all those who need them. 

There is little need for more demonstrations of what can be done when cost is 
no object but much need to demonstrate how to do a better job within modestly 
expanding budgets and how to improve the ratio of value to cost. 

One factor which influences the ratio of value to cost is the size of the enterprise. 
There continue to be many unsubstantiated opinions on this topic—a fact recog- 
nized by the 1960 White House Conference on Children and Youth which called for 
the development of "scientifically valid data for determining the optimum size of 
institutions for the retarded." It is unlikely that such data can be developed by 
direct Observation, but findings relative to other social institutions, such as schools, 
hospitals and businesses, suggest not only that form follows function (and there 
are many functions) but that even for a given function there is a wide range 
of essentially optimal sizes. In fact "optimum" in any particular case depends on 
the relative weights attached to such contrary-tending values as homogeneous 
groupings of the retarded versus reduction in catchment or service area. 


y, 
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Partly as a result of differences in conceptualization rife today and partly as a 
result of recognition of the diversity of needs among the retarded for residential 
care and the fact that these needs may require different kinds of facilities, residential 
programs are becoming more diversified. Certainly we can welcome experimenta- 
tion with a range of services from foster homes, boarding homes and group homes 
for adults, and intensive care units for infants, and so on. In the future we may 
expect the "large" institution to be increasingly oriented toward long-term care of 
the severely and profoundly retarded. The fact that these institutions may have a 
total capacity in excess of 500 residents is of less concern than the size of the 
basic living unit within the larger framework. 

While some facilities are being developed to be more specialized, others are 
becoming even more "multipurpose." To some people a *community-centered" 
institution is one in which there are free interchange and interaction with the 
community in the sense that volunteers, professionals, students and parents come 
freely and frequently into the institution. And the staff and the residents, where 
appropriate, participate in the life of community. However, some have interpreted 
the idea of *community-centered" to encompass centralization of community re- 
sources for both residents and nonresidents of all kinds in a single "center" serving 
a particular community. Such enlargement of function bids fair to create a new 
kind of isolation and social abandonment which may well be as detrimental as 
the geographical isolation of the old traditional institution. 


BRINGING THE RETARDED INTO THE MAINSTREAM OF COMMUNITY 
SERVICES AND FACILITIES 


Edward Davens 
Maryland State Department of Health, Baltimore, Maryland 


State institutions for the retarded represent the greatest single investment for 
this purpose and symbolize the outmoded policy of segregated “custodial” care. 
For perspective, the four per cent of mentally retarded in residential facilities 
should be viewed with the 96 per cent who live in the community. To change the 
practice and attitudes of more than a century is difficult and painful. Yet change 
we must if we are to move toward the goal of bringing the mentally retarded 
into the mainstream of community services and facilities. Society as a whole is 
responsible for inappropriate care. Our job now is for the several professions and 
interested citizens to get together in a spirit of good will and creativity to do some 
imaginative planning and to give careful consideration to the specific needs of 
these 5 million human beings. 


STRATEGIES AND TACTICS FOR REVERSING THE TRADITIONAL 
INSTITUTION-COMMUNITY PATTERN FOR THE MENTALLY 
RETARDED 


Fred F. Finn 
Seaside Regional Center, Waterford, Connecticut 
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Approaches to the Treatment of Adult Schizophrenia 
Chairman: Stanislaus A. Szurek 


COMMUNITY FOLLOW-UP OF TREATMENT OF SCHIZOPHRENIA: 
ISSUES AND PROBLEMS 


Philip R. A. May 
Neuropsychiatric Institute, U.C.L.A., Los Angeles 


A. Hussain Tuma and Wesley Kraude 
Camarillo, California 


Objectives of the paper. Yn studying the treatment of mentally ill patients, fol- 
low-up is easily and often spoken of, highly recommended and seldom done. 

The literature is well endowed with discussions of the need to investigate patient, 
treatment and situational variables and their interactions; the necessity to acknowl- 
edge and accommodate the multivariate character of pathology and improvement; 
the desirability of selecting a homogeneous patient sample; the choice of relevant 
criteria; and the use of clinically and statistically sensitive and appropriate methods 
of data analysis. Our aim, therefore, is not to discuss these issues. Instead we wish 
to give an account of some of our experiences in implementing a study design 
which in our estimate fulfills these model requirements. 

Nature and method of collection of data. Two hundred and thirty-one male and 
female first admission schizophrenic patients with no significant prior treatment 
were assigned by a random method to five treatment groups: (1) individual psycho- 
therapy, (2) anti-psychotic drug (stelazine), (3) individual psychotherapy plus 
anti-psychotic drug, (4) electro-shock and (5) control (none of the above 
specific treatments). 

Summary of findings and conclusions. The operational, procedural and practical 
problems associated with the execution of such a study are discussed under the 
realistic basic headings of data collection, time, staff, sample selection and main- 
tenance, records, motivation and ethics and data analysis. 

It is concluded that although many of the practical problems can be handled 
a thoughtful reappraisal of the “follow-up dogma” is in order. Those who relapse 
or continue to have symptoms are retreated with newer and better methods. Since 
the incidence bears particularly severely on the groups that had the worst showing 
to start with (in particular, any control, no-treatment group) it is inevitable that 
the longer the follow-up, the more all treatments approximate the same end result. 
This artifact must contribute substantially to the familiar “finding” (often referred 
to by the cynical) of superior immediate outcome in the face of insignificant gains 
in the long run. 

"o d x ode should be treated with reserve unless the investigator 
-up of a complete sample and unless the criteria were 


clearly such as to be unresponsive to variation i i i 
in social attitudes or t centl 
developed methods of treatment. a 
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FINDINGS AND CLINICAL LEARNINGS IN A RESEARCH PROGRAM 
ON PSYCHOTHERAPY WITH SCHIZOPHRENICS 


Eugene T. Gendlin 
University of Chicago, Chicago, Illinois 


A research program into psychotherapy with schizophrenics used as a control 
group patients being matched individually on age, sex, and social class with therapy 
patients. TAT, Rorschach and MMPI were administered before and after psycho- 
therapy. Rating scales defined specific aspects of therapist and of patient behavior 
in excerpts from tape recordings of nearly every interview. ; 

Findings partly confirm predictions that cases with high therapist “genuineness,” 
“empathy,” and “unconditional regard” also show highest levels of patient “process” 
as measured on the Experiencing Scale. Patient interview behavior on this scale 
ranges from avoidance of feeling, rigid self, silence and externalized talk . . . to 
maximal roles of experiencing in fresh phrasing of feeling, fresh expressions of 
self-perceptions and feelings toward the therapist. Levels on both therapist and 
patient variables correlate with some of the outcome measures. 

Although the findings are broadly positive, only slightly less than 50 per cent 
of patients showed really marked improvement, and therapy extended in some 
cases over two years. However, the successful group is set apart by the measurable 
therapist and patient variables and tends to confirm that therapist attitudes (as 
defined by Rogers) are basic therapeutic agents. The findings require replication. 
It is significant that they can be replicated, since the variables have been given 
operational instruments which can be employed by others and in any form of 
psychotherapy, defining specific therapist behaviors. In research till now, “psycho- 
therapy” was defined only as some unspecified activity so named. Since a different 
group of therapists could not measurably apply the same therapeutic factors, could 
not determine whether they had done so, and could not determine how many 
patients in a “therapy” group actually received any given therapeutic factors, 
replication of one group’s research was not possible before. 

To put these therapist factors into effect, and to create the measured therapeutic 
“process” in the patient, a wide variety of therapist behavior is involved. The 
scope of client-centered response behavior was greatly widened, in order to respond 
actively and initiatingly to silent and withdrawn patients. 

A chief mode for creating therapeutic interaction was honest, consistent thera- 
pist expression of his own feelings regarding the patient. In this way the 
patient’s freedom, integrity and lack of commitment could be respected and pre- 
served until he became ready to express himself. Therapeutic interaction was 
thereby provided long before the patient was ready to be active in it. Detailed 
modes of such response behavior are discussed. 

In a subproject much time was saved by a new procedure of therapists working 
in the day room with an office whose door was open. Patients who were 
willing could be worked with in the sight and hearing of much more withdrawn 
patients, allowing them many months of very halting, tentative relationships to 
therapists without expending so much therapist time. 
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(The project was supported by the National Institute of Mental Health, directed 
by Carl R. Rogers, Ph.D., Eugene T. Gendlin, Ph.D., and Charles B. Truax, Ph.D., 
at the University of Wisconsin Psychiatric Institute and Mendota State Hospital, 
Madison, Wisconsin.) 


PHASES IN THE TREATMENT OF THE SCHIZOPHRENIC PATIENT 


Alvin M. Mesnikoff 
Columbia University, New York, New York 


The treatment of the schizophrenic patient in a psychiatric hospital may be 
divided into three phases. This division aids the patient and therapeutic staff to 
delineate and understand ongoing transactional and intrapsychic processes. Empha- 
sis is placed on the behavioral and thought responses to specific situations, serving 
to clarify ego strengths and weaknesses, conflict areas, defense mechanisms and 
compensatory operations. 

The individual is viewed as attempting to satisfy his basic biological and emo- 
tional needs by seeking out a functional balance between his resources and the 
environment. The person who tries to cope with the myriad ongoing daily stresses 
by means of a limited and stereotyped repertory of reactions is particularly vul- 
nerable to change, especially in those situations to which he cannot adapt with 
his limited resources. The more limited the resources, the greater is the need to 
find and shape the milieu to conform to his own narrow range of adaptive re- 
sponses. From this point of view, serious mental illness may be viewed as a 
culmination of the failure of the emotionally handicapped individual to attain a 
functional balance and an environment compatible with his capacities. 

The data-gathering and therapeutic functions of the hospital are extensions of 
the models used in individual psychotherapy and are especially useful in the treat- 
ment of the schizophrenic patient, where the relationship of stress to response 
often is not apparent. 

Phase 1: Adjustment to the Hospital. This phase establishes a baseline for the 
patient's behavior in the hospital setting. Following an acute schizophrenic reac- 
tion the patient may return to a premorbid level of adaptation permitting quick 
return to the community. However, where the illness is chronic or the patient's 
recovery from the acute reaction is inadequate for discharge, the patient will dis- 
play the adaptive techniques in his attempt to cope with the hospital environment. 
ee EE of the Patient's Adaptive Responses. Many of the patients 
| ul Bs. vog nd n a number of unsuccessful attempts to establish a 
despite outpatient ee ce the Sein hs aes er pranta 
passing environment alle hin rite! racha Va: mm ae 
IX (ACthe camo time mala 2 make effective use of his available coping 
ford E 375i iim , a adaptive behavior and its underlying motivational 
SR patent 4 Ae parents as they are related to specific stresses. 
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the gradual therapeutic process of changing defensive reactions to overt anxiety, 
leading subsequently to attempts to develop ego skills essential to better adaptation. 

Phase 3: Ego Growth and Its Relation to the Environmental Structure. 'This 
phase begins during phase two as the patient attempts to shift from regressive 
behavior responses to new and more adaptive behavior. One goal is to internalize 
the observing function and make it self-critical. The patient is helped to use anxiety 
as a positive measure of change and as a gain over the previously utilized sympto- 
matic responses. Increased pleasure and mastery enlarge the distance between the 
stress, anxiety and resort to regressive behavior. The final goal is the attainment 
of optimal functioning for the particular individual, taking into account the en- 
vironment, ego capacity and psychopathology. Case examples will be presented. 


Discussant: Solomon C. Goldberg 


Treatment Programs for the Preschool Child and His Family 
Chairman: Milada Havelkova 


A PREVENTIVE CLINICAL AND EDUCATIONAL PROGRAM FOR 
CHILDREN FROM TWO TO THREE AND THEIR MOTHERS 


Rosalind M. Sands 
Child Development Center, New York, New York 


At the Child Development Center (a treatment and research center for children 
from birth to six) we have established a mental health program for children from 
two to three and for their mothers. From longitudinal studies of children from 
infancy and from studies of children entering the Center's therapeutic nursery 
school at three, we were aware of the number and the difficulties of the develop- 
mental tasks imposed in the strategic third year of life, of the fluidity of the child's 
psychic structure at this age and the unparalleled opportunity for intervention 
as conflicts could be observed and examined "in status nascendi." These conditions 
compelled us to seek ways to influence the very young child's emotional develop- 
ment, and led to the formation of our prenursery program. 

Our tools for the prenursery program are three, encompassing educational and 
clinical measures: a developmental study of the child, an educational experience 
in a nursery setting for the child and psychoanalytically oriented guidance in a 
group for the mother. In an unique physical arrangement the children meet in a 
nursery room which adjoins the mothers’ meeting room. The two rooms are con- 
nected by an always open door. The children and parents are "together and apart." 
Separation is thus encouraged, yet not forced. 

The developmental study, made by a clinician who is part of the prenursery 
team, evaluates the child's physical maturation, assesses the child's psychosexual 
development and ego functioning, and the ways in which instinctual and ego 
needs are being met by his environment, ie. his parents, his home situation, his 
siblings. The study formulates the child's developmental tasks in the immediate 
period, what he has accom; lished, what remains to be accomplished, what inter- 
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feres and what promotes. This assessment of the child, his family and his environ- 
ment gives us the key to our work with the children in the nursery group and 
guides us in meeting our responsibilities in work with the mothers. 

In psychoanalytic guidance there is emphasis on the conflicts of the third year 
of life and the tasks the children face in resolving them. There is constant focus 
on the interrelationship of the child with important figures of his environment and 
clarification of his needs, his wishes and his fantasies, from the material the 
mothers bring into the group discussion. We work to foster the environmental 
handling that will enable the child to progress to the next phase of development. 
We attempt to interrupt or modify parental handling that encourages fixation and 
unresolved conflicts that may pathologically influence the next developmental phase. 

Several case histories are presented, describing children and their mothers, their 
problems and how the prenursery influenced their development. 

The paper discusses theoretically why it is possible to influence a very young 
child through the mother, even with the limitations of the program we describe. 
It is suggested that similar programs can be used in child guidance clinics, 
hospital clinics, nursery schools, reaching a section of the child population toward 
whom very little has been directed clinically or educationally. 


A PRESCHOOL PSYCHIATRIC CENTER PROGRAM: AN ASSESSMENT 


Howard Hansen; Gladys M. Jewett, Joan Ellis 
Julia Ann Singer Preschool Psychiatric Center, Los Angeles, California 


The Julia Ann Singer Preschool Psychiatric Center provides a psychiatric treat- 
ment program for preschool children and their parents. The multidisciplinary pro- 
fessional staff uses a dynamically oriented, therapeutic approach including a thera- 
peutic nursery school, individual and group therapies for the children and for their 
mothers and fathers. The center opened in February, 1961. This study is an 
assessment of 18 of the first 25 children and parents treated. Questionnaires com- 
pleted by the parents and staff and interviews with the parents provide the basis 
for assessment of the current mental health status of the group. Areas investigated 
include current school adjustment, family and peer relationships and the presence 
or absence of symptoms. 

Of the 18 families, 15 are intact. The children include seven girls and 11 boys 
with a mean admission age of four years three months and mean termination age 
of five years. Acknowledging the inadequacies of existing diagnostic nomenclature, 
the following diagnoses were assigned: adjustment reaction of childhood (ranging 
from mild to marked)—14; psychophysiological reaction—1; mild retardation with 
adjustment reaction—2; psychotic reaction—1. The length of family participation 
in i program ranged from 2 months to 30 months with an average of 9 months. 
e and staff agreed that all 18 children benefited from treatment; staff 

ore conservative than the parents in regard to degree of improvement. The 
e tabulation of symptoms and problem areas prior to treatment and at the 
ime o the assessment agreed closely with the staff impressions at time of intake 
and termination, indicating that the gains made during the time the children were 
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in treatment were maintained after they left. The present school adjustment is 
rated satisfactory or better in approximately three-fourths of the cases. 

A majority (more than four-fifths) of the parents were considered to have sig- 
nificant psychopathology. Specific criteria for assessment of the parents’ treat- 
ment gains were not established, since the emphasis of this study was on the 
children. However, more than half of the parents reported that they had benefited 
significantly from their participation in the treatment program, and it was the 
staff's clinical judgment that the majority of the parents had made gains, par- 
ticularly in the area of understanding themselves and the family intrarelationships. 
In general, it is felt that the children made more significant gains than the 
parents during the course of the treatment. E 

The findings of this study tend to support the validity of the described therapeutic 
approach to emotional disturbances in the preschool child and his family: a treat- 
ment directed to all members of the family unit. The manifestations of psycho- 
pathology in the preschool child are an expression of significant pathology in the 
family members and in their interaction with each other. Intervention in this early- 
age group presents an important preventive mental health direction and challenge. 


THE SELECTION OF EMOTIONALLY DISTURBED CHILDREN FOR 
TREATMENT EXCLUSIVELY BY A THERAPEUTIC NURSERY SCHOOL 
EXPERIENCE y 


Pierre Johannet and Grace C. Young 
James Jackson Putman Children’s Center, Boston, Massachusetts 


Among the children accepted for treatment at the James Jackson Putnam Chil- 
dren’s Center a few are selected for participation in a treatment program which 
does not include individual psychotherapy. These children attend a small therapeutic 
nursery school group twice a week. Their mothers are seen on a weekly basis for 
casework treatment by a psychiatric social worker. Children with severe develop- 
mental disturbances or with childhood psychosis are not included in this program. 
We felt that among the children who showed neurotic behavior some would be more 
likely than others to respond to this approach, The presenting problem itself did 
not provide sufficient basis for selection. Instead we focused our attention on the 
presence of certain areas of strength in ego development. 

The following trends appeared particularly important. These children showed a 
capacity to tolerate anxiety and to deal with it constructively. They were all verbally 
competent and able to put into words some of their troubled feelings. They could 
respond positively to help from adults and showed resilience in their ability to 
bounce back from a frustrating experience. They were able to meet intellectual 
challenges even though they did not show much pleasure in mastery. Dependency 
on their mothers was pronounced but did not result in either pathological clinging 
or total exclusion of other adults. The desire to please was an important aspect of 
their motivation. 

These mothers showed warmth for their children. However, they all expressed 
the feeling that they were not able to meet their ideals of good mothering. Because 
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of deprivations in their own childhood they tended to feel drained by the children's 
demands when these exceeded the meeting of basic emotional needs. In their cur- 
rent life these mothers felt unsupported for a variety of reasons, such as the reality 
of a chronic illness or the physical or emotional absence of their husbands. This lack 
of support acted as a stress which reenforced their earlier feelings of deprivation. 
We felt that these mothers had given their children enough of a good mothering 
experience so that they could develop a sense of autonomy. Although the children 
in most instances were able to cope with crises this was only rarely accompanied 
by a full sense of satisfaction. 

The paper will amplify these ideas, and clinical material will be presented to 
illustrate the efficacy of the treatment approach in properly selected cases. 


Discussant: Elizabeth Jacob 


Consultation Services 
Chairman: Cynthia P. Deutsch 


THE USE OF PSYCHOLOGICAL CONSULTATION IN A PROFESSIONAL 
GROUP WORK AGENCY 


Herman Borenzweig, Harold Esterson, Charles Solomon, Herman Zimmerman 
Manhattanville Community Centers, Inc., New York, New York 


THE PSYCHIATRIC CONSULTATION SERVICE: AN INTEGRAL PART 
OF STAFF DEVELOPMENT IN A STATE PUBLIC WELFARE AGENCY 


Charles E. Llewellyn, Jr. 
Duke University Medical Center, Durham, North Carolina 


Kate Berry Shepherd 
State Board of Public Welfare, Raleigh, North Carolina 


The paper describes the State-Wide Psychiatric Consultation Service in the North 
Carolina State Board of Public Welfare. It discusses the use of case-oriented agency 
consultations as an inservice training instrument to deal with anxiety, feelings and 
attitudes as a means of promoting staff development through learning experiences. 

The history and the objectives of the consultation program as developed in 
North Carolina are discussed. The process of the consultation is described in a 
detailed, step-by-step method. The principles and techniques employed also are 
discussed. 

; The authors describe the need for careful consideration of each county’s applica- 
tion for the use of the consultation service and for careful preplanning for each 
conference. The psychiatric consultation was found to be an effective process when 
it served to deal with feelings and attitudes of the caseworker and agency personnel 
rather than focusing solely upon the mechanics of case handling and case solution. 
The consultation process as a staff development instrument in caseworker and 
agency approach to everyday welfare problems is described, demonstrated and 
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analyzed. The concept of the importance of the use of self in the helping process 
with clients, when knowledge and understanding are communicated with this 
approach to inservice training, is reported as experienced by the authors. This 
important phenomenon is clearly developed in the paper as an instrument of staff 
development for both the trained and the new and untrained staff. 

The consultation program in North Carolina as described by the authors has 
been found to be an effective and useful staff development service. It is concluded 
that a psychiatric consultation program using case oriented material with emphasis 
upon experiential teaching by dealing with anxiety, feelings and attitudes of agency 
personnel is a valuable instrument in the development of potentialities in workers in 
a public welfare agency. This conclusion becomes more meaningful with the recogni- 
tion that the caseworker in any welfare agency is a significant figure in contributing 
to the mental health of the local community. 


SCHOOLS’ PROJECT IN CONSULTATION SKILLS 


Irene C. Hypps 
Washington, D.C. 


This is a four year program initiated by the District of Columbia Public Schools 
and cosponsored by the Washington School of Psychiatry. Funds to support it are 
provided by the National Institute of Mental Health. 

Several contributions to Orthopsychiatry and The School concurred with the 
conclusion stated by Dr. Alan Miller, chief, Mental Health Section, Department of 
Health, Education and Welfare, Denver, Colorado, that *no formal publicly sup- 
ported institution plays a more crucial role or harbors more potential in behalf of 
individual mental health than our school system." It is equally true that admin- 
istrators of public schools must be fully sensitized to this potential and skilled in 
their role of creating and maintaining a mental health climate in which all children 
may live and learn and grow into healthy, well adjusted persons. 

Texts in school administration, prior to the 1950's, did not include communica- 
tion as an integral phase of administrative activity. Recently, public relations and 
human relations are being recognized as necessary aspects of a school administrator's 
skills. Superintendents, their staffs, including school principals, have not been 
trained traditionally for this particular task. They are now confronted with problems 
of pupil maladjustments in behavior and in learning that do not respond to rules, 
regulations, formal school discipline and formal instructional and curriculum 
devices. This lack of effectiveness in traditional approaches to problems has led 
them to ask the help of psychologists, psychiatrists, social workers, school coun- 
selors, nursing and medical personnel. Through cooperative efforts some new tech- 
niques have been tried with varying success which has been influenced largely by 
facility of communication among participating personnel and effective consultation. 

Goals of the D.C. school project are: (1) to enhance the authority role of the 
school administrator, chiefly the principal, by helping him to strengthen the school’s 
mental health climate; (2) to select and test mental health techniques that will 
prove commonly useful and effective in administration of the school, and (3) to 
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design, test and evaluate practical inservice training programs to develop necessary 
administrative skills and insights for achieving mental health outcomes. 

It is suggested that mental health programs for school systems in large urban 

centers can be cooperatively designed and undertaken by public health, public 
schools and private professional institutions. Specifically our proposal of an in- 
service training project in consultation for school administrators aims for: (1) 
application of mental health concepts in all interpersonal school relations, (2) 
economical and productive use of mental health and pupil personnel specialists and 
(3) improvement of communication through use of consultation in adjustment of 
_ pupil and related school problems. 
' The program designed to achieve these goals includes: (1) two institutes each 
school year at which a person of prominence in education or mental health presents 
current concepts, programs, and research findings to D.C. School officers; (2) a 
program in the enhancement and use of consultation skills for all school principals 
(each principal participates, with other principals from his city area for approximately 
a year and a half); (3) consultation to individual principals during their participa- 
tion in the project, on an on-call basis, and (4) workshops for supervisory per- 
sonnel meeting regularly with an advisory group representing the superintendent's 
staff. 

Major project emphasis is on program with principals. Principals are asked to 
take a psychological step away from their consultation activity and to explore how 
it proceeds: (1) What are my own consultative skills?; (2) What are some of the 
obstacles to using consultation skills toward the resolution of problems, and how 
can those obstacles be managed?; (3) Does consultation process have value as a 
problem-solving method beyond my current use of it? 

Program for principals consists of three parts: (1) Workshop on consultation 
process; (2) Guided self-study; (3) Field project (a formal application of the con- 
cept of consultation process to a project in each school). 

Some of the field projects developed include: (1) A feeder-school group (the 
principals of a junior high school and of the elementary schools which feed into it) 
have been holding regular meetings to work on problems of mutual concern; (2) a 
principal has developed a checklist of consultation skills and attitudes to use in 
work with parents; (3) a principal meets weekly with key staff members (assistant 
principals, a counselor, nurse) to discuss such issues as urgent behavior-problem 
cases and specific faculty problems, and (4) a group of principals is planning a joint 
NN meeting on consultation process to be followed by discussion in individual 

aculties. 


Discussant: Barbara T. Brown 


Training Programs for Residential Treatment Center Staff 


(Joint session of the American Association of Children’s Residential Centers and 
the American Orthopsychiatric Association) 


Chairman: George L. Perkins 
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TRAINING THE CHILD-CARE WORKER IN A RESIDENTIAL CENTER 


Bruno Bettelheim 
Orthogenic School, Chicago, Illinois 


THE RESIDENTIAL TREATMENT CENTER AS A SITE FOR TRAINING 
PSYCHIATRISTS 


Joseph D. Noshpitz 
Howard University, Washington, D.C. 


There are two ways of attaching psychiatrists in training to residential treatment 
centers. The author calls them the “weak” and the “strong.” The far more common 
“weak” training consists of assigning a trainee to a center for a few hours each 
week as psychotherapist for some of the patients. Contact with the residential 
life is minimal, and the task of supervision becomes that of directing the trainees’ 
attention to the details of milieu care that are crucial. In some institutions the 
environment prefers to keep the trainee at a distance; he is “only” the therapist. 
In others the staff tends to draw him too closely; he is the psychiatrist and must 
make all the decisions about privileges, visits, whatever. He needs help in each 
such situation: to get into the residential life in the one, and in the other, to 
distinguish for the staff and the patient what he could best do—and best not do. 

In general, a residential setting is a peculiarly choice place to study the role 
and the impact of one’s psychotherapy within the total life experience of a child, 

The “strong” training would involve the assignment of an advanced student, 
preferably a child psychiatry fellow, to a residence for at least six months, and 
optimally for a year. The trainee should have full clinical management responsi- 
bility for a group of patients some of whom are not in individual therapy and 
for whom he must then function as “life-space” therapist. 

There are a number of hurdles. The newly assigned and transient doctor enters 
into a culture about which he knows very little and whose values he is supposed 
not merely to maintain, but whose progress he is expected to direct. He encoun- 
ters people who have worked in this area and with these children for longer than 
he and who greet him both patronizingly because they know more and demand- 
ingly because he bears the authority and must make decisions. Moreover, much 
of what he does takes place not in the sanctity of an office or playroom where 
only his supervisor will learn of possible blunders, but out in the public eye in 
front of other staff (of lower echelons) and often enough in front of other 
patients. Much of what he tries to do cannot be done directly; it is done through 
other people. He must learn how to conduct rather than be a soloist. The team 
becomes his instrument, and he has to find out how to handle it with skill and 
competence. Most young psychiatrists tend to disparage “administration.” Here 
they encounter administration as the ultimate in treatment. Whatever potentials 
he has for leadership will here be taxed to the utmost. The techniques of life-space 
interviewing need to be taught, and the trick of the supervisor going on to the 
ward, sharing in, and watching the progress of such interviews is an important 
element. The trainee must learn to teach. At the end of it all he can come out 
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with a whole new dimension of understanding and competence in learning how 
- to create, to regulate and to administer not merely a therapy hour but a therapeutic 
life. 


Discussant: Edward D. Greenwood 


Mother-Infant Relationships 
Chairman: Peter L. Giovacchini 


MATERNAL VALUES, PERSONALITIES AND INFANT-FEEDING 
BEHAVIOR 


L. J. Borstelmann, John Fowler and Angus McBryde 
Duke University, Durham, North Carolina 


A report is made of explorations of some maternal characteristics that may 
contribute to success or failure in breast-feeding. An initial self-concept study of 
17 primiparae suggested greater conflict about maternal role among unsuccessful 
feeders. The successful feeders were quite diverse in personality dimensions, but 
all relatively secure in their respective patterns. By contrast, the feeding failures 
were markedly inhibited women who experienced considerable tension about their 
general adjustment and intense feelings of inadequacy about infant nurturance. 

A second study of 38 mothers during hospitalization for delivery of a first of 
second child also included mothers who did not intend to breast feed. These mothers 
were interviewed intensively about their choice and attitudes as to their infant 
feeding practices, pregnancy and delivery experiences, marital situation and child- 
hood family experiences. They were also given the Interpersonal Check List and 
the Thematic Apperception Test to assess their emotional attitudes toward self 
and family members. The course and outcome of infant feeding for the nursing 
mothers was subsequently determined by pediatric report and follow-up interviews. 

Our results indicate that choice of infant feeding technique is primarily a function 
of social group membership, with working-class (blue collar) mothers almost all 
bottle feeders. The middle-class (white collar) mothers tend to be divided in 
their choice, but all verbalize the accepted class value of breast feeding. Choice 
of breast or bottle feeding was not related to any other maternal variables, demo- 
graphic or personality. 

Among our middle-class nursers there seemed to be two other factors critical 
to the success or failure of the process. One is the incorporation of the breast- 
feeding. yalue into their maternal self-concept. Some mothers agreed with the 
desirability of breast feeding but found such behavior incompatible with other 
aspects of themselves. Thus, breast feeding produced conflict and tension resulting 
in failure of the nursing process, and thereby resolution of the conflict. This finding 
stresses the importance of the "selfish" rather than altruistic motives in infant 
care. The successful feeders wanted to nurse primarily for their own satisfaction; 
the failures wanted to do what they thought best for the infant. 

Among the mothers for whom nursing was compatible and maternal self- 
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concept there remains a third factor that seemed crucial. Some of these mothers 
were able to continue nursing through very difficult unforeseen complications such 
as family illness or conflict, while others were unable to nurse adequately without 
optimal environmental support. The difference seemed to be due to their ability 
to cope with conflict as reflected in their handling of thematic stories. 

In summary, our limited sample suggests that success in breast-feeding is a 
function of three maternal factors: (1) membership in a social group that advo- 
cates infant nursing, (2) a personal need to breast feed for self satisfaction and 
(3) sufficient ego strength to neutralize tension generated by interpersonal conflict 
or environmental problems. 


THE UNREWARDING NATURE OF MIDDLE-CLASS WOMEN'S 
CHILD-REARING PRACTICE STRATEGIES 


Perry Roth 
Hennepin County Mental Health Center, Minneapolis, Minnesota 


THE CLAIMING-IDENTIFICATION PROCESSES—THEIR MEANINGS 
FOR MOTHER-INFANT MENTAL HEALTH 


Marian G. Morris 
Hahnemann Medical College and Hospital, Philadelphia, Pennsylvania 


There appears to be an intimate connection between processes of claiming the 
infant, identifying him with good maternal self and family values and the trans- 
mission of social values and social roles. These processes are the antithesis of 
rejection. 

Equally there appears to be an essential connection between pathogenic identi- 
fication systems and the incidence of disturbed children and adults failing develop- 
ment of constructive social values and roles. Intellectual dysfunction frequently 
appears correlated with social role dysfunction. 

The size and pressing nature of these problems is suggested by an estimated 
50,000 to 75,000 children who are neglected, battered and exploited; by nearly 
150,000 children going into some form of placement for the same reasons; by 
8 per cent of a 20-county, school population found seriously disturbed, and 
by more than half a million juveniles adjudged delinquent. 

This paper defines and describes physical, social and interpersonal impacts which 
delay, dilute or distort interacting, claiming-identification processes in the mother- 
infant unit. To the degree that these natural processes fail the infant is experienced 
as dangerous with consequent maternal averted or attacking behavior destructive 
to maternal ego maturation and to infant integration of internal and external per- 
ceptions toward sound ego development. 

Statistical, descriptive study of families of 32 children from 5 to 16 years, 
presenting mixed emotional, intellectual and organic symptoms augments previous 
work done with identification systems in parents of children with failure to thrive, 
psychosomatic entities, congenital anomalies and neglected, battered children. All 
previous studies revealed some mothers who could reinstitute claiming processes 
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that had not developed in postpartum and neonatal periods of their infants’ lives. 
Positive identifications appeared spontaneously when claiming processes began 
and as pathogenic identifications were found and neutralized. Infant growth and 
development improved. 

Our earlier work suggested that intervention in the postpartum and neonatal 
periods could have reduced the length and degree of maternal distress and infant 
disturbance. Current data in this series of children appear to confirm our previous 
findings. 

More appears known about maternal claiming of animal young than of humans. 
Myths of instant mother love, the omnipresence of maternal claiming efforts, 
anxiety-provoking maternal communications, protracted anaesthesias and short 
postpartum hospitalizations, impede observation of natural physical, social and 
psychological claiming processes. 

Fortunately, multiple linkages of generational disclaiming, pathogenic identifica- 
tions are more readily observed and traced. These are identified by their socio- 
psychological signs on the premise that the opposite occurs for opposite reasons. 
In one complete identification system vignettes illustrating maternal claiming and 
disclaiming attitudes and behaviors; infant-naming practices, and physical, social 
and psychological impacts on mothers illustrated both healthy and pathogenic 
processes and trends. Interventive points and methods appropriate to mother-infant 
stage needs were suggested. 

Our current series indicated special hazards to claiming first borns and infants 
born first of their sex. Destructive impact situations inimical to claiming-identifica- 
tion processes were vividly recalled by the most rejecting parents even by two 
mothers who had decided they had been given the wrong infant—the ultimate 
disclaimer. 

Our findings indicate the postpartum and neonatal periods as the prime stages 
for promoting mental health in the mother-infant unit toward a sound underbase 
for biosocial perceptions and social learnings with their important influences on 
intellectual learning functions. 


Discussant: Helen Wortis 


Psychiatric Insurance: Implications for Practice 
Chairman: Simon L. Auster 


PSYCHIATRIC INSURANCE AND THE CLINICAL PSYCHOLOGIST 


Arthur J. Bindman 
Belmont, Mass. 


PROBLEM AND PROSPECT FOR MENTAL HEAL’ 
TH COVERAGE 
THROUGH COLLECTIVE BARGAINING AGREEMENTS 


Melvin Glasser 
Social Security Division, United Auto Workers, Detroit, Michigan 
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Panel No. 108: Urban Renewal, Mental Health and 
Planned Social Change 
Chairman: Barney Rabinow 


MENTAL HEALTH, A CHANGING NEIGHORBOOD AND THE 
SETTLEMENT 


H. Daniel Carpenter 
Hudson Guild, New York, New York 


The goal of the settlement is to help the people of an area create a better 
neighborhood. As Margaret Berry, executive director of National Federation of 
Settlements and Neighborhood Centers, wrote in a paper called Neighborhood 
Work in the 60's, "Settlements look at a neighborhood as a whole and join with 
the people who live there in helping to make it the kind of neighborhood they 
want it to be.” This implies not only improving the physical aspects of a neighbor- 
hood, but also communication, intergroup relations and just plain neighborliness. 
It also implies freedom from fear and anxiety due to excessive crime or juvenile 
delinquency, unemployment, sickness, want or drastic change. 

Although change is the essence of the city (as some students of the city point 
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out) it has become increasingly accelerated, particularly in the central urban areas 
where settlements usually are located. The constant shifting of people as a result 
of either voluntary or forced relocation disturbs relationships and the "status quo" 
of a tenement house, a block or an entire neighborhood. It has its influence on 
all institutions—social, economic, religious and political. This in turn has its 
impact on families and individuals, whether newcomer or old-timer. Sociologist Eric 
Hoffer in his book Ordeal of Change, goes so far as to state, “People can never be 
quite ready for that which is wholly new, and thus a population undergoing drastic 
change is a population of misfits." 

The impact of change in the central urban neighborhood is further heightened 
and complicated by inmigrants of distinctly different cultural backgrounds, such 
as the Negro and the Spanish-speaking Puerto Rican in all-white areas, or the 
white, southern sharecropper and migrant worker in northern cities. In neighbor- 
hoods undergoing great change there is an increase in family breakdown; in 
pathology in children, teens and parents; in the number of school dropouts; in 
delinquency, drug addiction, alcoholism, prostitution and out-of-wedlock babies 
born to very young mothers. These manifestations of trouble are paralleled by 
breakdowns in communication between neighbors; in a lessening of participation, 
and in an increase of hostilities, fear and anxiety. 

In these situations the settlement, a neighborhood-based and multifunctioned 
agency, tries to mobilize the total resources of the neighborhood to provide ade- 
quate family services, such as child care, mental health counselling, casework, group 
work, special school dropout prevention programs, job and career clinics, tutoring 
services and recreation and vacation programs. Furthermore, the settlement at- 
tacks community situations which cause anxiety and fear by organizing the people 
into house committees, block committees or around problems. In the process the 
settlement begins to open up lines of communication between neighbors. 

The settlement's concern is quite or nearly as broad as the World Health Organ- 
ization's definition of health: "Health is a state of complete physical, mental and 
social well-being and not merely the absence of disease or infirmity." Health 
parallels, to a large degree, the program for the prevention of mental illness as 
described by Dr. Samuel P. Oast, III, as embracing most of the resources of the 
community—medical, psychiatric, social, welfare and educational services which 
are geared to improving human conditions, alleviating distress and dysfunction. 
So the settlement with its multifunctioned system, concern and approach to the 
community can be thought of as reasonably central to the mental health of the 
community. 

This paper will detail and highlight examples of this approach in various cities 
throughout the country. 


DEALING WITH THE FAMILY FACED BY A RELOCATION CRISIS 


Harmon Putter 
Bureau of Social Services, New York City Department of Relocation 


There is a widespread feeling that family relocation due to urban renewal almost 


ies 
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always creates a crisis for families. Actual experience in New York City indicates 
that many families are accustomed to mobility in today's rapidly changing world. 
Their movement into standard apartments in private and public housing takes 
place with relatively little dislocation and with improvement in their housing con- 
ditions. The new neighborhood into which the family moves is frequently better 
than the old one. Unfortunately some must move into neighborhoods similar to 
the one they left. Some families need considerable assistance during the relocation 
process. 

For many of the aged who are long-time residents of the area, moving out of 
the community or even moving into a new building frequently represents a crisis. 
For many one-parent families, especially those from minority groups such as 
Negroes and Puerto Ricans, relocation precipitates a crisis. For the poverty- 
stricken family relocation often presents a major problem. 

In New York City a comprehensive program of social welfare services is being 
used in the West Side Urban Renewal Area to help resolve the problems of families 
who must relocate. A sociological and social work diagnostic survey of the families 
in the area was conducted by The City of New York through a private health and 
welfare firm under a special housing and home finance agency grant. 

Among other things this survey classified the household units according to 
their need for help. Group “A” required no assistance. Group "B" required help 
including some very brief, others short-term and others long-term assistance. This 
group is being served by the Department of Relocation social work staff, the Wel- 
fare Department special family counseling program staff and other city agencies 
and privately sponsored social services. They all are cooperating to provide social 
and psychological counseling, parent and homemaker education, child care, moving 
assistance (packing, unpacking, orientation to the new environment), employment 
services (job placement, guidance and training) and health services (mental and 
physical). 

Group “C” are those families having problems which are of so severe a char- 
acter that they would not respond to social services and need to be referred 
elsewhere, e.g., for narcotics addiction. This group represents a small portion of 
the caseload. 

Through a social work coordinator and by the use of a central control system 
the agencies work together in the best interest of the tenant. 

The physical plan for renewal includes 2500 units of low-cost housing, 1500 
New York City Housing Authority public housing units and 1000 skewed rental 
units in middle-income housing projects. Twenty per cent of all middle-income 
units in each building are being set aside at rentals equivalent to New York 
City Housing Authority rentals for those people in the area who may be inter- 
ested and eligible for the new housing to be built. Provision is being made for 
them to move into Stage II or III while Stage I is being rebuilt. 

The comprehensive plan of physical renewal and social rehabilitation appears 
to be eliminating the crisis for many families and alleviating the problems of the 
vast majority of the others. 
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PLANNING AND PROGRAMMING FOR HOMELESS MEN ON SKID ROW 


Morris Chase 
Department of Welfare, New York, New York 


Skid Row, the traditional “home” of homeless men, is a phenomenon common 
to most of our cities. The number of homeless men throughout the country has been 
variously estimated as 200,000 to 500,000. It is known that there are more than 
100,000 in the Skid Rows of 41 specific large cities and that there is an identifiable 
Skid Row with at least 500 homeless men in almost all of our 100 largest cities. 

There recently has developed a ferment of interest in Skid Row and its population. 
This interest was spurred by urban renewal programs undertaken or planned for 
the "downtown" or center sections of a number of cities. These sections often 
include important tax-producing business areas that have become run-down and 
have been slated for urban renewal. But in many of those localities, Skid Row is 
part of or contiguous with the downtown area. What, then, to do with Skid Row— 
the physical area and its population of homeless men? So the city planner has joined 
those who have been interested to varying degrees in the problems of homelessness, 
homeless men and Skid Row. The social worker, sociologist, physician, psychiatrist, 
psychologist, judge, police official, criminologist, business and residential neighbor 
of Skid Row should welcome the newly developed interest of the city planner. With 
his help impetus is being given to studying and dealing with the problems of the 
people, community and area which have been neglected too long. 1 

New York City has projected an urban renewal program for its Lower East Side 
which will include part of the Bowery (Skid Row) and in about five years eliminate. 

"approximately half of the lodging houses where the homeless live. Independent 
of (but in harmony with) this action there was established about a year ago & 
municipal, interdepartmental program to take a fresh look at the problems of the 
Bowery population and area in order to bring about whatever improvement and 
changes are possible. That program, known as Operation Bowery, was conceived 
as an action-research project to deal with the neglected human problems of the 
Bowery's homeless population and with the cooperation of appropriate agencies to 
advance the improvement and restoration of the Bowery area. 


This paper will address itself to those measures that have to be taken to realize 
the latter goals. 


HELPING DISADVANTAGED FAMILIES LEARN TO HELP THEMSELVES 


Alice R. McCabe and Doris W. Decorato 
Community Service Society of New York, New York 


This paper will be based on a four-year (1960 to the present) experiment in a 
geographically limited, disadvantaged area in East Harlem conducted by the Com 
munity Service Society in learning to help the community help itself. Since housing 
was a major concern in this particular area, the improvement of housing through 
code enforcement was used as a point of entry to other problems of concern. The 
program originally was undertaken as a venture between a voluntary agency (uim 
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a demonstration-research office already located in the area) and the City of New 
York Neighborhood Conservation Program. The latter was initiated under the 
direction of the Mayor's Assistant in Housing but subsequently was transferred to 
its present administrative locale, the Housing and Redevelopment Board of the 
City of New York. 

From the onset, it was hoped that this demonstration-research project could be 
expanded. The project involved a 16-square block area, consisting essentially of 
privately-owned and owner-occupied, and new- and *old"-law multiple dwellings 
(the latter built no later than 1901). For the most part these dwellings were es- 
sentially structurally sound, but in many instances they were deteriorating. How- 
ever, the inability to obtain a sufficiently large foundation grant or adequate public 
moneys (which required city and state approval) resulted in an experimental 
program confined to eight blocks. This area included one square block, the “pilot” 
block, upon which much of our learning took place, and four additional blocks (two 
facing sides of the street). 

Small as the project has been, however, it has seemed to illustrate certain 
theoretical concepts upon which an expanded program, with certain “after-look” 
adaptations could rest since they deserve more thorough testing. The project has 
illustrated a possible model (diagnostic and service approaches) upon which such 
a program best could succeed; has illuminated the assets and weaknesses of a co- 
operative program with certain public authorities, and has revealed the kinds of 
staff qualifications, roles and controls which such a program would seem to require. 

The transposition and adaptation of knowledge of individual and small group 
dynamics toward the aim of enabling larger groups within the community to help 
themselves will be described from a theoretical standpoint. Examples of certain 
aspects of the group process and its stages will be given. Our particular program 
was directed not only to the tenants and landlords in the area, but to the coordina- 
tion and provision of leadership and direction to the city's municipal services 
assigned to give priority to the area. An attempt will be made to characterize those 
factors which entered into the selection of the major groups towards whom the pro- 
gram was addressed and to identify some of the characteristics of the indigenous 
leadership required, the quality and varying levels of this leadership's functioning. 

Most of all it is hoped this project will establish the absolute necessity of a 
high quality of objective, scientific research in the area of the relationship between 
deteriorating physical and social conditions of neighborhoods, the attitudes of the 
people who live in them, and the most effective and economical ways of reversing 


downward trends. 


Panel No. 109: Identification and Treatment of 
Mentally Retarded Children 
Chairman: Earl A. Loomis 


IDENTIFICATION AND TREATMENT OF EMOTIONAL PROBLEMS IN 
A MULTI-DISCIPLINARY CLINIC FOR MENTALLY RETARDED 
CHILDREN 
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Howard J. Klapman and Evadean M. Watts 
Illinois State Pediatric Institute, Chicago, Illinois 


This paper deals with a process developed at the Illinois State Pediatric Institute 
for working with emotional problems in families with a retarded child. It is based 
on a premise (developed through surveying our outpatient case material) that 
parents who bring a child for an evaluation are asking for help with family problems 
that may be centrally or peripherally related to the child's retardation. 

Our attempt was to make the evaluation process therapeutic as well as diagnostic. 
This was accomplished by fostering an institutional transference. 


The family first was seen by the pediatrician, and a pediatrician-mother relation- i 


ship was fostered. The parents then were interviewed by the social worker. They 
were encouraged to explore their own feelings about the child and to discuss their 
family experiences. The social worker then tended to be the special counselor for 
the family throughout the evaluation process. As the parents proceeded through the 
evaluation process, they were exposed to some of the strengths and liabilities of 
their children. For example, when the Vineland Scale was administered by the 
psychologist, they were asked to take stock of what their child could or could not 
do. In the psychiatric interview certain emotional problems were identified and at 
times were interpreted to the family. At the completion of all interviews and tests 
a general staff meeting was held. At this time a decision was made regarding 
diagnosis and recommendations. Sometimes this involved school placement, psycho- 
therapy for the child or parents or placement of the child away from home. One 
factor in the decision was the response of the parents to the therapeutic aspects of the 
clinic process since to some extent this tested out how well the family might do in 
more formal therapeutic processes. The parents were encouraged to call the doctor 
or social worker, thus allowing them to continue their supportive relationship with 
clinic staff. 

¢ A total of 38 cases was surveyed. All of these cases received counseling and emo- 
tional support. In seven cases special programs were available for extensive inpatient 
or outpatient psychotherapeutic work with children and their families at the 
Pediatric Institute. In many cases concrete advice could be given regarding child- 
rearing and family problems. 

In one case a mother who was discovered to be a potential suicide was referred 
to an adult psychiatric facility. In several families where marital discord was dis- 
covered, it was handled in a family counseling situation. 

In summary, we see that both for diagnostic and treatment purposes it is advisable 


to foster a family therapeutic process during th CEREREM ton of 
retarded child. P g the multidisciplinary evaluation 


EARLY IDENTIFICATION OF MILDLY RETARDED CHILDREN 
Sonya G. Oppenheimer 
Mental Development Center, Western Reserve University, Cleveland, Ohio i 
The purpose of this paper is to present the prelimi i itudinal 
arpose is pay preliminary findings of a longitudin 
study entitled “Identification of Mild Retardation in the First Three Years of Life.” 
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The importance of early detection is obvious when mental tetardation has an 
organic cause which is amenable to treatment. The value of early recognition is 
not clear in those instances of mental handicap where there is no physical treat- 
ment. 

In order to understand better the developmental difficulties of retarded chil- 
dren and the adjustment which parents must make to handle these differences at 
an early age, a continuous study of children who showed delayed motor, social and 
language development in the first three years of life was undertaken. The study 
had three aims: (1) to determine at what age and by what developmental signs 
one can detect mild forms of retardation in the absence of specific physical signs, 
(2) to collect longitudinal information about these children and (3) to delineate 
special problems in rearing the slow child and to see if there is any way of help- 
ing with these problems. 

Letters were sent to physicians in the community requesting their assistance in 
referring young children who fit the project description. Participation in the project 
involved (1) initial diagnostic evaluation, (2) periodic developmental examination 
of the child (using the Cattell Test or Stanford-Binet) and (3) counseling for the 
patents. 

The private physician in no way relinquished his role in the medical care of the 
patient. 

In 18 months a total of 97 children was referred. Evaluations have been com- 
pleted on 66 of these cases. IQs ranged as follows: below 50 IQ—20; 50 to 84 IQ— 
35; above 84 IO—11. 

The following information concerns the 35 in the 50-84 IQ group. In five the 
etiology was definite (1 mongol, 1 PKU, 3 C.P.s). Fourteen had a suspicious birth 
or neonatal history which is sometimes associated with retardation; these cases had 
no obvious physical stigmata. Fifteen children were younger than 20 months, and 
20 were older than 20 months at the time of referral. A recent screening project 
for mental retardation in a pediatric clinic by the same project team showed that 
6.59 per cent of the under-three population had IQs in the 50-84 range. This 
group of 26 children is now being incorporated into the current study, bringing 
the total to 61. 

The results to date indicate that it is possible to locate mildly retarded children 
under three years of age even in the absence of definite medical disease. This can 
be done only with energetic detection programs which alert the pediatrician to these 
problems in his private practice and in outpatient pediatric clinics. The period of 
follow-up is still too short to permit any statements as to the permanence or degree 
of handicap in these cases of mild retardation that were diagnosed early. 

The next immediate problem is what to do after early detection. The following 
patterns of parent guidance are emerging: 

Diagnostically-oriented guidance for parents of children under two years of age 
who recognize that something is wrong. These parents usually are adequate to the 
task of rearing a normal child but are confused and bewildered when faced with a 
child who is conspicuously slower. 

Family-oriented guidance for parents who are not aware of the child’s develop- 
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mental problems because of their own inadequacy, preoccupations, depressions or 
whatever. These parents usually come from clinic populations and do not seek help 
of their own accord. 

Child-oriented guidance for parents of retarded children in the school range be- 
tween two and four years. Hopefully, the experience with the child and his parents 
in the first two years provides a relationship with the parents and a basis for under- 
standing the child. 


PSYCHIATRIC ASPECTS OF MENTAL RETARDATION 
IN THE UNDER-EIGHT AGE GROUP 


Frank J. Menolascino 
Nebraska Psychiatric Institute, Omaha, Nebraska 


The psychiatric findings of a five-year (1958-1963) pilot project for the evalua- 
tion of young children referred because of suspected mental retardation are re- 
viewed. A clinical team (social worker, pediatrician, psychiatrist, psychologist and 
neurologist) evaluated each child. Associated laboratory evaluations (EEG, radio- 
graph of skull, chest and wrists [bone age], blood and urine screenings, etc.) were 
routinely obtained. During a case conference with all members of the clinical team 
present the diagnostic and treatment parameters were delineated. Whenever @ 
“thorny” diagnostic impasse was reached, a period of inpatient care on our Child 
Psychiatry Service or further reevaluation (after a period of time) was accom- 
plished. A total of 616 children from ages of seven days to eight years was examined 
during this five-year period. 

It was the consensus of our clinical staff that 191 of these children displayed a 
degree and type(s) of emotional disturbance to warrant a formal psychiatric diag- 
nosis (A.P.A. nomenclature). 

Analysis of this group of emotionally disturbed children revealed two distinct 
groups: (1) 151 of them displayed mental retardation and an emotional disturb- 
ance and (2) the remaining 40 children had primary emotional disturbances with- 
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support the emerging confluence of the clinical fields of mental retardation and 
child psychiatry. 

In summary the frequency and types of psychiatric problems noted in a sample 
of 616 young children who were referred as possible mental retardates is reviewed. 
The value of full clinical team evaluation of these children, so that the psychiatric 
findings can be viewed as part of the total presenting clinical gestalten, is under- 
scored, The treatment considerations are discussed in regard to the special problems 
that these children and their parents present to the clincial team. The relatively high 
incidence of primary emotional disturbances (6.6 per cent) suggests that further 
planning in the realm of outpatient mental retardation clinics should routinely 
contain provisions for psychiatric assessment of the child. 


Panel No. 110: Special Problems of Mothers Whose 
Children Are in Treatment 
Chairman: Goldie R. Scherberg 


OBSERVATION OF SEVEN FAMILIES WITH ONE OR MORE PHENYL- 
KETONURIC CHILDREN UNDER TREATMENT 


Imogene W. Smith 
School of Social Work, University of Wisconsin, Madison, Wisconsin 


The effect of diagnosis and treatment of nine phenylketonuric children upon the 
social interaction of their seven familes was observed. They were intact nuclear 
family groups living in Wisconsin. Size varied from two to six children. They were 
relatively stable groups emotionally and socially in middle and upper classes. Five 
of the children had been treated with the phenylalanine-low diet from the ages of 
three to six weeks, four had been treated since the ages of one to two years. Certain 
commonalities as well as differences were found in the behaviors and feeling among 
the seven families. The observation raises speculative questions relative to the 
emotional and social development of PKU children and the quality of the family 
interaction. 

Methods used to obtain data were (1) five to seven hours of clinical interviews 
with parents and (2) visiting the homes and eating one meal with the family units. 
A regular schedule was followed to record data, but the home and clinic interviews 
were unstructured. One experienced social worker was the observer and reporter. 
Data consisted of detailed descriptions of the following: family social situation 
including names, ages of parents, siblings and important extended family members; 
home and neighborhood; physical appearance and social history of all family mem- 
bers; social worker's impression of family interaction; developmental history of the 
PKU child; how, where and when the PKU child ate each meal; parents’ and sib- 
lings’ attitudes toward both PKU and mental retardation based on verbal and 
nonverbal expression; and family reactions toward the treatment process of PKU. 

Common reactions among the seven families were approval that both parents 
share genetic responsibility, reluctance to have more children, stressful struggles to 
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coax and/or make the PKU child eat the phenylalanine-low diet which is considered 
to be repulsive, the expressed wish of parents to feed normal food to the afflicted 
child, anxiety about future development of the PKU child, concern of parents 
relative to high cost and inconvenience of treatment, and consideration of the PKU 
child as grossly different from others. 

Differences observed were in the areas of specific arrangement and management 
of the feeding of the family and PKU child, expression of feeling in reaction to PKU 
condition and acceptance of mental retardation. 

Questions raised as a result of these observations are concerned with self-concept 
of the PKU child, the parent-child relationship and the impact of the afflicted child 
and his problems on the total family. The possibility is raised that the treated child's 
oral development may be disrupted or inhibited by the treatment. 

The manner and quality of the care of a phenylketonuric child in a family seems 
to be reflective of the way in which most life situations are usualy met by the parents. 
However, the phenylketonuria and the burden which treatment imposes on the 
parents at home accentuate the existing strengths and weaknesses within the family. 

The life-giving diet presents unique problems in rearing PKU children. There is 
need to consider the emotional-social components in treatment as they relate to 
family relationships and to the total development of the phenylketonuric child. 


THE EFFECTS OF THE CHILD'S DEFICIENCY ON THE MOTHER: À 
STUDY OF MOTHERS OF MENTALLY RETARDED, CHRONICALLY 
ILL AND NEUROTIC CHILDREN 


S. Thomas Cummings, Helen C. Bayley and Herbert E. Rie 
University of Chicago, Chicago, Illinois 


Observations from a variety of sources agree that the psychological life space of 
parents is profoundly affected by the attributes of their children. This has become 
especially apparent to clinical practitioners who work with the parents of children 
who have various deficiency conditions which limit their adaptive functioning. 7 
Although each parent's pattern of response to a state of nonnormality in his child 4 
is in a sense unique, all parents of deficient children share to some extent similat 
feelings of object loss and intense frustration as a result of having a deficient child. 
Determining the parameters of parental response patterns to various deficiency 
States in children can yield useful data to the individual practitioner who deals with 
family problems and to the planner of public health services. 

The study reported here attempts to determine the psychological effects upon 
mothers of having a child who is deficient in some major attribute contributing fO 
adaptive functioning, e.g, intellectual functioning, physical health and/or affect 
modulation. Our sample consists of 240 mothers with each of our deficiency groups 
(mentally retarded, chronically ill and neurotic) and our healthy control group 
containing 60 mothers. In addition to the comparisons of the personality variables 
of these mothers of deficient children with those of a healthy control sample, the 
design permits the comparison of a group of mothers whose behavior has presumably 
contributed to the nature of their child's deficiency (neurotic group) with two groups 
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of mothers (of the mentally retarded and chronically ill children) whose behavior 
presumably has not. The research design controlled for age and sex of child and 
family socioeconomic status. All mothers were members of intact families and were 
multiparae with at least one healthy child. Four instruments provided the measure- 
ments of the maternal personality variables: two projective tests (sentence com- 
pletions, family drawings) and two attitude questionnaires (self attitudes, child- 
rearing attitudes). The 13 central personality variables measured were divided into 
four ad hoc trait clusters; Dysphoric Affects, Feeling of Adequacy, Interpersonal 
Satisfactions and Child-Rearing Attitudes. 

Results of the study tended to confirm the common clinical observation that 
having a deficient child is a stressful experience for the mothers of such children, 
no matter what the nature of the child's deficiency condition. Substantial differences 
among the three deficiency groups in the traits measured did obtain, however. The 
mothers of the chronically ill children were most similar psychologically to the 
mothers of the healthy control children. The mothers of the neurotic children were 
least similar. The mothers of the mentally retarded children occupied an inter- 
mediate position. Discussion of the results is within the framework of the effects 
of the vicissitudes of parental experience on parental caretaking competence. 


THE COLLABORATIVE CASE WORK PROCESS WITH MOTHERS OF 
DEPRESSED CHILDREN 


Miriam C. Campbell 
Reiss-Davis Clinic for Child Guidance, Los Angeles, California 


Out of direct clinical experience with 10 mothers of depressed children certain 
common personality and family dynamics were repeatedly evident. These women 
can be described as orally dependent women seeking their source of strength and 
self-esteem from sources outside themselves. They have been able to provide im- 
portant nurture and love in the early years of the child's life, but the child's move- 
ments toward individuation create problems for these women in continuing to carry 
a helpful mothering role. 

These mothers enjoy the early years of mothering and if the child is not exces- 
sively demanding and is responsive, he receives warmth in return. In many instances, 
some continuing growth needs are not denied by mother, for frequently the child 
learns too well what she needs to preserve her own good feelings and is ready to 
supply this in return for mother's approval and affection. Surprisingly, too, these 
children are sometimes allowed a great deal of freedom in their expression of feeling 
so long as hostility is directed away from mother. 

Extreme confusion arises for them when the child is in a depressed state, making 
them feel totally helpless and threatened by the child's changing moods and frequent 
accusations. At these times not only do the child's feelings and behavior appear 
circular in quality, but the entire family response carries its own circular movement. 
Frustration, anger, guilt and helplessness seem to prevail in their futile attempts to 
dispel the child's depression and its potential “contagion.” 

The problem of casework treatment for these parents is a difficult one. Added 
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to the feeling of helplessness are the confusing signals of the depressed child and his 
constant and alternate blaming of self and mother. In applying to a child guidance 
clinic for help out of concern and confusion, the mother recognizes intellectually 
that the greater need at this time is for the child. However, her own dependence ^ 
upon others plus the inability to reestablish an old, at least superficially affectionate 
response from the child recreates a sibling rivalry situation focused upon the thera- 
pist and caseworker. Many fears and anxieties are stirred. Each step of the process 
of applying, understanding the reason for help and helping the child to be ready for - 
this experience calls for more strength than the mother feels she has and reactivates 
all of her patterns of helplessness as her mode of securing support and emotional 
sustenance, 

The author will illustrate by the parallel parent-and-child treatment process the 
potentials of helping these women gain self-esteem through their growing capacity 
to carry their role as mother. Emphasis will be placed upon the nature of the rela- 
tionship experience with the caseworker focused upon the changing needs, behavior, ” 
demands and emotional responses of the child during the course of his own therapy. 


Panel No. I 11: The Neurotic and Delinquent Child— 
Assessment and Treatment 
Chairman: Donald W. Cole 


TRANSFERENCE AND COUNTERTRANSFERENCE IN NEUROTIC, 
DELINQUENT AND PSYCHOTIC CHILDREN 


Irving Kaufman and Lora Heims Tessman 
The Center for Child and Family Study, Inc., Newtonville, Massachusetts 


Transference and countertransference interactions with neurotic, delinquent and 
psychotic children are compared and contrasted. Observations are derived from 
clinical experience with children seen for diagnosis and treatment in outpatient, 
child guidance Clinic, private practice, day-care and hospital settings. 

Neurotic, delinquent and psychotic children can be differentiated from each other 
by their thought content, nature of their anxiety and patterns of relationship a$ 
well as by the ego's way of perceiving and dealing with transference phenomena, 
The countertransference reactions for each of these syndromes will be discussed. 

Neurotic children verbalize or play out their perceptions of the therapist-patient 
relationship expressing taboo impulses. They attempt to make the therapist behave 


in accordance with these wishes. They can be helped t i iscrepancy 
between the transference image and EN eus to gat 


s the reality behavior of the therapist, to gain ego 
mastery over their conflicts. Clarification of transference patterns frequently evoke 
memories regarding similar patterns with family members. 

; Freue neurotic children tend to use play materials imaginatively, this may be 
oes ere There is danger of getting so intrigued in pursuing the 
ee belting ay that one may lose sight of the need to use the material fot 
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Delinquent children with an impluse-ridden character disorder do not demon- 
strate a classical transference neurosis. The delinquents do not use an observing ego 
to deal with transference. Instead they act out reacting as though the therapist 
actually would desert and disappoint them. Ambivalent wishes for restitution and 
fear of abandonment frequently lead them to act out by breaking appointments or 
being nonresponsive during interviews. Wishes for the therapist to be omnipotent in 
order to meet the delinquent children's needs and control their impulses may stim- 
ulate the therapist's omnipotent fantasies. Difficulty in treating delinquent children 
often creates a feeling of rejection, frustration, anger and helplessness in the thera- 
pist. The delinquent children's impulsivity may be either a threat or a temptation 
to the therapist and may lead to over-punitive or over-permissive countertrans- 
ference reactions. y 

Psychotic children, also unable to establish a transference neurosis, react to 
their therapist with the intense wish for closeness and simultaneous fear that it will 
lead to engulfment or destruction. The therapists, in the minds of these children, 
may become the embodiment of their symbolic thinking; and the children may react 
as though the therapists were the projected impulses rather than persons. 

Psychotic children create the widest range of countertransference patterns; these 
patterns range from a sense of fostering the growth of a personality to frustration 
at a sense of being excluded. There is often a wish to nurture the children, who can 
accept nurturance only slowly. The therapist may feel bombarded and drained by 
these children's enormous needs. Disappointment in the slow progress of therapy 
and a feeling of aimlessness may be an empathic response to what the children are 
feeling. 


THE ASSESSMENT OF INTERPERSONAL RELATIONS FOR EFFECTIVE 
TREATMENT OF ACTING-OUT PEOPLE AND/OR THEIR 
NONSYMPTOMATIC RELATIVES 


Howard Wolff and Eileen Bloom 
State Department of Mental Health, Chicago, Illinois 


Panel 112: Meaning of Parental Death or Illness for Children 
Chairman: Robert M. Dorn 


STUDIES OF THE SIGNIFICANCE OF DEATH OF A PARENT FOR 
YOUNG CHILDREN—A PRELIMINARY REPORT 


Phillip H. Gates 4 
The James Jackson Putman Children's Center, Boston, Massachusetts 


A. body of evidence is accumulating in support of the hypothesis that death of a 
parent in childhood may contribute a major factor to the etiology of adult psycho- 
pathology. However, most of existing knowledge about the reactions of children 
to loss of a parent has involved other kinds of losses than death, or has involved the 
fantasy of death in contrast to the actuality. Much knowledge also has been derived 
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from children who developed severe enough problems to bring them into a treat- 
ment situation. 

The study reported in this preliminary paper is of an attempt to learn more of 
what may be expected of a young child in the event of death of a parent. The data 
is derived from weekly observations extended to at least two years of a group of pre- 
school and young school-age children, who we believe would not have come for 
psychotherapy, and for whom we believed at the time of initial evaluation that” 
psychotherapy was not indicated. 

Discussion will be of questions focussed on the methods of obtaining and evaluat- 
ing the information from the children, the responses of the surviving parents who 
also came for weekly interviews, the scope of further work and the significance, 
Many factors appear to contribute to the adaptation of the child to the loss. Among 
the factors are the nature of the family ties, whether it is loss of father or of mother, 
how the child is aided, not only in grieving, but also in expression of resentment of 
the loss, and how replacement or substitution is made for the loss. 


A CLINICAL STUDY OF SOME ASPECTS OF THE PSYCHOLOGICAL 
IMPACT OF PARENT SUICIDE UPON CHILDREN 


Albert C. Cain 

University of Michigan Medical Center, Ann Arbor, Michigan 

Irene Fast 

San Fernando Valley Child Guidance Clinic, Sherman Oaks, California 


Amidst increasing investigations into suicide one element of the psychopathology 
of suicide remains relatively neglected: the impact of parent suicide upon children: 
This investigation, exploring some facets (especially distortions of guilt and com- 
munication) of disturbed childhood reactions to parent suicide, involved clinical 
study of more than 40 disturbed children, ages 4 to 14, in whose psychopathology 
the suicide of a parent played a prominent role. The data, composed of both cut 
rent cases and closed files from inpatient and outpatient psychiatric settings 
ranged in nature from diagnostic evaluations to the full materials from prolonged, 
mtensiye outpatient psychotherapy and inpatient treatment. 

EN data often revealed these children's extensive involvement in events 
surrounding the suicide. Among the precipitants of the suicides were children’s 
misbehavior or fierce family arguments about the children; children had been 
assigned to watch over and warn of an imminent suicidal attempt; children had 
unwittingly witnessed or assisted in preparations for the suicide; children discove 
the suicide while he was still barely alive, etc. 

Regarding the impact of the suicide, the children’s reactions were in many 
ways highly individual. By no means was the totality (in some instances even the 
in portion) of these children's psychopathology attributable to the impact of 

e suicide and related events triggered by it. In most cases there was noteworthy 
longstanding disturbance visible in the parent-child relationship. 

; Nevertheless, the degree of disturbance seen in these children was quite strik- 
ing. The children revealed numerous signs of reactive disturbance immediately 
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following the suicide. The disturbances seen at the time of psychiatric referral 
ranged broadly and included psychoses, neurotic and characterological conditions, 
psychosomatic disorders, etc. The presence of a significant number of manifest 
depressive states is in sharp contrast to emphasis in the psychiatric literature upon 
the absence of “classical” depressions in childhood. 

One striking aspect of these children's disturbance was the severity of their 
guilt: this took many forms: depression, masochistic character formation, guilt- 
laden obsessive ideation, externalization of a harsh superego, self-destructiveness, 
reactive ultra-goodness. The sources and foci of such guilts included: the per- 
ceived fulfillment of pre-existing hostile wishes toward the suicided parent; the 
pre-suicide depressive parents earlier expertness at constantly inducing guilt; 
previous warnings that the child mustn't upset the obviously disturbed parent lest 
something terrible happen; the child's exasperated wishes, after repeated parental 
suicide gestures and threats, that “he go ahead and do it"; widespread confusion of 
precipitants with causes; guilts related to the suicidal act itself; etc. 

Such guilts were intricately intertwined with and in the service of other, earlier 
guilts; they also were interwoven with the guilt-suffused later interactions of the 
child and the surviving parent. Stemming in part from these guilts, a near-total 
avoidance and distortion of communication about the suicide between the surviv- 
ing children and parent was found, wherein the children clearly received the 
parental message or even threat that they must not know about the suicide. The 
child is often told that the death was by illness or accident; the parent moves to 
another community where others “don’t know"; servants who know of the suicide 
are discharged, and knowing relatives or coworkers are avoided. The parent is 
genuinely convinced the child knows nothing of the suicide, yet the child often 
knows the most intimate details of the suicide. For the child, knowing and com- 
municating become dangerous; his own projective distortions spring to the 
fore; he vacillates between grossly contradictory alternative beliefs and fantasies 
about his parent’s death with specific constellations of defenses often forming 
around each of these fantasies. 


HOSPITALIZATION OF A PARENT FOR MENTAL ILLNESS— 
A CRISIS FOR CHILDREN 


Elizabeth P. Rice and Sylvia G. Krakow 
Harvard School of Public Health, Boston, Massachusetts 


The paper summarizes a study of the child-care needs of 243 children of 99 
parents hospitalized for mental illness. The study included the organized participa- 
tion of health and social services in two areas to determine the effectiveness of 
agency intervention of hospital-community coordination in affecting adequate child 
care. 

Patients admitted to one state mental hospital serving 15 cities or towns were 
selected for the study if they had children at home under 18 years of age. Research 
interviews to secure data on the adequacy of child care and the prevalence of 


family problems were carried out immediately after admission, three months, 
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and a year later in the home where the children were cared for. Disruptions in 
parental care; sibling and peer relationships; and home, neighborhood and school 
stability were measured. School and agency reports supplemented the data. 

The families were divided by towns into demonstration and control subjects. 
In the two demonstration cities, committees representative of the social and 
health agencies therein were formed to provide immediate and continuous serv- 
ices during the year of the study. The study did not influence the services provided 
in the control committees. Comparisons between the two groups were made with 


respect to child care plans, existence and severity of problems and the use of 
services. 


To summarize partial findings: 
1. Three-fourths of the ill parents were mothers; therefore there was a disturb- 
ance in child care. 


2. More than half of the children were of school age, but a quarter were under 
three years. 


than older children. There were fewer separations from home after the first 
three months of the parent's illness and many fewer at the end of the year 


4. Problems of child care and family needs were identified more often in 


i ilies; there were still some j 
control families. A mean ue 


Fewer children with school problems (36 per cent) were reported by the 
Schools in the demonstration Broup; in the control group there was 41 per 
cent. The problems of children were being treated in 50 per cent of p 
demonstration group, but in only 25 per cent of the control group. On " 
each group left school. Problems were reported by the public schools ron ai 
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age periods, but the greatest concentration of children with problems was in 
the age groups 11 to 15 years and in the eighth year. 


The study shows that the hospitalization of a parent, especially the mother, 
creates problems in the adequacy of child care, and that community services can 
be effective in reducing these hazards to children. The study showed that in 
order to bring services to families in need it is necessary to have a method of 
identifying patients who have children; to establish a system of referring such 
families to community services which agree to provide the help; to ensure a close 
and continuing coordination between hospital and community agencies, and to 
provide continuity of agency services during hospitalization, after the parent is 
discharged and again if the parent is readmitted. 


. Panel No. 113: Broadened Clinic Team 
Chairman: George C. Katz 


THE HUMAN ACTUALIZATION TEAM: THE PERSPECTIVE OF 
CONTRACT PSYCHOLOGY 


Stephen Pratt and Jay T. Tooley 
State Hospital, Larned, Kansas 


A comprehensive, radical reconceptualization of traditional clinical team models 
is proposed, and the concept of the human actualization team is introduced. It is 
based on a new "contract psychology" conceptualization of the team vis-à-vis 
psychological disorders, social-group theory and the social contract. Epistemology 
determines practice, and there are as many kinds of teams as there are concepts 
or derivative models after which they are patterned. Models for psychological 
disorders are derived from models of man; “contract psychology" is contrasted 
with models that dehumanize and demoralize man. It involves delineation of 
contract spheres of living, personality as contract system, and psychological dis- 
orders as personal-social, contract-system disorders. Four basic categories of 
contract disorder are characterized by contract crises, contract conflict, distorted 
or antisocial contracts and immature contract-system development. The human 
actualization team is designed for intervention through the actualizing-corrective 
transactional field. 

The team contract defines team structure, functioning (operational transac- 
tions) and goals. There must be different kinds of team contracts for different 
purposes. The contract may be authoritarian, laissez-faire or democratic. Contract 
conditions and their consequences are analyzed as means and ends. Team con- 
tracts provide for different kinds of leadership: monocratic or distributive leader- + 
ship; authentic leadership status as earned, instrumental leadership (and authority) 
as against position or discipline-derived leadership; instrumental (task-adequate) 
leadership as contrasted with institutional (professional-traditional). 

Team organization-disorganization is analysed from a two-factor perspective 
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emphasizing both “communications” theory and “conflict-of-interest” theory. In- 
herent are questions of professional imperialism and professional politics (who 
governs ‘whom) of the unique-role ploy and the holistic-organismic gambit, of 
“role complementarity” and “organizational equilibrium.” 

Team contracts reflect professional specialization with fractionation (as against 
integration) of agencies, professional roles, clients and personality. Training 
must develop a problem-oriented “specialist-generalist,” a collaborative specialist 
Within a generalist context, rather than specialists and generalists set against 7 
each other. 

Consideration of team contracts extends to the negotiation of team-client con- 
tracts: Who does what to, for or with whom. How, where, when and why? What 
Toles, settings? And who are the real clients or beneficiaries—the gatekeepers, ^ 
the organizational hierarchy or the troublesome or troubled people? Too many 
teams today are Gurkha mercenaries game for any game, servants of status quo, 
accepting institutional value systems as sacrosanct givens. But public mandates can 
be given or rescinded. What does the public really want? Questions of responsibility 
and accountability can only be resolved through renegotiation of team-professional- 
client-public contracts. When the team becomes a change agent, service becomes 
an integral aspect of action-research through social action. 

Training to make the team raises the question of how to make out—through 
trained incapacity or authentic (instrumental ) competence. For professions in 
transition, does technological obsolescence reflect “cultural lag” or professional 
politics? Is the “mental health” manpower shortage a myth—invented through an 
artificial economy of scarcity, sustained through “structural unemployment” and 
Building the guild. Mislabelled mental hospitals, for instance, could be totally 


ons and personality, 
cies, with other pro- 
vels of organization. 


| anc ; encourages reciprocity, mutuality, coresearcher roles, 
and coactualization, rather than agent-object "adjustment"; Works to develop 


authentic individual and Social competence in the major contract-spheres of liy- 
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THE TREATMENT TEAM IN THE INSTUTIONAL SETTING» 


Leonardo Garcia-Bunuel and Gregorio Kort 
Colorado State Hospital, Pueblo, Colorado 


What is the ideal size of the treatment team? What should be its membership? 
Who should be its leader if, indeed, a leader is needed? 

Team efficiency decreases in direct proportion to its size, irrespective of the 
degree of competence of its individual members. 

Team membership is determined by a set of preconceptions dictated by the 
total organization within which the team operates. Thus, the dynamics of team 
formation, the very "biochemistry" of teams, vary considerably from teams operat- 
ing in state mental hospitals to those in university psychiatric departments, city- 
or county-operated mental health clinics, and so on. 

Usually the team leader is the psychiatrist. Otherwise, a social worker, a 
psychologist or a nurse will be appointed to the job. Professionals have a high 
degree of geographical mobility determined by the degree of their presumed skills 
and the demand for such skills in the world at large. 

The actual and potential mobility of the low-skilled, low-income members of 
the team is, on the other hand, very limited. If the team's main virtue is that of 
providing continuity of care, one wonders how wise it is to choose the team leaders 
from its most transient group. 

The incorporation of new members into the team, particularly in leadership 
roles, may provoke serious allergic reactions. Immunity may eventually develop. 
A “good” team may go even further. It will be able to modify the intruder’s body 
and soul chemistry and succeed in incorporating him into the total organism. 

A team working in a state hospital is handicapped by the impossibility of main- 
taining continuity of relationships with the team members themselves and the 
patients entrusted to team care. Patients are transferred from service to service 
within the institution as their behavior and prognosis is felt to undergo changes. 
So are team members as they are promoted, demoted or moved elsewhere in the 
institution where they are less trouble for the administration. Thus, we have acute 
psychiatrists, chronic social workers, untidy psychologists, disturbed nurses, much 
in the same fashion as we have all those different patient categories. 

The state hospital must do everything possible to prevent the transfer of patients 
and staff from one “service” to another. The recent implementation of the concept 
of geographic decentralization in some state hospitals represents a very significant 
advance in this respect. 

The team tends to reflect the political structure of the society in whose midst 
its existence is tolerated. The “team concept” has emerged in democratic societies 
and in many respects this may be the outstanding Anglo-Saxon contribution to 
psychiatry. In state institutions the tendency towards benevolent paternalism or 
outright autocracy is very pronounced. In such cases teams can survive only by 
passive compliance, gradual subversion or open revolt. Thus, the team is forced 
to focus not only on its subjects, the patients, but also upon its masters, the “cen- 


tral administration.” 
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Is the psychiatric team the result of a need to modify behavior in its subjects 
or is it an attempt at modifying the existing social or institutional order which is 
seen as pathogenetic? 


THE BROADENED CLINIC TEAM: NURSING MEETS THE CHALLENGE 
OF OUR TIMES 


Cecelia R. Lediger 
Nursing Service for Research, Veterans Administration Hospital, Minneapolis, 
Minnesota 


Professions concerned with the care of the mentally ill and mentally retarded 
constantly redefine the roles and functions of the practitioner in their area of prac- 
tice. Although the roles and functions of nursing have never been denied by the 
other professions, in many instances nurses rights’ to define and redefine these 
have been quietly ignored. The nursing profession, particularly that small segment 
concerned with the problems of mental illness and mental retardation, is aware 
of its commitment. It is also aware of its great responsibility to provide nursing 
services worthy of this commitment. 

As the clinical team is being broadened, each team member must bring to it 
his expertness in his area of knowledge. Nursing like any other of the health 
professions does not claim that every nurse practitioner has expertness in all 
areas of nursing. To help achieve expertness in different areas of their profession 
the nurses are taking the following steps: 


l.In 1960 following years of study by the Committee on Current and 
Long-Term Goals of the American Nurses Association, Goal Three was 
adopted for study. It reads: “To insure that within the next 20 to 30 years 
the education basic to the practice of nursing on a professional level for 
those who then enter the field shall be secured in a program that provides 
the intellectual, technical and cultural components of both a professional 
and liberal education. Toward this end the ANA shall promote the baccalau- 
reate program so that in due course it becomes the basic educational founda- 
tion for professional nursing." 

Because of subsequent legislation change is occurring more rapidly than 
anticipated. A core of individuals prepared in colleges and universities is 
receiving baccalaureate education in nursing upon which graduate study 
can prosper. 

2. The development of programs in psychiatric nu 
of recognized universities to prepare clinical speciali 
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4. The development of the two-year community college programs to prepare 
graduates for licensure as R.N.s who can give technical nursing care. 

5. Increased emphasis upon nursing research, particularly clinical research, to 
strengthen the scientific base upon which expert practice rests. 

6. Greater use of clinical nursing specialists in developing inservice education 
programs for nursing personnel in large institutions for care of the mentally 
ill and the retarded. Use of nursing consultants is becoming part of standard 
planning for patient care. 


BROADENING COLLABORATION: PROSPECTS FOR SOCIAL SERVICE 


Stanley J. Sterling 
New York School of Social Work, Columbia University, New York, New York 


Panel No. 114: Treatment Approaches to the Alcoholic 
Chairman: Virginia Long 
A STUDY IN FAMILY PATTERNS OF ALCOHOLIC MARRIAGES 


Mary A. Mally 
Saint Francis Alcoholic Research Center, Pittsburgh, Pennsylvania 


Alcoholism is one of the major public health problems in the country. Because 
there usually is a family history of it, some investigators deem it to be a hereditary 
problem of a biochemical nature. Others are impressed with its importance as an 
integral part of certain disturbed and turbulent marriages. They consider the 
alcoholism to be a symptom of emotional problems both in the marital partners 
and in their marriage. This paper adheres to this point of view and deals with the 
patterning of family life when one parent, usually the father, is an alcoholic. Special 
attention has been given to the historical data of the alcoholic patient and his 
spouse, historical data of the marriage, mealtime patterns and shifts in the family 
when the alcoholic patient ceases to drink. 

The data has been gathered over a period of six years from an outpatient clinic 
for alcoholic patients. The alcoholic patients and spouses were seen in weekly 
interviews for a period of six months to five years. Each had his or her own thera- 
pist. Some of the children became involved briefly from time to time in the investi- 
gation or treatment interviews. 

The findings show that generally the patients came from families where there 
was either a drinking problem or a rigid avoidance of any use of alcohol. Their 
spouses came from families where one parent, usually the father, used alcohol: 
to a great extent. Courtship generally involved mutual drinking. This was con- 
tinued after the marriage until the first child was born. The male patients always 
deserted their wives at these times and drank heavily. They ignored the babies 
while they were very small. The wives’ expression of “hatred” for the alcohol 
usually started in this period. 

Dinner is a critical time: children usually are kept waiting for the alcoholic 
patient to come home. The anger and disorganization which erupts when he arrives 
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destroy their appetites, but they are forced to eat. The alcoholic, who generally 
never eats with his family, is pampered by his spouse, and the children are left 
alone. 

As long as the drinking is going on, the parents are intensely involved with each 
other in an angry way. The oldest child generally assumes the role of the responsi- 
ble parent for the younger children and the peacemaker for his parents. 

The alcohol is personified to some degree by the whole family. It is used by 
them as the object on which to project blame for personal failure as a housewife, 
wage earner or student. When the alcoholic patient stops drinking the alternating 
pattern of anger, guilt and pity is disrupted and the family generally becomes tense 
and anxious. At this point the alcoholic spouse may begin to overeat, act out 
sexually or develop other symptoms. The children's behavior may become deviant 
in various ways. 

Conclusions: There seems to be a family “training” of children for the use of 
alcohol as a means of getting comfort or being in power. The patient seems to be 
in intense competition with the children from the time they are born, and his wife 
always gives him preference. The children are expected to do the understanding. 
The major mealtime dinner usualy is a time of anger and resentment, both ex- 
pressed and provoked by the patient. The alcohol becomes to some degree per- 
sonified for the family. 


ALCOHOLISM IN CONFLICTED MARRIAGES 


Herman Karlen 
Institute for Alcoholism and Narcotic Addiction, Philadelphia, Pennsylvania 


Although the couples (alcoholics and their wives) considered in this study were 
teferred to this clinic because of a drinking problem, the areas of discussion in 


Probation procedures include mandatory 


In an eight-month period some 28 couples were observed in group counseling 


were chosen for discussion in this paper as 


» 
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It appeared to be helpful to the conflicted married couple to observe similar 
weaknesses in other couples. The spontaneity with which some responded to a 
traumatic incident related by another group member often was a measure of 
their ability to relate to their own problem. 

Marriage was in most cases an escape into dependency in which the alcoholic 
unconsciously conspired to fit into the role of the dominated spouse. Neurotic 
needs are not exclusive with alcoholics. The desire for freedom from the pain 
of early deprivations is found in many marriages. Excessive drinking with its often 
resultant violent antisocial behavior merely magnifies the potentially conflicted 
marriage. The all-giving, nondemanding mother (or mother substitute) is an un- 
realistic attainment in marriage. The bolstering of ego and the achieving of ade- 
quate self-esteem are attainable through personal rehabilitation. 

There is evidence that the individual neurotic tendencies of both alcoholic hus- 
bands and their wives make for the basic discordancy in marriage. Both husband 
and wife glean from the conflicted marriage some secondary gain whereby each 
finds some necessary outlet for personal frustrations. A pathological homeostasis 
is thus achieved and the conflicted marriage is perpetuated. 


PROBLEM DRINKERS ON THE PSYCHIATRIC SERVICE OF A 
MUNICIPAL GENERAL HOSPITAL: THEIR RELEVANCE TO 
PROGRAMS OF EDUCATION, TRAINING AND RESEARCH 


Victor F. Lief, Richard Brotman, Alfred M. Freedman and Gerald Tannenbaum 
New York Medical College, New York, New York 


This is a report of a survey made to determine the number of problem drinkers 
admitted to a 50-bed, acute, intensive-treatment unit in psychiatry. The report 
covers the male and female admissions during a three-month period from February 
22 to May 22, 1964 based on an examination of the clinical records. These re- 
vealed that approximately 50 per cent of the males and 33 per cent of the females 
had been admitted for reasons directly or significantly related to alcohol. Forty- 
five per cent were younger than 35 years. 

The alcoholism problem is also proving to be of increasing concern to state 
mental hospitals. Studies indicate that a large number of beds vacated by the 
decline in chronic schizophrenic patients now are occupied by brain-damaged 
alcoholics. Statistics support the fact that alcoholism is a major public health prob- 
lem and that directly or indirectly it influences adversely about 10 per cent of our 
total population. 

The Division of Community Mental Health of the Department of Psychiatry 
of the New York Medical College presently operates an action-research program 
in problem drinking supported by the New York State Department of Mental 
Hygiene. Its concern is with alcohol abuse as the focus for teaching social psy- 
chiatry and community mental health. Time has been provided by the Department 
of Psychiatry to teach this to medical students and residents. The philosophy is 
that there are generic factors in all addictions which arise from social pathology. 
One best can understand individual adaptations by a comprehensive approach to 
diagnosis which moves beyond the customary medical and psychiatric examination. 
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By a thorough inquiry into the patterns of alcohol or drug use (type, frequency 
and amount over periods of time) and the individuals attachment or detachment 
from family, friends, work, school and organizations plus information about his 
use of leisure time and of community facilities for help, and his involvement in 
illegal practices and deviant behavior, such a comprehensive diagnosis can be 
achieved. 

Instruments in the form of pretested questionnaires have been devised by a 
multidisciplined staff team for initial screening and follow-up to obtain informa- 
tion as to the extent of individual deviation and its consequences. It is hoped 
that through such increased understanding, programs of improved intervention 
in patient care and education may be devised and that knowledge acquired in 
the medical school setting can be shared with medical personnel and all concerned 
care-giving agencies and persons. We hope to convey information about the al- 
coholics' social adaptation arising from his reaction to the forces springing from 
differences in ethnicity, age, marital status, economic level, and the like. This 
knowledge must be taken into account in estimating individual function and dys- 
function. In the light of such information we then can teach the community mental 
health approach to addictive problems through the use of presently available and 
projected community resources. 


Workshop G: Effect of Severe Economic, Educational and Social 
Deprivation Upon Child Guidance Clinic Practice 

(2 Sessions—second session on Saturday Afternoon) 

Chairman: Mamie Phipps Clark 

Resource Participants: Paul Benedict, Victor E. Carter, Olivia C. Edwards, Hylan 


Lewis, Edna Meyers, Hertha R. Riese and others to be announced 


Workshop H: Mental Health Planning for Pediatric Hospitals 
(2 Sessions—second session on Saturday Afternoon) 

Chairman: Milton F. Shore 
Resource Participants: Rober. 
Caudill, Donald A. Kennedy, 
Reporter: Janet K. Moran 


t A, Aldrich, Margaret P, Bodeker, William W. 
Dane G. Prugh, James Robertson 


SE, 


Workshop K: Therapeutic Action Within Treatment Sessions 
(2 Sessions—second Session on Saturday morning) 


(Prepared by the Association Committee on Psychotherapy) 


Chairman: W. Mason Mathews 


Resource Participants: Gertrude Z. Ga. 
i - Gass, Robert M. 
Grunebaum, Robert C. Prall ia 


co DIETER NB dr 


Margaret G. 
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Workshop L: Hypnosis 


(2 Sessions—second session on Saturday morning) 

Chairman: Erika Fromm 

Resource Participants: Milton V. Kline, Joanna Kravits, Arthur Shapiro, John 
G. Watkins 

Reporter: Doris Gruenewald 


Workshop 16: Treatment of the Adolescent Delinquent Girl 
Chairman: Gisela Konopka 

Resource Participants: Edna Allen, James Lawton, Jr., Catharine V. Richards 
Reporter: Vernie Mae Czaky 


Workshop 17: Work with Parents of School-Phobic Children 
Chairman: John C. Coolidge 
Resource Participants: Edward Landy, Hyman Lippman, Melitta Sperling, Morris 


Weiss 
Reporter: Richard D. Brodie 


Workshop 18: Treatment of the Severely Disturbed Child 


Chairman: Chester L. Reynolds 
Resource Participants: Frank M. Hewitt, Shirley Jenkins, William M. Lordi, Arthur 
Mandelbaum, William C. Rhodes, Frank Williams 


Workshop 19: Adaptations of Patterns of Psychiatric Practice 

with College Students 

(Joint workshop of the Mental Health Section, American College Health Associa- 
tion, and the American Orthopsychiatric Association) 


Chairman: Vernon E. Keye 
Resource Participants: Francis Clark, Dorothy Lieberman, Max Siegel, John M. 


Stevens, Jr. 
Reporter: John E. Reinhold 


Workshop 20: Child Guidance Clinic Organization 
and Administration 


Chairman: George E. Gardner 
Resource Participants: Abraham Blau, Jessie E. Crampton, Richard P. Emerson, 


Othilda Krug, Lovick C. Miller, Meyer Sonis, Janet Switzer 


330 WORKSHOPS 


Workshop 21: Developments in State and Local Mental Health 
Planning Programs 


Chairman: Edward Linzer 
Resource Participants: Harold W. Demone, Jr., Dorothea Dolan, Max Pepper 
Reporter: Harry McNeill 


Workshop 22: Mental Health Collaboration with the Police 


Chairman: Martin D. Adler 
Resource Participants: Andrew Ferber, Morton Prescott, Jules Schrager 


Workshop 23: Psychotic Mothers and Their Children: Joint Admission, 
Ambulatory Treatment, and Research Approaches (second session on 
Saturday Morning) 

Chairman: Henry U. Grunebaum 

Resource Participants: Donald T. Lee, Gerald Stechler, James N. Sussex, Justin 


L. Weiss, Leon Yarrow 
Reporter: David Gallant 


Workshop 24: Outpatient Treatment of the Narcotic Addict 


Chairman: Robert Sharoff 


Resource Participants: Isador Chein, Karl Easton, Lynn Hageman and Alexander 
Schusdek 


Audio-Visual Program—III—Special Feature 
Chairman: Edward Linzer 


Film: THE COOL WORLD 


Produced by Shirley Clarke and made available by Cinema V Distributing, 
Inc., New York 


Friday Evening, March 19, 1965 


Dialogue: Unlearning Hate 


Moderator: Richard Heffner 
Presenter: Robert Coles 
Panelists: To be announced 


COMPARISON OF CHILDHOOD DEVELOPMENT 331 


Audio-Visual Program—lV 
Plays for Living Performance 
Chairman: Exie E. Welsch 


Play: APPLES FOR TEACHER by Nora Sterling 
By Family Service Association of America for Bank Street College of Educa- 
tion, New York 


Dutch Treat Cocktail Party and Dance 


Saturday Morning, March 20, 1965 
Business Meeting (Members Only) 


Comparison of Childhood Development in Schizophrenic Patients 


and Their Siblings 
Chairman: Hilda Knobloch 


CHILDHOOD DEVELOPMENTAL PATTERNS IN HOSPITALIZED ADULT 
SCHIZOPHRENIC PATIENTS AND THEIR SIBLINGS 

Max Pollack, Margaret G. Woerner, Warren Goodman and Irwin M. Greenberg 
Hillside Hospital, Glen Oaks, Long Island, New York 


Hospitalized schizophrenic and nonschizophrenic patients were compared with 
their siblings closest in age on a variety of childhood (under 13) characteristics. 

Of 48 consecutive patients admitted to Hillside Hospital between the ages of 15 
and 35 whose mothers were available to fill out questionnaires and be interviewed, 
44 patients were eligible for this study. Of these, 33 were diagnosed as schizophrenic 
(25 chronic undifferentiated, 5 chronic paranoid, 2 schizo-affective, 1 acute un- 
differentiated). Questionnaire responses of the 44 patients and their sibs were 
coded and rated blind. Inter-rater judgments were reliable. 

When compared with their siblings during the five- to 12-year-old period, the 
schizophrenic patients were more irritable, shy and dependent. They presented 
more discipline and coping problems, had more neurotic traits and learning diffi- 
culties, poorer relationships with peers and were less affectionate than their siblings. 
Twelve patients had unremarkable histories and did not differ significantly from 
their siblings. The four patients who had a relatively rapid onset of illness were in 
this group with negative histories. 

The patients did not differ significantly from their siblings on the following vari- 
ables: maternal and paternal age at time of subject’s birth, birth order, paranatal 
complications, birth weight, motor and speech development, motor coordination, 
speech defects, illnesses and accidents and eating and sleeping problems. Of four 
patients who had been diagnosed as having functional disorders prior to admission, 
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three were rediagnosed as having chronic brain syndromes and one as mentally 
retarded. These four patients had the most obviously deviant childhood behavioral 
patterns and were markedly dissimilar to their sibs. 

Global ratings of childhood adjustment on a four-point scale were significantly 
related to age of first psychiatric treatment and hospitalization in adolescence or 
adulthood. 

These findings concur with those of Prout and White in indicating that a majority 
of schizophrenic patients were deviant as children when compared with their sib- 
lings who had not been hospitalized for psychiatric illness. For the schizophrenic 
patients "illness" in late adolescence or adulthood may represent a continuation and 
exaggeration of childhood tempermental and socialization "styles" rather than a 
basic personality change. The implications of the different developmental patterns 
for adult schizophrenia will be discussed. 


CHILDHOOD INTELLECTUAL DIFFERENCES BETWEEN  SCHIZO- 
PHRENIC ADULTS AND THEIR SIBLINGS 


Ellen A. Lane and George W. Albee 
Western Reserve University, Cleveland, Ohio 


In order to determine whether intellectual deficit is a peculiar characteristic of 
children who later become schizophrenic regardless of their socioeconomic or familial 
background, intelligence tests from the childhood of adult schizophrenics were com- 
pared to the intelligence tests scores of their own siblings who did not become 
schizophrenic, 

Lists of names and birth dates of schizophrenics admitted to several mental 
hospitals in northeastern Ohio were checked against files at the Cleveland Board of 
Education to determine which adult schizophrenics and their siblings had attended 
the Cleveland public schools as children. 

The final sample included 55 schizophrenics-to-be with at least one sibling, both 
of whom had had a group test in the second grade; 60 schizophrenics-to-be and 
siblings who had taken a sixth-grade group intelligence test, and 41 schizophrenics- 
to-be and their siblings with an eight-grade intelligence test score. 

The large majority of schizophrenics-to-be performed consistently and consider- 
ably more poorly on intelligence tests than their own sisters and brothers, They 
scored on the average approximately seven I.Q. points below their nonaffected sib- 
lings during each of three grades of school. 

Although the I.Q.s of normal siblings are known to correlate about -50, the I.O.s 
of these future schizophrenics showed no consistent telationship with their siblings. 
Correlation. coefficients of .05 for the second-grade test, .17 for the sixth-grade 
test and .07 for the eighth-grade test were found. 

In the second and sixth grades the child who later became schizophrenic was 
lowest in intelligence of all his siblings much more often than could have been 

expected by chance (regardless of the number of children in the family). 

Male subjects fell farther below their sisters than their brothers in intelligence 
level in second and sixth grades. This result provided some evidence to the obser- 
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vation that siblings of the same sex as the schizophrenic are more emotionally 
disturbed than siblings of the opposite sex. This same relationship, however, was 
not found with the eighth-grade scores. ` 

The fact that schizophrenics-to-be were found to score lower than their own 
siblings indicates that the low scoring made by schizophrenics on intelligence tests 
is not entirely a matter of low socioeconomic level nor of families of low intellect, 
but rather an apparent intellectual deficit characteristic of the schizophrenic process 
itself. The roots and measureable effects of this process can be found in early 
childhood many years before the recognized onset of the disorder. 

These findings which show inferior performance do not in any way prove or 
disprove constitutional inferiority or genetic causation. Low intelligence test scores 
during childhood as well as adulthood may well be the result of reduced or distorted 
motivation rather than true intellectual deficit. 


LIFE HISTORY DIFFERENCES IN IDENTICAL TWINS DISCORDANT 
FOR SCHIZOPHRENIA 


William Pollin, James R. Stabenau and Loren R. Mosher 
National institute of Mental Health 

Joe Tupin 

University of Texas Medical Branch, Galveston, Texas 

Identical twins discordant for schizophrenia present a unique opportunity to 
define those differences in life experience that are etiologically significant. Because 
there are no genetic differences between such twins, schizophrenia in one and not 
in the other can result only from prenatal or postnatal experiential differences. 
Understanding such differences, particularly those intrafamilial relationship differ- 
ences which prior investigation suggests are linked to schizophrenia, requires par- 
ticipation of both parents and both twins. It has been possible thus far to hospitalize 
and study six such family units at the Clinical Center of the National Institute of 
Mental Health, in Bethesda, Maryland. In addition, four families have been sim- 
ilarly evaluated; the index twin had been previously hospitalized with a diagnosis 
of schizophrenia, but the diagnosis remains in question. Additional families in 
which neither identical twin has had psychiatric illness are being similarly studied 
as controls. 

Intensive evaluation has disclosed what is to date a consistent pattern of life- 
history differences between the schizophrenic and nonschizophrenic twins. The 
major distinguishing characteristics have included a difference in birth weight; a 
differentially intense and ambivalent relationship between the parents and the index 
twin-to-be, and differences in subsequent developmental history and childhood and 
adolescent personality. There is also a suggestion of a greater degree of nongenetic 
constitutional impairments, i.e., transient episodes of cyanosis, in the index twins. 
It would appear that the difference in birth weight and constitutional factors func- 
tion predominantly through their impact on the different parent-child relationship 
set up between the parents on the one hand and each of the two twins on the other. 


Discussants: Stella Chess, Lissy Jarvik 
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Union Mental Health Services 
Chairman: Alfred H. Rifkin 


DR. STRANGECLASS (OR HOW I STOPPED WORRYING ABOUT THE 
THEORY AND BEGAN TREATING THE BLUE-COLLAR WORKER) 


Robert E. Gould 
New York University School of Medicine, New York, New York 


In an effort to reach a large number of people in the community who need 
psychiatric help but who are either too uninformed or poor to obtain it (the lower- 
class, working population) the William Alanson White Institute signed a two-year 
contract with the United Auto Workers Union (local 259). 

Besides fulfilling a community service, this project was undertaken as a challenge 
to a group of psychoanalysts who wanted to test their therapeutic techniques de- 
veloped essentially in working with middle- and upper-class patients (very much 
like themselves) with another group of patients (generally alien from themselves). 
A group of 10 analysts have been carrying one patient each on a once-a-week basis 
and meeting every three weeks to discuss their findings and impressions via case 
reports. 

The literature contains material indicating that the working class is more difficult 
to reach by orthodox psychotherapeutic procedures. The causes of this difficulty 
were examined to see if the patient with his particular sociocultural background 
were actually not suited to therapy as it is usually practiced; if the techniques used 
were too limited or inflexible to meet his need or if the psychiatrist himself were 
basically at fault due to his limitations, biases and value systems. Attitudes, educa- 
tion, value systems, expectations in therapy, goals in life were compared in the 
analyst, middle-class patient and working-class patient. 

Findings indicate many differences between the middle-upper class and the 
lower class. The middle-upper class person has as a therapeutic goal a more general 
Character change and way of life, he believes talk can help and he tends to use 
intellectual, introspective and deductive styles. The working-class person looks for 
symptomatic change or specific improvement in job, marital or physical health 
areas. This group looks for pills, shock, hypnosis or some overtly physical act to 
bring about change. He has difficulty seeing how “talk” can change things. He tends 
to be inductive and not verbal except around specific, concrete topics. Some of 
these differences, however, reflected the greater disparity between the communicat- 
ing style of the therapist vis-a-vis the middle-class patient (which was similar) and 
the therapist vis-a-vis the lower-class patient (which was quite dissimilar). 

When the therapist changed his style to a more informal, colloquial one it was 
found that the lower-class patient did not lack verbal facility but that he felt awed 
pean by E bc and ashamed of using terms he thoupht the analyst 
e a i: i Ed iE p E in the blue-collar Worker meant that the 
But this lack of oA si toni tian ME th his middle-class patient. 
the defense of intellectualization so een Poe S p ker d 

cherished by the middle-class patient. Many 
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other apparent drawbacks in the blue-collar worker's personality structure could 
be turned to therapeutic advantage by the therapist’s shedding preconceived notions 
and stereotypes of what makes a good patient and by shedding value systems and 
traditional middle-class goals which differed from the blue-collar worker’s. Modi- 
fications and innovations of techniques and changes in the analyst's "set" brought 
gratifying results with the blue-collar worker and resulted in adding new tools to 
the analyst's armamentarium redounding to the benefit of his middle- and upper- 
class patients as well. The implications for psychiatry are far-reaching and are only 
beginning to be explored. 


THE USE OF THE GENERAL PRACTITIONER IN A GROUP 
PSYCHIATRIC PROGRAM 


Marvin R. Plesset 
University of Pittsburgh, Pittsburgh, Pennsylvania 


The psychiatrist in medical groups has heretofore functioned in much the same 
manner as he would if he were in individual or solo practice. He sees as many 
consultations and does as much treatment as is possible within his time limitations. 
Although the psychiatric education of the family doctor is a vigorous effort by 
psychiatrists outside of groups, within groups it appears not to be generally pursued. 
This is true despite the fact that the general practitioner, or internist or pediatrician 
represents a somewhat captive learning audience which can expand the diagnostic 
and therapeutic efforts of the psychiatrist many times. 

When the psychiatrist makes himself available not only for teaching but also for 
assistance, advice, curbstone consultation and formal consultation when desired, 
the family doctor is more willing to take on the added responsibility of the practice of 
medical psychology. 

Because of group pressures toward increased skills, group learning appears to be 
more acceptable to its members. In contrast to psychiatric courses, teaching in a 
group can be a continuous, week-after-week and year-after-year process. This kind 
of on-going learning is more effective than cram courses and is more likely to become 
integrated into the physician’s therapeutic style and routine. 

There is some evidence that family physicians can reach more people more 
quickly and more effectively than solo psychiatrists or even than mental health 
centers, particularly in working-class populations. 

The concept of psychiatric care for the mentally ill is much too limited. The 
scope of psychiatric care should be enlarged to include the use of medical psychol- 
ogy by the family doctor in the course of his usual practice. The opportunity to 
expand the psychiatrist’s usefulness by teaching within groups appears to be gen- 


erally neglected. 
SOME OBSERVATIONS FROM A UNION-SPONSORED PSYCHIATRIC 
CLINIC 


Lillian P. Kaplan 
Southern California Permanente Medical Group, Los Angeles, California 
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The Retail Clerks Union, Local 770, AFL-CIO, comprehensive health plan q 


includes psychiatric services for its 40,000 Food and Drug subscribers and their 


families. The plan has been in existence for four years. Psychiatric services are i 


administered through the Southern California Permanente Medical Group, a pre- 
paid health plan. The well trained, experienced staff of psychiatric social workers, 
clinical psychologists and psychiatrists is psychoanalytically oriented. Although 
there is a focus on the family unit as a whole, therapeutic plans are based on 
individual needs. Children and adults are seen for individual, group or family 
therapy, marital or parent-child counseling, chemotherapy, etc. Inpatient care up 
to 120 days for acute situations also is available. 

This paper discusses the following questions frequently raised by colleagues: 
Has this population taken undue advantage of the psychiatric services? Can more 


than emergency service be offered to so large a consumer group? How effective is _ 


psychoanalytically oriented psychotherapy? Case material is used. 
The Union population with its variety of ethnic, socioeconomic and cultural 


patterns has not flooded us with applications for treatment (1 per cent was seen | 


the first year, 2 per cent the second, 3 per cent the third). Various forms of mass 
media are used to educate union members to recognize emotional and psychological 
conflicts, to alleviate fear of their exposure and to assist in accepting and under- 
standing psychiatric services. The chief responsibility for involving applicants for 
treatment lies with the clinicians. We have come to respect our patients’ pride in 
their abiltiy to be self-supporting, their desire to achieve economic security for 


their families. Because they fear and often deny dependency strivings, patients ` 


tend to discontinue treatment prematurely. Our aim is to make the initial contact 
meaningful and to alleviate some of the anxiety. We encourage patients to return 
for service whenever necessary and we are available when needed. 

In order for staff to be effective they must be skilled, sensitive and knowledge- 
able as well as creative, imaginative and flexible. Not only do we have to learn 
more about our patients’ reality, but we have to reevaluate our concepts of ego 
capacity and motivation for treatment. Equally significant are diagnostic procedures, 
prognostic considerations, the meaning of symptomatology and therapeutic goals. 
Preconceived notions about working-class patients’ capacity to use psychotherapy 
are not applicable to this union population. Often it is not the patient who is unable 


to respond to psychotherapy, but the clinician who is unable to adapt his techniques 
to the patient. We have been i 


Discussants: Arnold Abrams, Hyman S. Weiner 
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Family Approaches to the Preschool Child 
Chairman: Robert MacGregor 


DIFFERENTIAL TECHNIQUES IN FAMILY INTERVIEWING WITH BOTH 
PARENTS AND PRESCHOOL CHILD 


Bernice Augenbraun and Marjorie Tasem 
Mount Sinai Hospital, Los Angeles, California 


The Department of Child Psychiatry at Mount Sinai Hospital, Los Angeles, has 
a program for preschool children and their families in its Child and Family Study 
Center which includes a therapeutic nursery school. We are attempting to explore 
the effectiveness and limitations of the family treatment technique with very young 
children and to demonstrate ways in which nonverbal communication can be 
observed and used in family interviews, as well as ways in which therapeutic inter- 
vention may include nonverbal activity along with verbal commentary. Family 
therapy is seen as providing a corrective experience for the alleviation of pathologi- 
cal interaction in order to free normal developmental processes within the very 
young child. The technique also can help to bring to awareness the impact on the 
family of the behavior of individual family members, and this awareness in turn 
can lead to behavioral change, or serve as a preparation for individual treatment. 

We have now had experience in family interviewing with families in which the 
children vary from mildly behavior-disordered to the so-called atypical child; 
the parents vary from primarily neurotic or character disordered to borderline or 
overtly psychotic. This variety of experience has led us to an awareness of certain 
differences in the nature of the pathology surrounding the child (depending on 
whether the parents are primarily neurotic or borderline psychotic) and accom- 
panying differences in the issues which become the main focus of therapeutic in- 
tervention. Concurrently, we find ourselves developing different techniques of 
intervention and different therapeutic goals with each of these broad groupings 
of families. 

This paper attempts to delineate differences in pathology in children in each of 
these kinds of families and so to focus on differences in treatment technique ap- 
propriate to both. In the family in which the parents are neurotic the child tends 
to be used in the conflictful interaction between the parents and the marital prob- 
lem often becomes a prominent issue in the therapy. In families in which one or 
both of the parents is borderline or psychotic the child tends to be used as an 
object of projection by the parents and to be flooded with id impulses with conse- 
quent poor ego and superego development. In the former instance the therapist 
is free to explore and interpret conflictful relationship within the family. In the 
latter he must develop techniques for containing psychotic fantasies in the parents 
while assisting the child in developing a more adequate definition of reality and 
building a superego able to withstand the constant stimulation by the parents to 
act out. 
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FAMILY TREATMENT IN A THERAPEUTIC NURSERY SCHOOL 


Iona Kaplan 

Children's Psychiatric Hospital, Ann Arbor, Michigan 
Jack C. Westman and Donald J. Carek 

University of Michigan, Ann Arbor, Michigan 


Psychotic children present a puzzling and frustrating but exciting challenge for 
those working in the field today. New methods are being explored to reach them 
and to work with them, and creative ways of looking at their problems are being. 
sought. 

Whatever the causes of childhood psychoses—congenital predisposition, *im- 
printing" within the first few weeks of life or a breakdown of the mothering func- 
tions—in order to effect changes in the young child, major changes in family 
relationships are required. It is something like the problem posed by a Rand 
mathematician in Santa Monica: what to do with someone who habitually forgets 
in what drawers he has placed various articles of clothing. The answer he devised 
was to put a complete suit of clothing in each drawer, making it necessary to open 
only one drawer in order to find all that is needed. In other words, traditional 
methods of verbal communications are slow and cumbersome in trying to effect 
major changes in the mother-child relationship. A more direct method of "opening 
a drawer" is needed. One such way might be by visual and auditory example. 

At Children's Psychiatric Hospital the strategy of providing a model for the 
mother is currently being tried. The tactics of the treatment are flexible, but the 
main plan is to have the mother together with a staff member observe the child 
interacting with a nursery school teacher through a one-way mirror. The therapist 
with the mother helps her to correctly perceive and to understand the teacher's 
approach to the child. Spontaneous opportunities are used to help the mother - 
become aware of the way in which she relates to her child and to make suggestions 
to break up her pathological reactions. Clinic personnel go into homes to partici- 
pate in family functions, such as birthdays, to broaden their understanding of the 
families, to look for naturally arising opportunities for therapeutic intervention 
and to overcome the child's tendency to fragment his experiences. 

One result of this program has been to find that the mother imitates the teacher's 
method of interaction with the child. This often is initially done without the mother's 
awareness and without complete understanding of the underlying reasons. Nevers, 


theless, changes are quickly effected in the management of the child, and a continui! 
between school and home is established. 


This paper will detail the organization 


and operations of the therapeutic nursery. 
School and present case material. 4 


Discussant: Nathan B. Epstein 
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ACHIEVEMENT OF SYNTHESIS THROUGH INTEGRATIVE SEMINARS 


Barbara K. Varley 
Florida State University, Tallahassee, Florida 


The purpose of presenting this material is to share with other mental health 
professionals our experience with two integrative seminars strategically placed 
in the master's program in social work. The focus is to show the way in which the 
seminars are designed so that students must demonstrate their degree of integration 
of knowledge, skills and attitudes. One of the major values of these seminars is 
the demand on students to achieve synthesis of professional learning. 

In this period of rapid social change, experience and theory-building are pro- 
viding professional educators with more knowledge and information than it is 
humanly possible to expect students to assimilate. Therefore it appears that we face 
a crucial challenge in selecting content for the educational programs designed 
to train future members of the mental health professions. Inasmuch as most of 
us would accept that a new professional graduate is not a polished or finished mental 
health professional, what state of accomplishment or socialization can we expect 
at the completion of training? Here at Florida State University, Department of 
Social Work, we have structured in the curriculm two seminars designed to increase 
students’ ability to think and to evaluate critical issues facing the profession. These 
seminars demand that the student integrate the three areas of professional learning: 
knowing, feeling and doing. 

Since the master’s program in social work is two years, at the end of the first 
year students have a seminar (small group discussion) in which they discuss, de- 
bate and evaluate problems from their field work practice. These are not problems 
in techniques, diagnosis, and the like, but problems that reflect value conflicts, 
professional conflicts or legal conflicts. This seminar permits the instructors to 
evaluate their readiness for second year, their degree of professional integration 
to date, and their commitment to the profession. 

During their final academic session in the second year, they have an advanced 

seminar in social work. Again, small discussion groups are used to facilitate the 
following purpose and objectives: 
“The purpose of this seminar is to provide students with an opportunity to discuss and 
study current professional issues; including the pros and cons, the possible resolutions, 
and the implicit and explicit implications for the profession. Thus, students are expected 
to demonstrate their knowledge, skills and attitudes assimilated from their two years 
of formal education.” 


The seminar provides the students with the opportunity to erect a bridge 
between the end of the educational experience on campus and the beginning of prac- 
tice of a job and to enable them to become involved with major professional issues 
and problems as formulated by the profession of social work. They are helped to 
develop criteria for identifying professional problems and to bring to bear all seg- 
ments of learning on these professional issues. This learning task demands that they 
abstract knowledge from other professional disciplines in a form usable for social 
work practice and that they be able to recognize not only differential levels of 
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social work and allied disciplinary practice but also participate in and make use 
of these differences. Hence, one objective is to convey those principles and methods 
of social work practice which can contribute (together with other disciplines) to 
the solution of critical social problems. 

Some of the issues discussed in the seminar have been: Does the social worker 
have a role in social action? Is public assistance a gratuity or a legal right? What 
is the impact of the 1962 Social Security amendments, etc.? Students prepare posi- 
tion papers, which are distributed in advance to seminar members. In-the seminar 
the group discusses the issue, and from this presentation students prepare final 
papers which include an identification of the concepts and the development of 
the issues related to the concepts. 

More than 150 students have taken these courses, and eight faculty members 
have participated as observers. Students and faculty agree that the courses are 
highly stimulating and appear to be achieving the purposes and objectives outlined. 


THE PRECEPTOR PROGRAM: A NEW APPROACH TO PREPARING 
MEDICAL STUDENTS FOR MENTAL HEALTH LEADERSHIP 


Ben O. Rubenstein and Morton Levitt 
Wayne State University School of Medicine, Detroit, Michigan 


NEW PATTERNS OF PREPARING PSYCHIATRIC NURSES FOR 
COMMUNITY MENTAL HEALTH PRACTICE 


Gertrude A. Stokes 
Maimonides Hospital of Brooklyn, New York 
Changing concepts of mental illness and its treatment are stressing the advantages 
of community-based services to parents. The basic treatment team in community- 
based programs is currently thought to consist of the psychiatrist, the psychologist 
and the social worker. Little or no provision has been made for the inclusion of 
the psychiatric nurse apart from her traditional role in the inpatient psychiatric unit. 
The basic hypothesis underlying the pilot project, The Psychiatric Nurse and 
Community Psychiatry, in the Department of Psychiatry of Maimonides Hospital 
of Brooklyn is that the trained professional psychiatric nurse is a valuable source 
of highly specialized nursing power which should be used to strengthen and enlarge 
the basic mental health team. With this hypothesis as the starting point, an explora- 


tion of the part played by the Psychiatric nurse in each as i 
l t pect of the community 
and general hospital psychiatry program has been undertaken. The first or ex- 
ploratory phase of the project is planned to cover a four-year period. The findings 
7 the project to date and the uses to which they will be put are reported in this 
per. 


The goal of the 
tion of the psychiatric nurse in a communi: 
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carries none of the customary responsibilities of the psychiatric nurse for hos- 
pitalized patients. In such a community-based setting functions unique to the 
psychiatric nurse are to be determined. Functions shared by various disciplines, 
including nursing, can be identified. Such examination of the psychiatric nurse's 
role and function lends itself to the identification of those principles and concepts 
which underline practice. 

The second phase of the project will be carried out concurrently with the 
identification of the principles and concepts underlying the psychiatric nurse's 
practice. This phase encompasses the formulation of learning experiences which 
lead to the incorporation of the knowledge on which practice skills are based. 

The third and final phase is planned for possibly the fourth and definitely the 
fifth years of the project. Selected psychiatric nurses will be prepared for practice 
in community and general hospital mental health programs in a teaching program 
based on the findings of this project during the previous four-year period. 


Effects on Children of Family Structure and Size: Biological 
Contributors 
Chairman: Richard Q. Bell 


PHYSIOLOGY OF THE MOTHER AT FIRST AND LATER PREGNANCIES 
AND BIRTHS 


Lytt I. Gardner 
State University of New York, Syracuse, New York 


AROUSAL EFFECTS ON THE NEWBORN INFANT OF BEING FIRST OR 
LATER BORN 


George M. Weller 
St. Christophers Hospital for Children, Philadelphia, Pennsylvania 


Forty white infants, ten each in a fourfold classification by sex and parity 
(multiparous vs. primiparous mothers) and ranging in age from 60 to 110 hours, 
were observed in a hospital nursery. The four groups did not differ significantly 
with respect to age, temperature, level of maternal drug dosage, length of time 
since feeding, weight or anthropometric index; but the primiparous groups were 
characterized by younger mothers, longer labor and more frequent use of forceps. 
All were bottle-fed, free of identified pathology or complications and had Apgar 
ratings of eight or higher. 

The data consisted of three arousal measures: behavioral observations, rate 
and regularity of respiration and basal skin conductance. Nine behavior categories 
were tallied in two-second units; these counts then were used to define six levels 
of arousal ranging from deep sleep to marked agitation. Respiration was measured 
by counting inspiration peaks for six consecutive ten-second intervals. Skin con- 
ductance measurements were made with a small battery-operated instrument with 
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jellied zinc electrodes attached to the soles of the infant's feet. The observation 
sequence was as follows: behavior recordings were made for two minutes; then 
skin conductance level was recorded, respiration was counted for 60 seconds, and 
skin conductance recorded again. This cycle was run four times consecutively and 
then four more times after a rest period of half an hour. 

Infants born to multiparous mothers were found to have significantly higher 
skin conductance levels than those born to primiparae (P<.025), indicating a 
higher arousal level. Arousal as measured by activity level also was higher for 
multiparous groups but not quite enough for statistical significance (P<.10>.05). 
Even when activity level was held constant, conductance levels were significantly 
higher in the multiparous groups. Respiration measures appeared to be inadequate 
as arousal indices and failed to differentiate the groups significantly although fe- 
males born to multiparae tended to have higher respiration rates. 

Arousal level has been conceived as a generalized drive state providing the 
intensity dimension of emotional states, the alertness factor in intelligence and 
the general characteristic of reactivity to stimuli. Thus neonatal differences in 
such a basic variable may have profound influence on the early shaping of be- 
havior patterns. The strength of this influence depends first of all on the permanence 
of the arousal characteristics. In this study the observed differences could be 
transient effects of differential birth experiences among the experimental groups, 
in which case the influence would be presumably more modest. However, pos- 
sibilities for more abiding influence are suggested in the reports of other investiga- 
tions which relate conductance level to maturity. Speculation concerning the re- 
lationship between the current data and personality characteristsics reported for 
older subjects differentiated according to conductance reactivity or according to 
birth order must await further studies of the continuity of conductance characteristics 
from birth through early childhood. 


EFFECTS OF FAMILY SIZE AND DENSITY ON NEWBORN 
CHARACTERISTICS 


Mary F. Waldrop 
National Institute of Mental Health, Bethesda, Maryland 


Previously the authors reported that children coming from large families in which 
the births were closely spaced sought physical contact with a female nursery school 
teacher more than children coming from smaller, less dense families. An FSD index, 
developed to measure family size and density (birth intervals) had these com- 
ponents: (1) number of children, (2) average span in months between births, 
(3) months to next older and (4) months to next younger. Lack of availability of 
the mother to the child could have contributed to the relationship found. It also is 
possible that infants born into larger, dense families are different at the ‘outset 

No published studies were found in which newborn behavior characteristics 
were related to frequency and number of previous pregnancies. Benech, Mathiew 
and Schreider showed that out of 13 anthropometric and physiological measures and 
12 psychological tests given to 640 nine- and ten-year-old boys only one showed no 
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relation to family size. All the significant relationships pointed toward lowered 
efficiency being associated with increase in family size. Many studies have pointed 
out the negative correlation between family size and intelligence. Conners thought 
that later-born children were more deprived of parental attention than only and 
first-born. But he also thought of the possibility of genetic and physiological dif- 
ferences. 

Current research at the Child Research Branch, NIMH, has provided an op- 
portunity to investigate the possibility that neonatal characteristics contribute to 
this finding. 

It was hypothesized that infants born to mothers having had a large number 
of closely spaced pregnancies would be less active than infants whose mothers 
had had fewer and less frequent past pregnancies. More specifically it was expected 
that these high FSD infants would be inefficient eaters as judged by low sucking 
rate, low consumption of milk and slowness in starting to suck. In addition, these 
infants were expected to cry very little and with low intensity even when uncom- 
fortable or hungry. It was thought that they would be slow to respond to any 
specific stimulus such as removal of a nipple on which they were sucking. In short, 
a picture of lethargy was expected. 

During 1960-61, 74 newborns were observed using techniques and procedures 
which have been described in detail in other papers. A total of 38 measures were 
available for.study; 22 were behavior variables and 16 were control variables, 
covering such areas as drugs administered to the mother, age of parents, anthro- 
pometric indices, etc. The FSD index as well as its components was correlated 
with all measures. 

An analysis of variance showed that females were higher than males, and bottle- 
fed were higher than breast-fed on FSD, but there was no significant interaction 
between sex and type of feeding. Because of this the correlations reported were 
obtained by averaging over the four subgroups rather than considering all cases as 
belonging to one group. 

Significant negative relationships were found (1) between FSD and three meas- 
ures of ability to obtain nourishment (average suck rate, number of sucks in first 
suck group and amount of previous feeding); (2) between FSD and three meas- 
ures of amount and intensity of crying when nonnutritive sucking was interrupted 
(total crying, peak 10 seconds of crying and last 10 seconds of crying), and 
(3) between FSD and age of mother and age of father. There was a significant 
positive correlation between FSD and number of days post term based on an 
estimated time of conception. These results would indicate that infants born to 
mothers who have many children closely spaced are more lethargic than infants 
born to mothers with fewer children more widely spaced. 

Newborns from large, dense families were inefficient in their ability to obtain 
nourishment, cried infrequently with low intensity when sucking was interrupted 
and were apt to be post term. When in nursery school at age two and one half years 
these same children were high in initiating contact with a nursery school teacher 
and low in the number of times they defended themselves. 
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Learning Problems in Adolescence 
Chairman: Edward Liss 


FAMILY INTERACTION IN ADOLESCENTS WITH LEARNING DIFFI- 
CULTIES: PHASE I OF A PILOT STUDY 


Irwin M. Marcus and Ann Heard 
Touro Infirmary, New Orleans, Louisiana 


Family interaction was studied both intensively by the senior author and through 
structured and non-structured interviewing techniques by a research team. Each of 
twelve families had an adolescent between 12 and 14 years of age who was failing 
for a second consecutive year in one or more subjects. They were in good physical 
health and above average in intelligence. 

The family plays a basic role in shaping the child's personality and thereby in- 
fluences his patterns of cognitive, emotional and social interaction. The esteem of 
one parent for the other, as well as their self-esteem influences the value the child 
will place on his primary love objects. The child's ability to achieve a sense of 
identity, a feeling of trust and security in his environment and to avoid prolonged 
conflict and anxiety depends upon his biological and psychological endowment, 
the parental personalities and their interpersonal processes as well as the sociologic 
and cultural factors. The roles the child must assume to achieve his needs within 
the field of forces of a disturbed family may incapacitate and perplex him when 
he is required to adapt differently to the outside world. 

The child who is consistently failing in school regardless of the cause has a dis- | 
turbing effect upon his parents if they value education. The child's development 
includes his education, which may add to or detract from parental self-esteem. 
When the reports are “bad,” parents become anxious and usually angry at them- © 
selves, spouse, child, teacher and/or school. Guilt also is generated. In chronic 
learning problems we see the effects of the problem upon the parental self-image 
superimposed or interwoven with the preexisting level of family interaction. The 
complexity of the problem is enhanced by secondary gains when school failures 
fulfill unconscious parental needs or similar needs in the child. When parental - 
self-esteem is diminished and the parental image damaged, the increased anxiety. 
in the family disorganizes whatever consistency may have been present in the 
parental roles. The ensuing chain of events causes decompensation in the estab- 
lished patterns of family interaction. Thus, anxiety and insecurity already present 
in the adolescent are further compounded by the confusion now present in the 
family patterns. 

There are still many problems to be studied before any pertinent generalization 


can be made concerning the specific ways in which parents influence their children. 
We need more studies on the range of family functioning where there are healthy 
children. There is not a direct 


t quantitative relationship between family interaction 
(healthy or pathological) and the child’s Personality. Thus, the initial focus of 
us study is not to be misconstrued to imply "parent blaming" for learning prob- 
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Family diagnostic scales and test techniques have demonstrable value as clues to 
the qualities of interaction, but must be a supplement rather than a substitute for 
clinical evaluations and studies. The reported attitudes by a parent or a child 
are frequently less significant than the underlying affect and unconscious processes. 
Simple diagnostic classifications of families are misleading since there does not 
appear to be any true homogeneity in the observable patterns. 

The families studied showed unrealistic and conflicting parental images and ex- 
pectations of their children. 

Family conflict was either overt or covert but present and chronic in all our cases. 
The school failure increased parental communication. Whereas some couples felt 
closer (shared anxiety, hostility and guilt), others merely used the situation for 
more intense conflict. Distance between child and parents appeared to increase. 
The adolescents used denial of family strife and withdrawal, but varied in their 
passive-aggressive patterns. The child's self-esteem was usually low, but occasionally 
concealed by defensive grandiosity or pseudomaturity. One or both parents had low 
self-esteem aggravated by the marriage relationship and undermining the support 
necessary for the child's identifications. Withdrawal from all identifications with 
adults appeared to be greater and more prolonged than expected in early adoles- 
cence, thus interfering with relationships necessary for learning from teachers. 
Specific family studies were presented as examples. An adequate diagnosis of 
which family mechanisms, if any, were damaging the child’s learning ability and 
focusing therapy in that area proved helpful. Parental guidance to gain their support 
in promoting the child’s individual growth and freeing him from entanglement in the 
unfavorable aspects of the parental interaction must accompany the treatment plan. 


POOR ACADEMIC PERFORMANCE IN BRIGHT ADOLESCENT BOYS: 
A STUDY IN GROUP PSYCHOTHERAPY 


Robert C. Harrington and S. Robert Stinson 
Shaker Heights Board of Education, Shaker Heights, Ohio 


Oscar B. Markey 
Shaker Heights Public Schools, Shaker Heights, Ohio 


It is commonly known that bright junior high school boys often perform poorly 
academically. This is referred to as “underachievement” although it may really be 
“poor performance.” A group of 11 boys in this category was invited by the chief 
guidance counselor to meet weekly with the view towards bringing about academic 
improvement. The first session was held in the fall of 1963 with the consulting 
psychiatrist as the leader. Their parents had initially accepted the invitation and 
the boys had “volunteered” with the understanding that their attendance would 
be required. The boys were met individually beforehand. The parents were met 
in a group and later individually. Teachers were on occasion informed of the 
program and willingly gave priority to these sessions when a conflict in schedule 
arose. Individual intelligence tests and the Minnesota Multiphasic were administered 
to each boy. Vignettes were obtained by the school psychiatric social worker through 
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contacts with the parents. Profiles on the boys were obtained largely from the chief 
guidance counselor. 

The boys acknowledged disappointment in their academic achievement. They 
clearly stated that they wanted academic success and an opportunity to share their 
feelings with the group. Classical group psychotherapy was not attempted since dis- 
cussion was limited to the school setting. No deep probing was made into the 
children's attacks on teachers and parents. 

The children were initially polite and accepting but it was not long before 
hostile feelings were evoked. Restlessness, buffooning and acting-out became quite 
difficult at times though it was perhaps never directed against the leader. As hos- 
tility became more apparent, the boys began to recognize it was part of their re- 
fusal to study, their search for magic ways to succeed, their rebellion against formal 
learning and their support of cheating and even blackmail as retaliatory defenses. 
Again and again the leader tried to help the boys to recognize these devices as es- 
sentially self-thwarting. 

Before long it was obvious that three of the original 11 boys were morbidly ill. 
One was forced to withdraw because of overt sexual deviations. He was in private 
psychiatric treatment with a doubtful prognosis. The other two remained to the end 
of the school year; one of them required psychiatric hospitalization. 

Two control groups were studied and comparisons made concerning academic 
and attitude changes. Objective tests were included. 

Conclusions were as follows: 


1. Academic difficulties in bright adolescent boys as uncovered in this study 
are seen as symptomatic of underlying individual and family pathology rather 
than of basic academic disability. 

2. The term “poor performer" appears more applicable than the term “under- 
achiever.” It relates to the likelihood that these boys resent teaching pres- 
ae as if learning is a demand on them rather than an opportunity they 
seek. i 

3.The group slowly developed a common identification and their attitude 
varied from full acceptance through neutrality to (more commonly) overt and 
covert hostility. It confirms the reported impression that boys tend to resist 
learning pressures because this equates submission. The hostility revealed 
generally was shown to operate against the parents and teachers and all - 
other authority figures. 

4. Teachers are being trained to take over responsibility for this type of group 
approach to such children. The program will be teacher-centered, and the 
consultants will remain as resource people in the school background. 


SCHOLASTIC SUICIDE: AN EMERGING PROBL! ARE 
: E) 3 
MUNITY MENTAL HEALTH i d 


Tom Butcher and William B. Newton 
Charleston County Mental Health Clinic, Charleston, South Carolina 


NEW PERSPECTIVES ` 347 


Russell Ramsey Mellette 
State Department of Mental Health, Columbia, South Carolina 


As the values of a culture change, there is a corresponding shift in those kinds 
of behavior selected as problematical. The present status of transportation and 
communication facilities create a situation wherein relatively rapid changes of value 
can take place. Such, indeed, appears to be the case regarding the value placed on 
education. Today the almost infinite number of increasingly complex and rapid 
technological developments appear to be greatly intensifying an existing cultural 
evaluation of the “goodness” of knowledge and information. Together with this 
intensification of the “goodness” of education goes also an intensification of the 
reaction to learning failure. As the ability to learn becomes increasingly important, 
parents will refer their children in increasing numbers to mental health facilities 
when the children appear not to be living up to their potential. 

Five boys with intellectual capacity in the superior range were referred to the 
Charleston County Mental Health Clinic because of school performance far below 
their potential. The five families were seen in group psychotherapy with fathers 
in one group, mothers in another and children in a third. Following treatment the 
families were seen together to evaluate the effect of psychotherapy, and data con- 
cerning the school performance of the children involved were gathered from the 
schools. 

For the children the meaning of learning appeared to change from the initial 
concept of learning and knowledge as instruments in competition to a situation 
where the more information a person had and the more he could share this infor- 
mation with others the more pleasurable the entire situation was for everyone. 
Parents, though generally satisfied with their children's improvement, were dis- 
satisfied with their own marital relationships, and this became their primary con- 
cern. All families exhibited significant communication defects, inconsistent parental 
relationships, immature empathic abilities and poverty of healthy interpersonal 
relationships outside the family unit. The children had significant identification 
problems and were unsure of their role within the family unit. 

In general, we found that the ways in which adolescents used their abilities 
to learn can be dramatically influenced by the meaning which the family places 
on the demonstration of intellectual achievement. Group psychotherapy appears 
to be a useful technique both in alleviating and studying this problem. Group 
psychotherapy appeared to affect the family situation by increasing useful com- 
munication within the family unit. We felt the healthier interaction was due to 
more realistic expectations within the family unit, to changes in the use of ag- 
gressivity and the increased ability to share experience. 


Discussant: Alan O. Ross 


New Perspectives in Mental Health Theory and Practice 
Chairman: Albert Linch 
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A REVITALIZATION MOVEMENT IN THE MENTAL HEALTH 
PROFESSIONS 


Leonard D. Borman 
Veterans Administration Hospital, Downey, Illinois 


Many of the attempted or advocated innovations in large mental hospitals that 
stem from the idea of the therapeutic community and the field of social psychiatry 
may fruitfully be viewed through the framework of “revitalization movements." 
This framework belongs to the class of micro-temporal processes of culture change 
(brief time duration), defined most explicitly by anthropologist Anthony Wallace. 
Included in this class but distinct from revitalization would be invention, dif- 
fusion, acculturation, assimilation and chain-like acceptances and abandonments 
of culture traits. The entire class is to be distinguished from macro-temporal proc- 
esses of culture change (long-time duration) that include life cycle and evolutionary 
changes over time. 

Revitalization movement theory specifically looks to changes that arise from 
man’s deliberate attempts to reform or drastically modify his culture or society 
(in this case his profession) or some selected aspects of it. The theory represents 
a process of culture change based on the creative stirrings of people. For the most 
part this theory has been confined to the analysis of religious, political or national 
movements—such as the ghost dance among the American Indians, the Cargo 
Cults in Melanesia and the Black Muslims in the United States. This paper suggests 
that some of the same kinds of processes that have been identified in these broader 
social movements also are at work in some segments of contemporary mental 
health professions. 

Wallace has proposed that any revitalization movement can be characterized by 
five basic elements: (1) a high level of anxiety for the members of a society; 
(2) a disillusionment with their culture or some aspects of it; (3) the advocacy 
of gestalt or patterned change rather than piece-meal, item-by-item change; (4) the 
emergence of a deliberate attempt to change the condition of the culture and (5) the 
fact that change is advocated or conducted by members of the society. 

What might be termed the therapeutic community movement, involving as it 
does such related novelties as patient councils and self-government, milieu therapy, 


administrative psychiatry, hospital decentralization, and the like, seems to stem 
from institutionally-centered or concerned professionals largely disillusioned with 
the current state of their 


t mental hospital practice. The reforms they advocate are 
not based on new inventions or discoveries or on the development of new profes- 
sions and institutions. Rather, they arise from disenchantment with traditional ar- 
rangements and settings for treatment, with existing roles and models for patient 


service and with many of the prevailing ideologies of training. As with other move- 


ments of revitalization the therapeutic community movement emphasizes distinct 


themes around which various novelties are proposed. One theme revolves around the 
rejection or repudiation of certain practices, routines and forms of organization. 
Another advocates the revival of practices and attitudes from a past “Golden Age.” 
A third theme proposes the importation or borrowing of ideas and practices from 


ide 
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alien or distinct institutional settings or disciplines. And a fourth theme looks to- 
ward a utopian condition when the culture or profession can achieve an objective 
not yet known. 

This paper will attempt to discuss some of these characteristics and themes de- 
rived from the revitalization movement framework as they prove useful in examin- 
ing the ferment of novelty and change among mental hospital professionals. 


THE COMMUNITY IS BECOMING 


Frank T. Rafferty 
University Hospital, Baltimore, Maryland 


Community psychiatry is now fashionable. A vision of comprehensive care for 
the mentally ill is leading many committees, study groups, planning commissions, 
and the like, into blueprinting a program for their community. Initially there was 
some concern for precise definition of community psychiatry. This led to plural 
definitions and impasse. Now we have reached the stage of examination and emula- 
tion of various demonstration projects. The level of enthusiasm in the community 
is matched only by the level of apprehension. But there are several varieties of ap- 
prehension. One kind of anxiety has been that found in most of us as we are ex- 
pected to give up the investments of a professional lifetime and find new interests 
and skills. This paper expresses another kind of anxiety, the concern that the 
theoretical base for community psychiatry is as yet an uncertain one and that the 
lack of a firm foundation in theory may lead to failure of the movement. 

Examining the definitions, one is impressed that the word community is most 
slippery. Examining the demonstration projects, one is impressed that procedures 
described for a rural community are inapplicable to an urban community. Pro- 
cedures effective in a military community are difficult to put in effect in a civilian 
area. A successful consultation procedure in one school district will be unacceptable 
in the neighboring district. And yet we have not defined a theory that will help 
understand what a community is. Is a community synonymous with a geographical 
area? Is the community defined as the political subdivision? Is there a functional 
community such as a labor union or church that transcends geography or politics? 
Are there people who are not members of a community? 

The thesis of this paper is that we must consciously struggle against reifying 
ideals in language and then acting as if the ideal really existed. Even those who 
use community as a geographical area or a political subdivision imply that they ex- 
pect a certain kind of social structure and organization in that area. What kind of 
social organization is necessary to make community psychiatry possible? The 
social organization of an urban slum of 50,000 population is very different from 
that of a midwestern city of 50,000. What concepts help one to choose which kind of 
community psychiatric procedure to apply? Can one use census tract statistics of 
race, socioeconomic status, home ownership, and the like, to decide? Perhaps one 
can. But just as psychiatry has had to progress from descriptive concepts to func- 
tional dynamic theory, it is proposed that a functional dynamic concept of the com- 
munity is needed. An attempt is made to suggest a functional theory of community 
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which will allow some analysis of the adaptive strengths and weaknesses of a given 
community. This in turn can assist in the strategic deployment of community psy- 
chiatric programs. A conclusion is made that the evolution in psychiatry will be a 
disappointment until we evolve a community that can take on as a task the develop- 
ment, use and conservation of human resources. 


Discussant: Leonard J. Duhl 


Reading Disability—Treatment Methods 
Chairman: Carl L. Kline 


SPECIFIC READING DISABILITY: TEACHING THROUGH STIMULATION 
OF DEFICIT PERCEPTUAL AREAS 


Archie A. Silver and Rosa A. Hagin 
New York University School of Medicine, New York, New York 


Based on the hypothesis that increased accuracy of perception will be reflected 
in increased reading achievement, this study has attempted to devise methods for 
the stimulation of deficit perceptual areas in children with specific reading dis- 
ability and to subject these methods to controlled evaluation. Previous studies have 
demonstrated that in comparing adequate and inadequate readers in the adults 
who had reading disabilities as children, it is the adequate reader who shows the 
greatest perceptual maturation; the inadequate reader retains severe perceptual 
deficits. 


General principles of the method of stimulation of deficit perceptual areas 
involve: 
1, Total clinical assessment in neurological, psychiatric and psychological areas 
to provide data for a profile of perceptual assets and deficits. 
2. Individual training in the areas of maximum deficit within each area following 
à sequence of perceptual maturation from the most elementary to the most 
complex. 


3. Defining techniques in the visual, auditory, kinesthetic and tactual modalities 


to provide: (1) training at the accuracy level to improve accuracy of percep- 
tion within a given modality, 


n e (2) training at the intermodal level to improve 
the matching of input of one modality with that of other modalities and (3) 
training at the verbal level to relate perception to oral and written language. 


These methods have been evaluated in a research design in which each subject 
Serves as his own control with periods of perceptual stimulation and sound conven- 
tional teaching as contrasting conditions, Assessment of both educational and 
perceptual Progress was conducted at the six-month, cross-over point. Data ob- 
tained provided support for the following hypotheses: : 

1. Perceptual training of the experimental group will be associated with signifi- 


cant differences in perceptual and educati 
at difi ucational measu: fa 
training interval of six months. E 
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2. Significant differences will not occur in the same measures for the children 
receiving conventional teaching during the first interval of six months. 


It remains to be seen whether these gains following experimental procedures will 
be maintained even after actual teaching has terminated. 


DIFFERENT APPROACHES TO THE REMEDIATION OF SEVERE 
READING DISABILITY IN CHILDREN 


Jules C. Abrams and Herman S. Belmont 
Hahnemann Medical College and Hospital, Philadelphia, Pennsylvania 


(This work was done in collaboration with Dr. Herman S. Belmont, professor 
and head of child psychiatry, Hahnemann Medical College and Hospital.) 

The general purpose of this study was to determine whether any significant im- 
provement occurred in the reading ability, intelligence and behavior characteristics 
of severely retarded readers when they were subjected to some form of specialized 
educational treatment, individual psychotherapy or group psychotherapy. Previous 
studies had indicated that reading disability is almost always accompanied by 
symptoms of social and personal maladjustment. Although the cause-effect rela- 
tionship often has been obscure, there have been numerous suggestions to indicate 
that severely disabled readers often profit from specialized educational techniques. 
Specifically, the purpose of this study was to compare the effects of psychotherapy 
with the effects of full-time, special reading instruction. 

Four groups of four boys between the ages of 8-0 and 12-0 with an intelligence 
quotient of 90 or above were matched in terms of age, I.O. and school experience. 
All the youngsters showed severe reading disability, i.e., they were quite similar 
to the diagnostic classification of "primary reading retardation" described by 
Rabinovitch. Three experienced psychiatrists evaluated the emotional adjustment 
of each child before and after treatment. Psychological evaluations employing 
intelligence tests as well as projective material were made prior to and subsequent 
to treatment. Both formal and standardized measures of reading achievement were 
administered before and after treatment. The mother of each subject was seen 
monthly by an experienced social worker. 

Over a period of two years Group A received full-time, specialized reading in- 
struction and individual psychotherapy. Group B received full-time, specialized 
reading instruction and group psychotherapy. Group C received no special educa- 
tional help but obtained individual psychotherapy. Group D received no special 
educational help but received group psychotherapy. 

An analysis of the findings revealed that Groups A and B combined (those 
receiving special instruction and therapy) made significantly greater improvement 
on all evaluations of reading instruction than those youngsters in Groups C and 
D combined (those receiving psychotherapy alone). The best results were obtained 
through combined individual psychotherapy and reading instruction. The results 
suggested that there was an added advantage to the use of this combination over 
reading instruction alone or reading instruction combined with group psychotherapy. 


` 
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No significant differences were found in reading test results between the groups 
receiving individual therapy versus group therapy. 3 

No significant differences were found in intelligence test findings although the 
improvement in the verbal I.Q. in Group A (reading instruction and individual 
psychotherapy) approached significance. Psychiatric evaluation suggested strongly 
that in the groups receiving reading instruction combined with psychotherapy there 
was improvement in social and emotional adjustment. Specifically, this took the 
form of less constriction and evasion together with considerable diminution of 
anxiety. No differences were observed between the groups receiving individual 
psychotherapy and the groups receiving group psychotherapy. 

The findings support the hypothesis that “primary retarded readers” profit most 
from the combined approach of full-time, specialized reading instruction and 
individual psychotherapy. It would appear that the Particular needs of these 
children must be met first with special educational techniques on a full-time basis. 
Individual or group psychotherapy contributes to the learning process by diminish- 
ing the anxiety and increasing the ability of the child to focus attention upon 
learning. 


WHEN TO REFER READING PROBLEMS TO THE PSYCHIATRIC CLINIC 
Jack C. Westman and Daniel R. Miller 

University of Michigan, Ann Arbor, Michigan 

Bruce H. Kole 

University of Michigan Medical School, Ann Arbor, Michigan 


group scored at least one year above their mental 


The following procedures were carried i 
? pr Out with each subject: individual 
test of reading ability; (2) a test of performance an NM ous 
involving the association of | 


Pictures, digits and both visuall d i 
behavior and attitudes on 30 dim er ely pusented. words; (3) IAE y 


age. 
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(4) a standard interview with the child's mother rating on 98 dimensions life at 
home, child rearing practices and parental attitudes, and (5) detailed recording 
of the child's current and past academic performance. 

A significant number of the children in all three public school groups resembled 
the clinic group of severely retarded readers when compared on performance, 
personality and family criteria. Children scoring at a mental age appropriate level 
in reading on group testing were found to actually have academic handicaps and 
to resemble the clinic population on personality and family criteria. Conversely, 
children in the public school group of retarded readers were found to be achieving 
academically and did not resemble the clinic group. 

Children in the clinic group and the three public school groups did not differ 
significantly in immediate learning ability with various stimuli on the experimental 
apparatus. But the children resembling the clinic group excelled in parts of the 
learning task most unlike academic learning. 

In addition, the clinic group and those children resembling it tended to use the 
testing apparatus inappropriately; they behaved in an immature, pseudo-stupid 
manner and showed excessive dependency on the experimenter. The parent inter- 
views also disclosed that such children were under high pressure to achieve in 
school, were given little responsibility for themselves at home and had considerable 
covert power in the family. 

Group testing of reading ability in the school classroom has screening value, but 
it does not detect some children with significant reading problems and does yield 
false positives. Four criteria may be applied to further evaluate the magnitude 
of a reading problem: (1) two years of retardation in reading age determined by 
individual testing; (2) personality characteristics reflecting pseudo-stupidity and 
immaturity; (3) a family climate in which the parents exert high pressure for 
achievement, the child has low responsibility for his actions and the child has 
high covert power, and (4) poor scholastic achievement. 

If any three of these criteria are satisfied, it is probable that remedial tutoring will 
be insufficient and psychiatric referral is indicated. 


Discussants: Albert J. Harris, James Jan-Tausch 
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The influence of social and cultural factors on the frequency distribution of 
organic brain dysfunction has been well documented. For example, Pasamanick 
and his coworkers have found in their epidemiological studies that the lower 
socioeconomic groups, which are less favored with regard to medical care and 
nutrition, have a greater incidence of complications during pregnancy and delivery. 
These complications result in more organic brain damage and mental retardation 
in their children. 

The frequency of these syndromes in our clinic does not follow the anticipated 
distribution. Investigation of 1,000 cases over a two-year period demonstrated that 
paradoxically organic brain dysfunction was noted more often as a clinical 
sign at the lower end of the socioeconomic scale, while organic brain syndrome as 
a primary diagnosis occurred least frequently in the lowest socioeconomic groups. 
Furthermore, contrary to expectations, organic brain syndrome was diagnosed 
significantly more often in the skilled or upper blue-collar group than in the un- 
skilled or lower blue-collar group. The diagnosis of mental retardation was estab- 
lished significantly more often in the middle-class groups than at either the upper 
or lower ends of the socioeconomic scale. Negative correlations were obtained 
with such “predisposing” factors as prematurity and complications of pregnancy 
and delivery. 

Thus, it would appear that the frequency with which organicity and mental re- 
tardation are diagnosed at our psychiatric clinic does not follow the same pattern 
which has been reported in the general population. Is it possible that what con- 
stitutes a failure of adaptation in one social group may not in another? For example, 
might impaired verbal and mechanical aptitude be accepted more readily within 
the unskilled working-class family and thus not warrant referral to our clinic? Could 
the skilled group make greater demands on their children in this area so that more 
“deviants” who do not measure up become “problem children” requiring profes- 
sional help? 

Furthermore, in actual clinical practice we cannot assume that positive historical 
and clinical facts alone will lead the clinician to an “organic” diagnosis. Subjective 
; i.e., biases of which he 
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families whose children have grown up in an overstimulating environment. These 
children, having moved through the fast-changing postwar era, are beginning to 
show persistent behavior problems deserving of closer clinical scrutiny. It should 
prove increasingly important to investigate the personality dynamics of this group 
to determine why it is apparently so difficult for some of them to find an effective 
mode of adjustment despite the absence of economic stress, uncertainty and material 
deprivation. The present study focuses on the distinct psychodynamic pattern 
presented by a group of adolescent boys whose self-perception and identity forma- 
tion shows as a primary factor the impact of a high standard of living. 

The group studied consisted of eight boys from the top 1 percent bracket of 
income in the U.S.A. They were 15 to 20 years of age and in treatment for a 
period of 2 to 7 years. Comprehensive testing (Rorschach, TAT, DAP, and WISC 
or WAIS) prior to therapy and retesting after a minimum of two years plus the 
recorded observations of the therapist formed the basis for the analysis. 

Considering that intellectual accomplishment is becoming strongly supported 
by many segments of our culture, the impairment in the motivation command 
emerges as an actual and potentially serious problem in this group of youngsters 
who are in a most favorable position to benefit from prosperity. There is evidence 
that material and status needs are not stimulated by the highly visible good life 
around them. To the contrary it is evident that a feeling of entitlement stifles much 
of their motivation. They appear to have a well-incorporated belief that their high 
social position entitles them to special considerations, freedom from criticism and 
freedom from the need of accepting the prevailing educational and social standards 
as binding. Acute learning disabilities were part of a sense of confusion over finding 
a purpose in life and over their failure to make a commitment to become educated. 
They experienced no acute need to integrate themselves into the economic, social 
and political structure of society in general, that is, to find a meaningful place for 
themselves in society. There existed a blurring of self-perception with a concomi- 
tant inability to recognize their adjustment patterns as neurotic. Simultaneously 
they showed a reduced or delayed response to treatment. 

The self-image shows signs of a rather unmodified acceptance of impulses and 
labile tendencies without striving to maintain self-control to achieve a foundation 
for higher level gratifications. Wealth permits not only the emergence of omnip- 
otent and pleasure-oriented fantasies but also brings such fantasies within the 
realm of realization. Pronounced narcissism is part of a complex organization of 
trends only one aspect of which is regressed, immature, ego functioning and 
narcissistic self-reliance. In treatment, changes in these respects were noticeable 
with a simultaneous shift in the parent-child relationship away from a material 
to a mutually more affectionate tie. Also, a motivational reorientation took place 
which contributed towards changes in the self-perception towards more mature, 
goal-directed, impulse-controlled and sublimated behavior. 

These observations are felt to have general applicability in that more and more 
families can be expected to acquire material resources associated with affluence. 
Parents of children in such families tend to provide substitute gratifications of emo- 
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tional needs through nurses, maids, gifts, and last but not least, a psychotherapist, 
who assumes the role of a more significant adult in the emotional development 
of the adolescent. The tendency to send off children to a boarding school is not 
only a matter of social prestige, but has significant psychological side effects in 
intensifying the problems resulting from the emotionally absent parent. It places 
adolescents into a world of their own with the challenge to develop standards and 
values away from home at a time when they are emotionally not ready as yet to 
move beyond the longing for regressed-infantile gratifications to a position of 
responsible behavior which is usually associated with maturity. 


COMPARISON OF LOW- AND MIDDLE-INCOME FAMILIES UTILIZING 
PARENT GROUP EDUCATION SERVICES 


Oscar Rabinowitz and Ada M. Daniels 
- Child Study Association of America, New York, New York 


Much has been written about the ways in which low- and middle-income families 
view and handle their concerns about their children. This paper will present some 
findings about “low-income” families as contrasted with “middle-income” families 
who participated in parent group educational services sponsored by 17 family 
agencies within 1,000 miles of New York City. 

These services were offered as part of a project of the Child Study Association 
of America and the Family Service Association of America made possible by a 
grant from the National Institute for Mental Health. The project’s purpose is to 
extend the quantity and to improve the quality of group educational programs for 
parents offered by Family Service Association agencies in the interest of sustaining 
and strengthening the mental and emotional health of parents and children. To 
accomplish this purpose 17 caseworkers were trained in the philosophy, goals 
and techniques of leadership of parent education groups. As part of training case- 
workers conducted parent discussi 
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as great as some of the recent literature implies. We have found that the basic 
concerns of “middle-income” and “low-income” families are essentially the same 
as can be seen from topics chosen for discussion by the participants in each cate- 
gory of groups. 

However, the interpretations given by parents of “low-income” versus “middle- 
income” families to the behavior of the children, and their parental reactions to 
this behavior, seem somewhat different. For example, whereas “middle-income” 
families raise the subject of jealousy and quarreling between siblings as an area 
of concern for them, they are usually able to recognize some of this as natural and 
inevitable. The “low-income” parent appears to have less acceptance of the rivalry 
which exists and which is usually fostered by the reality situations in these families. 

A possible reason for the similarity between concerns and attitudes of "low- 
income” and “middle-income” families in this project is that the “low-income” 
families availing themselves of parent education groups perhaps have stronger 
feelings that they can help their children attain a better life than those “low-income” 
families who did not use this service. 

This project experience suggests that “low-income” families, contrary to some 
prevailing attitudes in the mental health education field, can and will make con- 
structive use of parent education groups when such families are encouraged to 
participate around concerns which are meaningful to them and when solutions 
are arrived at through their thinking rather than imposed upon them. 


Discussant: Jerome Cohen 
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COMPARISONS OF PREMATURELY AND MATURELY-BORN 
CHILDREN 
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` Several questions concerning possible consequences of premature birth have 
commanded attention in the literature. Yet answers to questions such as the fol- 
lowing are inconsistent: Does prematurity adversely affect the course of subsequent 
development? Do such after-effects interfere with scholastic skills like reading, 
writing and spelling? 

By means of a series of statistical comparisons between maturely and prema- 
turely born children's performance on a large number of maturational and scho- 
lastic tests, the authors collected data dealing specifically with the following ques- 
tions: Have prematures "caught up" to their peers by kindergarten age? Does 
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their performance on academic tasks like reading and writing measure up to that 
of their peers 14 to 32 months later? 

The data were obtained from 107 children. Fifty-four of them were born in 
1955 and 1956 at the Premature Nursery, Babies Hospital, Columbia-Presbyterian 
Medical Center. The other 53 were born at term and were matched with the pre- 
maturely born group on most important background characteristics except birth- 
weight. The IOs of children in both groups fell into the average range. 

The 36 tests administered at kindergarten level covered several broad aspects 
of development principally in the areas of behavioral patterning, motility and 
coordination, visual perception, visuo-motor organization, body image, compre- 
hension, use of oral language and specific reading readiness. They constituted a 
broad maturational spectrum. At the end of first and second grades the two groups 
again were evaluated for reading, writing and spelling performance as well as for 
several other aspects of behavior. 

The most striking result was the almost uniformly poor showing of the prema- 
tures and the fact that findings went in one direction only. This was reflected in 
all areas of testing and was true for 35 out of 36 tests. It continued to be true 
on academic tests for performance through the end of second grade. Prematurely 
born children did least well on language and scholastic tasks which require a high 
degree of differentiation and integration. 

Clinically the prematures as compared to the maturely born children seemed 
to show more primitive central nervous system patterning, a relatively lower level 
of neurological integration and more diffuse ego organization. 

The paper discusses the implication of the statistical and clinical data in terms 
of anxiety in both mothers and children, socioeconomic factors and possible mini- 
mal brain injury. The findings seem important in view of the fact that at least four 
per cent of the school population is prematurely born. 
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SCREENING CULTURALLY DISADVANTAGED, FIRST-GRADE 
CHILDREN FOR POTENTIAL READING DIFFICULTIES 
DUE TO CONSTITUTIONAL FACTORS 


June H. Fite and Louise A. Schwartz 
Hunter College of the City University of New York, New York 


The purpose of this pilot study was to identify potential reading difficulties due 
to "constitutional" factors or developmental lag among the first-grade children in 
a school attended by a culturally disadvantaged population. It was hypothesized 
that the incidence of "constitutional" weaknesses among disadvantaged children 
may be higher than among middle-class children. Weaknesses in sensory discrimi- 
nation, perception, motor functioning and/or certain types of specific difficulties 
in conceptualization and memory may be significant factors in the retardation in 
learning to read that is reported so frequently for disadvantaged populations. In 
addition to social and emotional handicaps there may be constitutional handicaps 
that should be given special consideration in teaching. 

The study was undertaken as action research. It was planned that help would 
be given to the teachers of the first-grade children concerned by expanding their 
background of information about six-year-old children, by heightening their obser- 
vational abilities and by assisting them to develop appropriate materials for meet- 
ing specific needs. 

The subjects for this survey were 105 children in four first-grade classes of a 
special-service public school serving a population drawn to a great extent from 
a neighboring low-income housing project. At the time of this survey the school 
population was reported to be 54 per cent Negro, 42 per cent Spanish-speaking and 
4 per cent white. 

A. preliminary screening was made of the 105 children in the four classes by 
evaluation of their school record card data (cumulative class, health and test card 
data) and by administration of a visual motor test and the Goodenough-Harris 
Drawing Test. In the ninth month of the first grade all the children were also given 
a reading test, and estimates of their reading ability were obtained from their 
teachers. Teacher observations with regard to significant behavior were concur- 
rently obtained. 

On the basis of the preliminary screening 29 children were selected for indi- 
vidual psychological study. The battery used included selected items from the 
Wechsler Intelligence Scale for Children and Arthur Point Scale, the Harris Lateral- 
ity Test, Bender Gestalt and Leiter International Intelligence Scale. For six of 
these selected cases, comprehensive study was arranged comprising, in addition to 
psychological examination, psychiatric and pediatric examinations, and investiga- 
tion by a social worker of developmental history and family dynamics. 

A. comparatively large proportion of the first-grade children in this study gave 
evidence of constitutional difficulties or developmental lag. The difficulties dis- 
covered were of several types and the etiology in most cases was not clear. Emo- 
tional and social factors compounded the difficulties in almost every case and 
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complicated the diagnosis. Implications of the findings with respect to curriculum 
and classroom teaching are noted. 


A COMPREHENSIVE MENTAL HEALTH TEAM APPROACH TO 
PROBLEMS OF ADJUSTING AND LEARNING IN CULTURALLY 
DISADVANTAGED SCHOOLCHILDREN 


Ruth P. Kane, Aileen Birmingham and Richard L. Kerchner 
Herron Hill Jr. High School, Pittsburgh, Pennsylvania 


CLINICAL STUDY OF CHILDREN WHO EXPERIENCED LEARNING 
DIFFICULTY AT THE OUTSET OF THEIR SCHOOL CAREERS 


Jeannette S. Vosk . 
Bureau of Child Guidance, New York, New York 


Individual psychological study of the children in a central Harlem school referred 
because they did not respond to instruction and were considered "dull" or "slow" 
revealed that although in strictly numerical terms these children might make low 
test scores, there was ample evidence that most of them were not essentially intel- 
lectually inadequate. 

Sociologically the children’s environment ranged from very deprived and neglect- 
ful slum families to over-driving aspiring parents. Most came from families strug- 
gling with the problems of poverty and out-of-wedlock children with no permanent 
man in the home. In many, grandmothers or fostermothers substituted for the 
mother at least part of the time. Communication between home and school was 
difficult because the parent’s basic reluctance to come often was reenforced by the 
reality of its being difficult to arrange. 

If one is to reach and understand the child, it is necessary to use clinical instru- 
ments and procedures flexibly and to observe his reactions minutely. Above all 
it takes time and attention to reassure and draw out these “unmotivated” children 
Sufficiently for them to reveal themselves, The result is often not an objectively 
creditable response but a more significant sense of the quality of his functioning. A 
child who can reason by analogy is not dull even though he cannot understand the 
significance of small differences in form. Such a result leads to a revelation of the 
hidden potential and unique value of each child. 

Basic to virtually all the children Was a sense of the unpredictability of events, 
of threatening punishment (sometimes brutal and evident) and of the constant 
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These findings have important implications for the school. While school per- 
sonnel often can sympathetically verbalize the children’s problems, they use this 
facility to explain and excuse their own inability to teach successfully. Instead of 
adapting teaching content and method to the children, the school merely applies 
more of what did not succeed in the first place. Pressure is increased, all the child’s 
defenses are reenforced and he is set in a pattern of failure and surface unconcern 
that is most difficult to change in later years. 

Just as they need direction and attention to respond in the examination situation, 
so the children need more involvement on the part of the teacher. Prereading 
instruction must be based on the children’s level of development and interest but 
must be specific, active and with a definite purpose. There must be order and 
logic because without such a framework the children cannot learn. Reasonable 
standards must be established, explained and maintained within necessary limits 
but without harshness. Many need help in expressing themselves but this is not 
simply because they do not have the words; they need someone to listen. Above all, 
they must be helped to a sense of their own ability and worth. They must see their 
own success. Their progress must be as highly valued by the school as would be 
their memorizing of words which they cannot use intelligently. Prepared in this 
way with both a more positive experiential and emotional foundation these children 
can learn to read. 


Discussant: Hertha Riese 
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SOME SPECIAL ASPECTS OF EMERGING COMMUNITY MENTAL 
HEALTH SERVICE PATTERNS FOR SEVERELY EMOTIONALLY 
DISTURBED CHILDREN 


Ruth Elizabeth Beck, Olga Frankel and Robert B. Pomeroy 
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This paper is addressed to some problems emerging from the changing mental 
health and welfare community service patterns particularly in clinical service for 
multiproblem, emotionally disturbed children. Four years of concentrated clinical 
experience in this child guidance clinic in work with “the children no one knows 
what to do with" (especially those with deprivation syndromes as well as some 
organic and schizophrenic conditions), furnish the basis for this presentation. 

Breakdowns in community mental health and welfare interagency communica- 
tion and collaboration for this group of clinic children stem from many causes. 
The population explosion (especially of children 14 years of age and under) with 
the resulting demands and stresses on existing facilities has produced blocks that 
realistically thwart the realization of “a continuum of appropriate community 
health and welfare services" for these disturbed and multiproblem children. Some 
familiar tools of community practice sometimes disappear before replacement 
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tools are available. For example, social service exchanges have become fewer and 
fewer; only a handful of states have developed a central case register. Mental health 
and welfare programs are themselves in process of change. 

Schools are overcrowded with special classes and individually adjusted school 
programs for disturbed, multiproblem children at a premium. 

There is obvious need for new community service patterns as well as realistic 
modifications in treatment modalities, including psychiatric treatment, for these 
children suffering from severe emotional disorders. It also is evident that a com- 
prehensive community mental health program may well take on something of the 
public health philosophy, that is, an emphasis on the need for community service 
paramount to individual considerations. 

Because of the multiple handicaps of these children many child guidance clinics 
have considered them untreatable on an outpatient basis and have tended to refer 
them to residential psychiatric facilities. It is true that our experience here for the 
past four years has indicated that about three times as many clinic hours are re- 7 
quired to treat these children as outpatients. The parallel services of supporting 
community agencies also are needed. An individualized school program concurrent 
with clinic treatment is essential. The clinic child psychiatrist and others of the clinic 
team may serve as consultants to the collaborating agency if that agency so requests. 
The goal for these children is social recovery, that is, an ability to function in the 
community. This limited but realistic goal requires maximal effort by the child, his 
family and the clinic, as well as the creation of a functioning network of community 
mental health and welfare agencies. 

When agency policy and professional attitude allow, clinics are able to serve 
multiproblem, emotionally disturbed children more realistically. A more flexible 
clinic service pattern, which includes direct service (treatment) and indirect service 
(consultation), tends toward integration and control of clinical services in such a 
Way as to develop preventive impact. 


THE INTERMEDIARY GROUP TREATMENT OF INACCESSIBLE 
CHILDREN 


Grace Ganter and Margaret Yeakel 

State University of New York at Buffalo, New York 
Norman A. Polansky 

University of Georgia, Athens, Georgia 


A The paper reports an experiment in the area of offering an alternative to institu- 
tional treatment of severely emotionally disturbed children. It is generally accepted 
that it would be highly desirable to find such alternatives for children whom we are 
not currently able to reach with our usual “ 
shortage of inpatient facilities is such that rec 
child frequently is tantamount to referral to 
inefficiencies introduced into the treatment 
his family, so that the finding of a method 
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Our approach to the problem has differed from most other experimental pro- 
grams designed with similar objectives in that we did not set out to attempt to 
design a treatment regime which would do the whole job of therapy. We faced the 
fact that a program offered as an alternative to institutionalization was no longer 
a practicable solution when it approached institutionalization in cost or in manpower 
requirements. Accordingly, we directed our efforts toward designing a treatment 
format which might be feasible for many guidance clinics, and which would have a 
limited objective. Our study concentrated on a group of children for whom institu- 
tional treatment was recommended because they and/or their families were inac- 
cessible on an outpatient basis. Our hope was that by offering intensive service in 
groups over a period of six months both child and parents might be brought far 
enough along to be able to continue from there on as part of the usual clinic 
population. In other words the group treatment was seen as "intermediary" rather 
than as undertaking to do the whole treatment job. In addition we had some 
previous research concerning factors in the child predictive of inaccessibility in 
individual treatment. Our group effort was designed to deal only with two aspects 
of ego-functioning: (1) the capacity for self-observation and (2) the organizational 
unity of the ego. The experiment then was somewhat radical and unique in the 
degree to which we risked having no eflect by specifying and limiting the group 
treatment offered. 

With the aid of a grant from the U.S. Public Health Service a team of psychiatric 
group workers, caseworker, psychiatrist and psychologist was formed. Children 
were chosen for the study on the basis of having been screened at the Guidance 
Center with institutionalization recommended. Groups were formed consisting of 
six children with two staff members working with each group. Groups met twice 
weekly for a minimum of four hours per week. The children's parents attended 
weekly group meetings led by group workers and had regular weekly casework 
interviews. By agreement each group was set up to run for six months with the 
understanding that the child would continue in the regular clinic thereafter. Over 
a period of two years a total of 47 children was seen. 

We found that it was possible to get adequate cooperation from both parents 
and children to make a program of this sort viable, and we have learned something 
about a group approach with parents which is effective in enlisting and maintain- 
ing their participation. 

The core of our study was to develop and invent new techniques for the conduct 
of group treatment sessions which might be expected to influence the specific 
variables thought relevant to children's readiness for treatment. This process led 
to a group-meeting format including a highly structured plan for all group meetings 
used repetitively. Such a plan is arguable; whether it is the best format cannot be 
known, of course. 

The test of the efficaciousness of our techniques was whether or not children 
previously inaccessible could be maintained in individual outpatient treatment and 
prove accessible to it, subsequent to the group treatment. From data such as the 
number of children formerly included and now back in school we found that the 
experiment had success at least at the level of impulse-control and surface adjust- 
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ment, which was all we had hoped for. Using observations by individual therapists 
who picked up the children at the end of group treatment, we made assessment ' 
of accessibility to individual psychotherapy. Sixty per cent of the children studied 
proved accessible by these measures. Types of child-parent situations clearly not 
able to be helped by our techniques have been identified. 


TREATMENT PROBLEMS OF DISTURBED CHILDREN WITH 
“IMPOSSIBLE” FAMILIES IN A DAY-CARE SERVICE OF A LARGE 
MUNICIPAL PSYCHIATRIC HOSPITAL 


Josephine Martin 
New York University School of Medicine, New York, New York 


Panel No. 116: Use of School Personnel in Treatment of Emotionally 
Disturbed Children 
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A NEW DIMENSION IN THE USE OF TEACHERS AS AN ADDITIONAL 
WAY OF TREATING EMOTIONALLY DISTURBED CHILDREN IN A 
PSYCHIATRIC OUTPATIENT CENTER 

Orvall Wall and Nicholas J. Long ` 

Hillcrest Children’s Psychiatric Center, Washington, D.C. 


Psychologists and community-oriented psychiatrists 
and have been advocating the development of special 
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project with the Montgomery County Maryland Public School Pupil Personnel 
Division was initiated. 

Nine emotionally disturbed children who were presently enrolled in Montgomery 
County Public Schools, but on the verge of being excluded from the regular classes 
were selected. These children were between the ages of seven and nine. They had to 
test in the normal range of intelligence and show no major neurological damage. 
Each child would receive individual psychotherapy on a weekly outpatient basis. 
The mothers of these nine children would be seen once a week in group therapy. 

In addition to the traditional approach to treatment the teachers of the nine 
children were seen in a biweekly seminar directed by the therapist. The purposes 
of this seminar were to demonstrate the relationship between symptomatic behavior 
and underlying causes, the need for realistic handling, the relationship between 
involvement and over-involvement and the concerns about improvement and failure. 

All clinical treatment and teacher seminars were done by Mr. Wall to minimize 
the inevitable communication difficulties whenever a project of this nature is 
attempted. It should be stressed that the personality of the therapist is crucial to 
the success or failure of such a project. 

The enthusiasm and involvement generated by the children, teachers and parents 
have been exceptionally rewarding. The teachers reported that the support they 
felt from the seminar meetings dispelled a great deal of their doubts and anxieties 
concerning handling the child. All the teachers felt that there has been a great lack 
of such a cooperative effort in the field of education. The parents were enthusiastic 
that the teachers wanted to take part and it helped in changing their attitudes 
toward school and teacher. All but one of the children improved to such an extent 
that the teachers said, “It’s hard to believe that this is the same child who started 
in this project." The teachers also felt the seminars helped in understanding other 
problem children in the classroom. 


WHERE WE FAIL OUR TEACHERS: A REPORT ON TEACHERS' NEEDS 
FOR MENTAL HEALTH TRAINING AS REVEALED THROUGH 
CONSULTATION AND THE DIARIES OF FIRST-YEAR TEACHERS 


Ruth G. Newman, Fritz Redl, Claire M. Bloomberg and Marjorie M. Keith 
School Research Program, Washington School of Psychiatry, Washington, D.C. 


Since schools must live with the problems of learning, behavior, cultural and 
economic deprivation, social pressure and developmental and emotional turmoil, 
it becomes the responsibility of interdisciplinary-minded professionals to help all 
school staff to find appropriate and useful ways to work with children from kinder- 
garten through high school. In all these areas the training of teachers and other 
school staff both in pretraining institutions and inservice settings is of singular and 
pressing importance. The needs of school staff to gain understanding and skills in 
dealing with this multitude of difficulties is the subject of this paper. 

The three-year project of the School Research Program on which this paper is 
based provided regular, on-the-spot consultation (which we call psycho-education 
consultation) to a variety of school settings from nursery school through high 
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school; from middle-class settings to severely disadvantaged, culturally deprived 
inner-city schools; from residential and day-care treatment centers to ordinary 
school populations. Staff of the School Research Program found an abundance of 
material indicating specific needs for training in preservice and postgraduate institu- 
tions and inservice programs. These findings have implications, not only for the 
school systems, training colleges and universities, but also for mental health facilities 
outside of or connected with the schools. If schools are to perform services of a 
preventative and potentially curative nature (if we are to equip teachers to handle 
adequately the problems with which they are presented in the classroom) we must 
train them to meet these demands. 

Methods used to collect information were twofold: (1) The project we under- 
took as part of the Washington School of Psychiatry through an N.I.M.H. grant 
involved the development of a consultation method with school staff on handling 
problems of emotional disturbance and behavioral or learning crisis in the class- 
room. An informed professional with an interdisciplinary background, familiar 
with psychodynamics and with schools and school needs, came from outside the 
school system once a week to a school chosen from a variety of settings listed above. 
Consultation took place formally and informally, by interview, by conference, by 
chance meeting, in individual and in small group sessions. The method, which we 
call Psychoeducation consultation, combined interviewing techniques, observations, 
demonstrations and occasional intervention as well as some didactic teaching. 

There were approximately 100 school staff directly involved in our project. There 
were four consultants. The findings, conclusions and implications to be presented in 
this paper are those related to preservice, postgraduate and inservice training needs. 


The information gained from the material appears to be germinal and suggestive. - 
Study findings have implications for training institutions, the schools themselves, 
clinics and private mental health facilities, community support and the understand- ^ 


ing essential to help school staff in the gigantic task of dealing with the complex 
and multifactored problems with which they are presented. This is especially true 


if we view the school as a potential setting for preventative and curative mental 
health measures. 


DEVELOPING PROCESS AND CONTENT OF TEA! 
EMOTIONALLY DISTURBED CHILDREN M FOR 


Evelyn D. Adlerblum, Frances Minor and Chandler 
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There is a stirring in the psychoeducational ai i i i 
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of education offered to seriously disturbed x Doo Mi 


ucal children as well as to clarify the unique 
contributions expected from a skillful teacher, The need to bring aa role 
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Working with seriously disturbed children * was the basis of a workshop. This was 4 
summer workshop for 20 experienced teachers of emotionally disturbed children, 
*Supported by a Grant 


Pin Simcha from the New York State Department of Mental Hygiene, Com- 
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conducted by staff members of New York Universitys 125E Program,* pre- 
paring teachers of emotionally disturbed children. The workshop was conducted 
for five days at New York University during July 6 through July 10, 1964. 

The workshop had three major objectives: (1) identifying and synthesizing 
pertinent psycho-educational research and translating it into the process and con- 
tent of skillful teaching, (2) enhancing the teacher's ability to engage in a systematic 
educational assessment of individual children, which may then be used to provide 
appropriate opportunities for education in a classroom situation, and (3) extending 
and intensifying the teacher's knowledge of curricular possibilities through pro- 
viding the means for personal involvement and experimental tries. 

The 20 teacher participants were selected from a variety of special school pro- 
grams serving children with a broad spectrum of emotional and learning disabilities 
and.representing diversified educational working philosophies. 

The faculty team, representing the special areas of child development, curriculum 
development and work in the expressive arts, structured the workshop to include a 
dynamic interplay of varied experiences each day. 

Participating teachers were given an opportunity to share their own teaching 
methods and experiences, to discuss what they felt had worked well and what had 
not. Possible underlying reasons were explored. 

They were engaged in direct ventures (as adults) with a variety of materials 
relevant to the perceptual and cognitive experiences of children. They took a fresh 
look at some kinds of sensory-motor responses, rhythmic adaptation to tasks of 
body movement and sound, tactile association and differentiation in environmental 
experience, figure-ground and whole-part relationships in form perception, etc. 
Such reexamination required also the use of clay, blocks and a variety of "found" 
materials. Participants discussed personal individual responses in themselves rang- 
ing from hazy awareness to inventive statement. 

Discussion of these experiences was related to the specific nature of the learning 
difficulties of troubled children and to consideration of the opportunities that may 
be provided by teachers to help modify or overcome these difficulties. The teaching 
of reading, mathematics and social studies as these may contribute to the develop- 
ment of essential concepts to help a child open up to, increase and regulate his con- 
tact with the world were discussed and demonstrated. Instructional materials for 
such teaching were reviewed. 

Throughout the workshop there was an ongoing re-assessment process which 
took the form of (1) participants’ reflections on their teaching experiences, (2) 
re-examination of the bases for these practices and (3) projection of possible fresh 
tries in the teaching year ahead. 


* Supported by a Grant from the National Institute for Mental Health (1-T1-MH-8172-01 Dr 


Panel 117: Teaching Techniques for Psychotic Children 
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TEACHING IS TREATMENT FOR OUTPATIENT PSYCHOTIC CHILDREN 
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Robert B. Hughes 
Minnehaha Guidance Center, Sioux Falls, South Dakota 


Outpatient group therapy of psychotic children and their families is an ongoing 
project at the University of North Carolina. The project started in May of 1960, 
but the present paper covers only the last two years or since NIMH grant support 
was obtained in March, 1962, to conduct a demonstration project under the title, 
"Teaching Techniques for Psychotic Children." 

The purpose of this paper is to show that the structuring of activities around 
certain educational tasks can help psychotic children of beginning school age over- 
come severe ego defects, such as the ones manifested in learning and personality 
problems. And more specifically the purpose of the paper is to show that the 
methods and techniques used in presenting these structured activities are the crucial 
factors in the ego development of the children. Therefore, it is the thesis of this 
paper that teaching and treatment cannot be separated in work with psychotic 
children. 

Seven diagnosed psychotic children are the subjects for this study. Three are 
from the original group that started treatment in 1960 and the other four were 
added at later dates. Four of these seven are boys and three are girls. At the time 
of the study the age range was from six to eight years. After the psychotic behavior 
was reduced or eliminated the need for structured activities became morc evident. 
In order to plan the ego-building activities, the area of manifest disability was? 
arbitrarily divided into three broad categories: communication-language, social- 
emotional and conceptual-abstract reasoning. These three categories of disability 
were used to plan the educational activities. The children's reactions to these 
activities gave the information needed in order to plan and carry out subsequent 
activities. Detailed notes on the children's reactions to the activities and the methods 
used in their presentations were kept by the two teachers and the two sociologist- 
Observers. Observations were made in all three areas of disability and these data 
along with a psychological evaluation of each child gave the information needed to 
establish baselines. As repeated observations and evaluations were done it became 
ME penal Wi eens Cred os Ph me ipo han hl 
v . ; 1s an established principle in learning theory but 
it assumes even greater importance in work with disturbed children. Putting this 
Principle into practice required the teachers to Pay close attention to each child’s 
Personality problems in order to help the child in his ego growth. Thus, the teachers 
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THEORETICAL AND TECHNICAL CONSIDERATIONS IN THERAPEUTIC 
TUTORING OF CHILDREN 


Robert G. Templeton, Bessie M. Sperry and Norman M. Prentice 
Judge Baker Guidance Center, Boston, Massachusetts 


Psychogenic learning problems of elementary school children have been noted 
both in our own research at the Judge Baker Guidance Center and in the extensive 
clinical investigations of others. These exist in the context of neuroses with a major 
masochistic component that requires psychotherapeutic intervention because of its 
potentiality for generally self-destructive adaptation. With psychotherapy alleviation 
of the learning symptoms is frequently slow with other areas of behavior showing 
more rapid improvement. The learning symptom, when it has persisted for several 
years, appears to have attained the status of negative functional autonomy. 

In order to deal with this aspect of the problem we have devised techniques of 
therapeutic tutoring that take into account the findings of our research concerning 
the common fears with which these children approach learning. These fears are 
related to their unconscious conflicts, their habitual responses to negative family 
attitudes and their consolidated poor self-images as learners in the school situation. 
Some of these fears have to do with separation, competition, the acquiring and 
revealing of prohibited knowledge and the loss of a masculine self-image. Since 
these are not completely unconscious dimensions and are observable in learning 
behavior, we believe these can be manipulated in the therapeutic tutoring situation. 

If the tutor is to accomplish this, he needs to be aware of the common sources 
of these fears in such children and insofar as possible of their specific meaning for 
the child he is tutoring. Unlike the therapist he will not aim primarily at using his 
understanding to work toward insight but toward a therapeutic manipulation of 
the child’s feelings in symbolic ways within the learning situation itself. Our aim, 
then, is to prevent these difficulties from operating negatively in the tutorial relation- 
ship while their more unconscious components are being dealt with in therapy. 

When it is possible to do this, three favorable results can occur: (1) the child’s 
negativism toward learning can be mitigated, (2) progress can be made in over- 
coming the skills gap that interferes with effective classroom learning and (3) 
more energy can be freed for sublimation into successful learning activities. Es- 
sentially we try to promote the positive aspects of the ambivalent but strong cathexis 
that these children have for learning skills and subject matter. We have found that 
the learning activity is very highly endowed with emotional significance displaced 
from other aspects of the child’s life. In developing our techniques we have at- 
tempted to deal with these displacements in order to reverse the strong affects that 
interfere with learning. 

Two aspects of the tutorial situation are important to consider: the first is the 
child’s relationship with the tutor; the second is the symbolic meanings of the tech- 
niques and materials employed and their relationship to the fears of the child. 


COMPARATIVE STUDY OF LEARNING PROBLEMS IN FIVE CLINICS 


Bernice T. Eiduson, Trinidad C. M. Johnson and David Rottenberg 
Reiss-Davis Clinic for Child Guidance, Los Angeles, California 
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Results of studies by a number of investigators have shown that children referred 
to clinics for learning problems show a number of distinct syndromes, each of which 
can be identified by certain clinical and psychodynamic features. Since each of the 
syndromes was found by investigators working in different clinics, the question 
arises whether the distinctive pictures obtained were a function of real differences 
in populations or reflected differences in the kind of clinical information obtained 
because of differences in the data-gathering practices of the institutional settings. 

To approach this question 50 case records of learning problems, 10 of which 
had been gathered by each of 5 child psychiatric clinics in the Los Angeles area, 
were compared to see the degree to which the clinical and psychodynamic data 
in the records varied as a result of the differences in data-collection practices among 
the clinics. E 

In order to permit quantitative comparison of record data which were largely 
narrative in form (having been gathered by the clinicians in the course of their usual 
diagnostic procedures) the entire body of information contained in each record 
was transcribed by means of a computerized data-processing system, the Psychiatric 
Case History Event System. This information-processing system, which had been 
developed by the senior author and colleagues, permitted transcription of all 
record information into common units (called events) and variables of related data 
which defined or specified each event. Once in this form the events and their related 
variables could be treated as formatted fields, which allowed them to be sorted, 
arranged and subjected to statistical techniques. Then detailed comparisons of 
record information in regard to a large number of content and structural char- 
acteristics could proceed. 

First, the structure of information contained in the records of each clinic was 
analyzed so that comparisons between clinics could be made regarding such features 
as total amount of information obtained; frequency with which certain kinds of 
events were used; the distribution of these events among the customary patient- 
history categories; the kinds of data found invariantly, conventionally and uniquely 
in the total sample and within clinics; kinds and amounts of redundancies and 
omissions among events conventionally included, etc. Subsequently establishment of 
relationships existing among these characteristics was undertaken in order to show 
which of the data-collection procedures within a clinic predispose to other data- 
gathering practices and which aspects of collection procedures are independent of 
each other. 

Aes hup am oe the ways clinicians are used by the 
Bind Che a to an bs certain characteristics of their records were 
participating in the diagnostic M the di ku ooo canela. 
outside sources relied on, etc.) icd ns eed d xe es ae a i 
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i $ > evelopmental and psychodynamic features 
tee) have been reported in the literature on non-organically involved learning 
problems in children was found in the total population and within each clinic. The 
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relationships between the frequencies with which these features appear and the 
informational characteristics of each clinic's records are presented. 

Results are discussed in terms of the significance of kinds of information collected 
for the findings of research studies specifically concerned with psychodynamics of 
learning problems and more generally, for all investigations which utilize. clinical 
case materials. 


Panel No. 118: Group Approaches with Adolescents 


Chairman: Mortimer Schiffer 


MODIFICATIONS OF STANDARD TECHNIQUES FOR OUTPATIENT 
GROUP PSYCHOTHERAPY WITH DELINQUENT BOYS 


Don R. Heacock 
Harlem Hospital, New York, New York 


This paper deals with the modifications of standard techniques required to treat 
delinquent boys in a special setting. Such treatment presumes that many of these 
boys can be helped before residential treatment centers, work camps or state train- 
ing schools become necessary. 

The group itself consists of six Negro boys between the ages of 15 and 18 treated 
at the Harlem Hospital Mental Hygiene Clinic. 

Diagnoses fall mainly under the classification of sociopathic personality disturb- 
ance, dyssocial reaction, but two boys might be considered borderline psychotics. 

Certain behavioral characteristics yield a better chance of success with these 
patients in the setting described. These are discussed along with those characteristics 
which contraindicate this form of therapy. qd 

Some common dynamic features are mentioned, and the interrelationships, con- 
Scious and unconscious, between the patients and their parents are described. These 
include problems of hostility, identification and sexuality. 4 

Specific therapeutic techniques applicable to acting-out patients are elaborated, 
such as the timing of discussions around acting-out and attempting to get patients 
to focus on feelings before, during and after an episode of antisocial or self-destruc- 
tive behavior. Special emphasis is given to the subject of controls. | 

In working with delinquents it has been found that the therapist must engage 
much more in environmental “manipulation,” such as direct contact with probation 
officers, school guidance counselors and key family members. This is frequently 
best done in conjunction with a social worker, but there are times when the therapist 
himself must do this. j : J 

The therapist’s personality characteristics and therapeutic attitudes are vitally 
important in treating these patients. These are mentioned along with the closely 
telated problem of counter-transference. ? NL. 

Special techniques for dealing with the economically and culturally deprived 
are mentioned, such as the giving of food, money and presents in certain situations. 

Some of the pertinent literature is reviewed and three cases are described. 
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GROUP THERAPY OF EARLY ADOLESCENTS: AN EVALUATION OF 
ONE YEAR OF GROUP THERAPY WITH A MIXED GROUP OF EARLY 
ADOLESCENTS 


James H. Duffy and Irvin A. Kraft 
Baylor University College of Medicine, Houston, Texas 


This paper describes the evolution of a mixed therapy group of early adolescents ` 
in an outpatient clinic over a period of one year. The paper begins with a review 
of the pertinent literature concerning group therapy with adolescents. The review 
indicates that there has been relatively little discussion of mixed therapy groups 
of adolescents between ages 12 and 15. Our purpose was to determine whether 
or not male and female early adolescents could function therapeutically in the - 
same group and to explore the problems resulting from this group situation. 

The composition of the group is described with reference to symptomatology, 
age, IO and background. Most of the patients involved in the group were diagnosed 
as behavior problems with symptoms of immaturity, poor school and home adjust- 
ment, tantrums and enuresis. A smaller number of group members manifested 
neurotic symptoms, such as anxiety attacks, tics, shyness and withdrawal. Psychotic 
and severely delinquent adolescents were excluded from the group. The IO scores 
of the members ranged from 81 to 142. The natural history of the group is then 
discussed to show how the group evolved from a disorganized, physically active 
group to a verbal, cohesive therapy group. Group process and content are analysed 
showing how wide variations occur in the content of the group discussion even 
within a single meeting and how group process is interpreted by group members © 
and therapists. Therapeutic techniques employed in the group are discussed, in- 
cluding the use of a cotherapist, significance of seating arrangements, types and 
uses of interpretations, etc. The results of treatment including data from follow-ups | 
are discussed. The follow-up data include evaluations of each patient's behavior in 
school, at home and with neighborhood peers. Follow-ups were obtained on an 
average of six months after patients discontinued therapy. Out of 20 patients who 
attended the group during its first year, 18 showed various degrees of improve- 
ment, three achieved excellent improvement, nine moderate improvement, and siX 
minimal improvement. 


The data warrant the conclusion that erou the: ith mi 
f earl 
adolescents is both feasible and Kktc! aoa s E | 


A MOBILE THERAPEUTIC COMMUNITY FOR ADOLESCENTS 
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tional approaches used with groups by such programs as the settlement house, 
detached worker or roving leader and then to introduce the new model in which 
trained indigenous youth are used as leaders of the groups. The need for consider- 
ing such a different approach stems from the realization that traditional approaches 
using group techniques and methods have not been successful in meeting the needs 
of youth, particularly socially disadvantaged youth. In this consideration, four 
specific problem areas were apparent: (1) low-income people are not inclined to 
seck psychological treatment; (2) the nature of treatment is not specifically focused 
on the realistic problems of the socially and economically deprived; (3) treatment 
personnel, drawn largely from middle-class backgrounds, are neither sympathetic 
nor knowledgeable about values, attitudes, cognitive styles, goals, and identifica- 
tions of low-income persons, and (4) the treatment process has not been integrated 
with the major social institutions such as the schools, employment resources, 
courts, correctional institutions, social welfare, recreation and the private charac- 
ter-building agencies. 

The program is located in the heart of a severely deprived neighborhood. Fol- 
lowing several weeks of training, two high school dropouts, ages 17 and 18, became 
the nonprofessional leaders of the small group recreation program under close 
supervision of the professional staff. The groups ranged in age from 12 to 16 with 
10 boys in each. Initially, the leaders collected data on all members which included 
individual interviews, family history, school records, juvenile court records, pre- 
vious gang activity and with the staff assessed the needs of the groups for remedial 
activity. The staff selected with the leaders a series of game-type activity with 
Special emphasis on skill-building as well as fun appeal that the activity had for 
the youth. Group meetings were held from three to five times weekly. Check lists 
Were completed and other observations were made during group activity by the 
leaders. Weekly evaluations were made and new directions for groups considered, 
Seminars were held as a training aid to the leaders in addition to supervision they 
received from staff. athe E Al 

Although the program has been operated on a very limited basis, preliminary 
assessments of its value have been highly encouraging, both from the point of view 
of what it has meant to the leader who has fashioned a “new career” for himself 
as well as the impact the program has had on the members of the group. Impact 
on the community has not been measured. The data will be compared with out- 
comes of both professional student and professional staff working with similar 

roups. T 
3 The paper describes a rehabilitative remedial program for teenagers organized 
around small recreational groups which meet several times a week after school. 
The program is organized in a Community Mental Health Center but uses com- 
munity resources for its activities. The groups are led under professional super- 
vision by indigenous youth who are specially trained as small group aides. The 
aims of the groups are to help members increase their impulse control, become: 
more knowledgeable and skillful in handling situations and to develop more so- 
Cially acceptable standards and attitudes. Preliminary results reflect considerable 
change on both the part of the indigenous leader as well as members of the groups. 
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Panel No. 119: Work With Adoptive and Foster Parents 
Chairman: Joseph S. Bierman 


TWENTY-FIVE FOSTER FAMILIES OF EDUCATIONALLY DEPRIVED 
CHILDREN—AN EXPLORATION OF PROCESSES OF INVOLVING 
PEOPLE IN SOCIAL CHANGE 


Frances P. Simsarian 
School of Social Work, Howard University, Washington, D.C. 


Is temporary foster family care a useful intervention technique to enrich the 
lives of culturally deprived young people? Can families be found to work with such 
young people, and how do the placements turn out? What results when Negro 
children are placed with white families? 

Twenty-five foster families in the metropolitan Washington, D.C., area who 
had received 22 Negro children ranging in age from 6 to 17 years for one to two 
academic years (a total of 30 academic years) were interviewed. The children 
were deprived of education due to the closing of schools for Negro children in 
rural Prince Edward County, Virginia. Records of the voluntary establishing com- 
mittee were studied. 

“The cause" of the educationally deprived child was dramatic, and it drew | 
professionally trained people to membership on the voluntary committee. In a 
community where foster homes are scarce, 28 homes were located primarily 
through mass media. Five of the families were white. | 

Most of the women in the families worked and they thus did not view themselves 
as candidates for foster parenting through social agency programs. They were more 
willing to accept “academic year" responsibility for a child. 

The foster families stayed with their year's agreement to care for a child; only 
one home was closed before the end of the year. In no case was remuneration 
sufficient to cover costs. 

Viewed from the reports of the foster parents, the program was sufficiently 
successful to justify further experimentation with this intervention technique. The 
[sun DRM d School placements even though all but two were two us 
Soo idee were Pu ey were usually children who wanted to make progress it 
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and immature for their ag 
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Approximately one-third of the placements give the impression of a high level 


of success. One girl and one boy remained for two years in the same home, SUS « 
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taining contact following placement. One 16- to 17-year-old boy, though seriously 
retarded in school, sustained placements with white families in predominantly white 
schools for two years. There are other instances of continuing contact between 
child, foster parents and own parents. 

This experiment appears to demonstrate that foster families can be found to 
work with deprived children for prolonged but still temporary placements. Needed 
now is evaluation of whether this intervention is useful in pulling the young people 
into the mainstream of American culture or whether it causes confusion and dis- 
couragement when they return to the former environment. 


THE WANTED CHILD: MOTIVATIONS OF FOSTER AND ADOPTIVE 
PARENTS FOR SEEKING CARE OF CHILDREN 


Mariano Veiga 
Maryland Institute for Children, Owings Mills, Maryland 


The high incidence of failures of foster home placements suggest that our 
methods of selecting and approving parents for foster care need revision and that 
our knowledge of children and child development should be more extensively 
applied in the field of child placement. 

This study is based upon four years experience in working in a large child 
placement agency having both a foster care and institutional program as well as 
in a residential treatment program with children who had been abandoned by their 
foster parents. The study focuses on the unconscious motivations for offering foster 
care, specifically on those needs and conflicts which impair the performance of 
Otherwise well-meaning, adequately functioning people who seek to provide foster 
care for children. The author proposes that expectations for prospective adoptive 
and foster parents should be formulated not merely on the basis of demonstrated 
Social adequacies but also should include a skillful evaluation of possible uncon- 
Scious neurotic needs which might render some prospective adoptive and foster 
Parents risks. Moreover, in matching children and parents the psychological devel- 
Opment of the child must be adequately assessed and the prospective parents 
Deeds and conflicts around the various developmental stages of growth understood. 
As is the case with neurotic natural parents, the neurotic needs of foster parents 
become clinically apparent when frustrated or tested by a child in the family. 

Case histories, psychological studies, psychiatric interviews with and evaluations 
Of foster families and children are used to illustrate an approach to the develop- 
ment of skills for the methodic early detection of unconscious, unresolved conflicts 
with a high probability of jeopardizing successful placement. 


AN EXAMINATION OF MOTIVATION OF ADOPTIVE PARENTS 


Adelaide Ross and A. Scott Anderson, Jr. 
The Child Guidance Center of Greater Lynn, Lynn, Massachusetts 


The agencies providing adoption services have for many years been aware of 
the various and myriad motivations on the part of prospective adoptive parents. 
They quickly recognize the overt and obvious and in many instances are able to 
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successfully work through inconsistencies and unhealthily rooted trends. The . 
prospective adoptive parents are usually carefully evaluated in social and psycho- 
logical diagnoses. A prescribed waiting period in most states before adoption is 
legal and can be regarded as an additional safeguard to guarantee the best interests 
of parents and child. 

Followup by the adoption agency usually ends when the adoption has become 
legal. It is generally believed that parents feel “on trial” and greet the termination 
with an air of relief, but professional people must be aware of ambivalence at this 
time. Somewhere between his first and second birthday the adopted child severs 
his connection with a supervisory agency and has for all intents and purposes, 
legal and social, become a member of a family. Since this is, dynamically speaking, 
the time of onset of aggressive curiosity and learning, many adoptive mothers lose 
the supporting figure of the caseworker at a time when many changes become 
manifest in the child’s development. It is often a bewildering experience and 
especially so for the anxious adoptive mother. She wonders about genetic anteced- 
ents and inherited problems. Since most children placed for adoption are illegiti- 
mate, any symptoms of autoerotic or aggressive behavior are certain to be suspect | 
and many adoptive parents cannot accept their own responsibility in contributing 
to the child’s milieu and his reactive behavior. 

Two important points become distinctly evident during the study of three cases 
being evaluated in a child guidance center. First there emerged a marked need for 
education for adoption before any definite steps are taken. Secondly and perhaps” 
more important was the need for careful examination of motivation behind the | 
parental request. While motivations of both parents need careful scrutiny, those | 
of the prospective adoptive mother apparently are fraught with many more com- 
plications than those of her husband. The greater importance of the mother's 
motivation might be compared with her unique responsibility for conception, 


pregnancy, delivery and early child care. Here the mother necessarily makes the | 
larger contribution. Unconscious or wit! 
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mother was completely alcoholic and the parents divorced. His present living 
situation is male-dominated. His problems of identity are reflected in his 
symptoms of homosexual acting out and general defiance of authority in home 
and school. 


Case material in all three instances would bear out the need for education for 
adoption as well as careful consideration of parental and especially the maternal 
motivation. 


Workshop M: Academic Pressures on the High School 
and College Student (2 Sessions—second session on Saturday afternoon) 


Chairman: John Bauer 
Resource Participants: Samuel Aboff, Calvin Cheek, Angelo Dispenzieri, Robert 
Fleming, Cecil Forster, Roslyn Gross, David Newton 


Workshop 25: Clinical Experiences with the Poor 
(Joint workshop of the Mental Health Section, American Public Health Association, 
and the American Orthopsychiatric Association) 


Chairman: Elias J. Marsh l 
Resource Participants: J. E. Rosenfeld, Charles B. Wilkinson, others to be an- 
nounced 


Workshop 26: Socialization of the Brain Damaged Child 


Chairman: Leonard Diller i 
Resource Participants: Howard Kelman, Arthur Meisel, Ethel Wyner 


Reporter: David Steinberg 


Workshop 27: Anti-Mental Health Aspects of the Curriculum 
Chairman: Marcella Bernstein y 

Resource Participants: Irving N. Berlin, Edgar Z. Friedenberg, Frances A. J. 
Ianni, Gottfried Lang, C. Taylor Whittier 

Reporter: Miriam Jaegerman 


Workshop 28: Case Treatment of the Acting-Out Adolescent 


Chairman: Sheldon T. Selesnick 
Resource Participants: Jerome M. Goldsmith, Sol Gordon, Ronald R. Kyllonen, 


Ralph R. Rabinovitch, Joseph Teicher 
Reporter: Joseph Teicher 
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Workshop 29: Problems in Relating Concepts to Research in 
Family Therapy 

Chairman: Gerald H. Zuk | 
Resource Participants: Ivan Boszormenyi-Nagy, Andrew Ferber, Wells Goodrich, ! 
Jay Haley, David M. Kaplan | 
Reporter: H. Peter Laquer 


Workshop 30—Audio-Visual Program—V—Members' Film Showcase 
Chairman: Edward A. Mason 


Films: MOTHER-INFANT INTERACTIONS. Nahman H. Greenberg 
SUFFER THE LITTLE CHILDREN. Lewis B. Klebanoff 
GROUP THERAPY IN CHIDHOOD PSYCHOSIS. Cornelius Lansing 
GROWTH FAILURE AND MATERNAL DEPRIVATION. Douglas 
A. Sargent 


Resource Participants: Barry L. Levin, David S. Sanders, Gerald Stechler, 
L. Joseph Stone, George C. Stoney 


This workshop has two major goals: (1) to encourage the showing of films made 
and used by Ortho members in their work and (2) to provide a forum for critical 
discussion of the qualities and effectiveness of the films in achieving their aims. 


Saturday Afternoon, March 20, 1965 
New Methods for New Careers: The Training of the Nonprofessional 


Chairman: Frank Riessman 


EI DECISION-MAKING IN AN APPRENTICESHIP PROGRAM FOR 


Walter L. Walker and Lonnie E. Mitchell 
Center for Youth and Community Studies, Howard University, Washington, DC: 


In the fall of 1963 the staff of The Center for Youth and Community Studies 
addressed itself to two growing problems in our society: 


ile The desperate condition of America’s poor. Their opportunities to participate 
in our culture. of affluence are severely limited by their lack of marketable 
job skills. Their life styles, developed within a subculture that has known thé 
pain of continual rejection, make it almost impossible for them to profit from y 
traditional academic and training programs. 

E growing shortage of trained professionals required to perform those 
puman service tasks that our service-oriented society with its rapidly expand- 
ing population has begun to accept as necessary for the common welfare. 
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An experimental program was designed to determine whether or not youths 
whose histories indicated an inability to cope with school, the job market or the 
laws of society could successfully perform significant nonprofessional roles in 
human service agencies. Ten youths of ages 16 to 20 were selected for training. 
All were high school dropouts, several had arrest records, four were unwed parents 
and none had held steady jobs. 

These youth received training in the areas of small group recreation, day care 
and social research. Their training consisted of both academic and on-the-job expe- 
tiences. For five months these trainees or “community apprentices” were placed in 
three agencies providing services to the community. Their work was excellent, and 
in many instances professionals in these agencies were relieved of those nonprofes- 
sional tasks which had previously prevented them from performing the professional 
services for which they were trained. 

Why were these youth successful when their previous records indicated that they 
would not be? Where was the “delinquent” behavior that had been a part of their 
previous lives? How were these youths who have been characterized as having 
little ability to deny immediate gratification for future satisfactions able to endure 
a long training program and exist on a training allowance with only the possible 
existence of a career opportunity waiting for them at the end? 

One of the central purposes of our program was to attempt to create a group 
climate in which the 10 would establish for themselves new norms of behavior 
that would serve them well in their new job roles; a group which would be respon- 
sible for sanctioning or prescribing behavior, and a group that would accept the 
responsibility for a sizable measure of self-determination. The apprentices were 
being asked to give up their traditional coping mechanisms, and in many cases E 
meant that they had to *move away" from their former associates “on the street. 
The group was conceptualized as a means of providing mutual support for its 
members in times of stress that were sure to come. i j ' 

Today nine of the apprentices are functioning well in nonprofessional roles in 


human service agencies. 
TRAINING DOMESTIC PEACE CORPSMEN FOR COMMUNITY SERVICE 


Carl T. Johnson P 
Associated Community Teams, Inc., New York, New Yori 


Central Harlem stands high on any list of problem areas. Public and private 
agencies valiantly coping with the myriad of problems in the community E din 
and money. In a community without a strong tradition of voluntarism an Men 
Out many of the necessary resources, the beleaguered staffs of the welfare, eal 
and educational institutions cannot mount the massive efforts that the community 
Tequires to effect change. Many young people have a strong urge to put their talents 
to use in the service of others. In these times of lengthening educational preparation, 
Professionalization of welfare activities and a ber of the ideological causes of 
th is little direct outlet for the urge to serve. ; 

The po P Corps of the Associated Community Teams (ACT) is 
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demonstrating one successful way in which the altruism of youth can help to make 
an impact in areas of social need. Since severe and pressing social problems exist 
at home as well as abroad, a Domestic Peace Corps is a logical extension of this 
concept. 

The basic purposes of the Harlem project of the Domestic Peace Corps are two- 
fold. 

1.By providing a worthy channel for the development of young people and 
through training and supervised work experience its aim is to develop and 
reenforce their values and motivations toward service, personal responsibility 
and commitment to democratic action for the community welfare. 

2. By providing appropriate training and supervision it aims to enable them to 
perform effectively on the job and make meaningful contributions to the 
improvement and expansion of community services for children and youth 
of central Harlem. 

The ultimate question is: does the program achieve its objectives? The answer 
is revealed in a discussion of the recruitment, agency cooperation, the delimitation 
of functions for the Domestic Peace Corpsmen and the impact of their services on 
the community. A description of the training process involving Corpsmen is dis- 
cussed, highlighting the three components of primary, associate and attendant 
learning. 

The type of field work assignments and the differentiation and relevant merits of 
the structured and unstructured work assignments are fully analyzed. 

Analysis of current experience suggests that the nonspecialist can perform effec- 
tively and skillfully in community action programs with appropriate orientation, 
training, job delineation and supervision. It also has revealed that in less structured | 
community assignments performance of preprofessionals and nonprofessionals often 
surpassed that of the professionally trained worker. 


GROUP METHODS IN TRAINING AND PRACTICE: NONPROFESSIONAL 
MENTAL HEALTH PERSONNEL IN A DEPRIVED COMMUNITY 


June Jackson Christmas 
Harlem Hospital Center, New York, New York 


The nonprofessional mental health worker plays an essential role in current 
efforts to develop and expand psychiatric services to the deprived urban com- 
munity of Harlem. A number of group approaches have been found helpful in 
training nonprofessional personnel for programs developed by the Department of 
Psychiatry, Harlem Hospital Center. Nonprofessional recruitment is not limited 
to the middle class of the community for the traditional role as a volunteer. Moré 
significantly, persons belonging to the same socioeconomic groups as most of the 
patient population (lower-class and working-class Negroes) are recruited for ? 
variety of mental health roles. Some of the advantages and the problems of using 
persons from the patients’ social classes are presented. Specific types of training 


oups most helpful 1 : 
ee elptul to nonprofessionals from these three social backgrounds at 
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The use of nonprofessional staff in a number of group therapy approaches to 
the patient and family is discussed. Some of these approaches incorporate modifica- 
tions of therapeutic modalities which have been developed to provide more effective 
service to persons generally considered hard to reach or to serve by more usual 
methods. In this program the traditional role of service by the nonprofessional is 
supplemented by other mental health roles with emphasis on the therapeutic rela- 
tionship of the worker to the patient. Positions such as those of mental health aide, 
education aide, family aide, activities aide, training aide, and program expediter 
have been filled by nonprofessionals. 

Among the types of training group experiences which have been used are: (1) 
combined demonstrations and lectures, (2) demonstrations, (3) on-the-job expe- 
rience and discussion, (4) role playing, (5) groups comprised solely of nonprofes- 
sionals, (6) training by previously trained nonprofessionals and (7) home inter- 
views. Suggestions are made as to the indications for a particular group-training 
experience in relation to the position to be filled. Consideration is given to the general 
processes in each type of training experience. 

The relationship between group methods in training and in practice is dealt with. 
Processes observed in the course of training groups and of therapeutic groups are 
described, including pertinent cultural factors. It has been found therapeutically 
helpful to patients for mental health personnel (both professional and nonprofes- 
sional) to have minimal distortions or prejudices in the areas of social class and 
race. The training group experience can help the mental health worker deal with his 
own blind spots as they affect understanding of patients. Further, he may then 
better help the patient deal in the therapy or activity groups with conflicts around 
identity, dependency, sexuality and aggression. Attitudes of hostility, self-hate and 
group hate (e.g., anti-Negro or anti-white) may be better understood and worked 
with in patients if staff have resolved their conflicts in these areas. i 

The possibility is suggested of using groups of trained and skillful nonprofessionals 
of working-class and lower-class background in mental health education to reach 
out into the deprived community and make more effective contact with their peers 
than has been accomplished by the use of professionals alone. 


School Mental Health 

Chairman: Harry N. Rivlin 

THE SCHOOL AS A THERAPEUTIC COMMUNITY 
Louis Hay 

Board of Education of the City of New York 


Urban culture has become critically stress-ridden by the unparalleled convergence 
of new social forces. Greater knowledge of individual and social pathology as well 
as an increase in the community's feelings of responsibility augment the significance 
of current tension. With the greater awareness of psychopathology there is a wide- 
spread recognition that traditional psychotherapeutic resources are inadequate. 
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Social institutions are instrumental in the intensification or reduction of serious social 
and emotional conflicts. The schools, however, are most strategically placed as a 
therapeutic medium because of their unique resources and involvement of almost 
all of the children and youth. 

Significant psychic stress among young people envelopes a wide spectrum of 
actual or potential disorders. 

The Total School Population. Every child encounters a critical situation that often 
can be met more effectively by the marginal intercession of a trained worker. The 
crisis may be triggered by problems of peer relationships, sexual mores, a family 
crisis or an academic panic. Any one of them or the combination may have a 
cataclysmic impact. The problem becomes a reasonable school concern when family 
awareness and resources are inadequate. 

The Economically Disadvantaged and Socially Depressed. Mistrust, guilt, self- 
doubt, anxiety and impaired initiative are deeply inrooted as to often raise ques- 
tions of potential learning capacity. All large cities in this country are being forced 
to probe the meaning of compensatory effective education. Enriched schools must 
become increasingly invested with the multidisciplinary responsibility of the behav- 
iorial sciences. The development of a therapeutic climate is essential for the nurtur- 
ence of learning with this extensively traumatized young population. 

The Seriously Disturbed. Among these are the predelinquent, the slow and dis- 
abled learners, the overly withdrawn and apathetic and the preponderant members 
of special classes for various disabilities. For many of these children behavior as 
well as learning problems are the persistently primary problems. Consequently, 
teachers and counselors are the major source of identification. Withdrawn young- 
sters with comparable pathology are all too often overlooked. 

There is a widespread insistence that the school's therapeutic efforts should be 
severely limited. This is unrealistic because: 


1. The dividing line between learning to live effectively or destructively is prob- 
ably more responsive to similar laws of learning than is ordinarily granted. 

2. The perhaps 80 to 90 per cent of disturbed children have no access to special 
agencies. Schools face the resulting critical problems now. 

3. There is little likelihood that conventional therapeutic resources can be extended 
to meet such vast needs, 

4. There is already impressive evidence that 


School resources are central can make an 
tion. 


new therapeutic designs in which 
unprecedented therapeutic contribu- 


A comprehensive program for a school 
clude the early identification of disordered children. 


and defense, casework with parents 


Despite the wide gamut of Psychopathology revealed by these children there are 


significantly common psychic and Supportive needs that allow fo i 
4 r basically co 
goals. To accomplish these goals there is need for (1) a restructuring of dà dietus 


and recreational planning. 
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tional design of school clinical personnel, (2) the exploration of new helping pro- 
fessions with the escalated support of clinical personnel and (3) the development 
of new school centered designs for helping troubled children. 

When we seek to serve the wide range of today's seriously disturbed children it is 
essential that we provide for a sustained sharing of responsibility by educators with 
orthopsychiatrists. The definition and implementation of all of the clements that 
make for the necessary therapeutic climate can be achieved only through a pooling 
of disciplines. 


THE EPIDEMIOLOGY OF EMOTIONAL HANDICAPS AS RELATED TO 
EDUCATIONAL, PSYCHOLOGICAL AND SOCIAL THERAPEUTIC 
LEVERAGES 


Nadine M. Lambert 
University of California, Berkeley, California 


The epidemiology of emotional handicaps involves social, familial, cognitive, 
ecological, interpersonal and intrapersonal factors. Previous research indicates that 
disorganization in any of these areas is related to: specific psychiatric classifications; 
the incidence of mental health disturbance; the prediction of future difficulties. 
Though it has been suggested that the effects of disorganization in more than one of 
these epidemiological variables are cumulative, there is need to test this hypothesis. 

An operating assumption in the mental health field is that personal stress is re- 
lated to disorganization in any of the above-mentioned epidemiological variables. 
Also, it has been hypothesized that the degree of stress acting on an individual in- 
creases with the number of these variables in which disorganization is present. As 
stress increases, vulnerability to emotional disturbance increases. Therefore, if meas- 
ures of these epidemiological variables are available and a population has been 
studied and ranked as to the extent of emotional handicaps, it should be possible to 
compare patterns of epidemiology with the severity of emotional disturbance. Such 
a study's importance lies in the possibility of demonstrating that the number and 
type of educational and community services necessary for an individual vulnerable 
child are related to a specific epidemiological pattern. } pes 

The procedure involves gathering measures of as many of the above epidemio- 
logical variables as possible from clinical evaluation and schools and studying their 
individual and collective relationship to the degree of emotional handicap. 

Data on the following sources of epidemiological variation were collected for 
300 elementary schoolchildren, half at ages of 7 and 8 years and half at ages 10 and 
11 years: tests scores on measures of personality and cognition; ratings of health 
and behavior from interview observations; evaluations of the social environment; 
classifications of social status characteristics; clinical inferences about degree of 
emotional handicaps; school grades; teacher, peer and self-ratings, and ability and 
achievement test scores. E: i 

The variables were arranged in sets according to the source of the information— 
School, psychologist, psychiatrist or social worker. A factor analytic procedure was 
employed to isolate major sources of underlying variation. The interrelationship of 


384 EDUCATION OF AUTISTIC CHILDREN 


factors and correlation of each factor with indices of adjustment supports the as- 
sumption that significant causal relationships actually were being measured. 

Next, factor scores were computed for each child. Each factor score represents 
ranking of a pupil with respect to age and sex peers on the basis of these significant 
sources of variation. High factor scores generally represent disorganization in vari- 
ables related to the factor. Low factor scores represent little or no evidence of dis- 
organization. The hypothesis that effects of disorganization in more than one vari- 
able are cumulative was to be tested by taking sum of factor scores as a measure of 
total disorganization for a particular child. This sum was computed and compared 
to clinicians’ ratings of the child's adjustment status. 

Regarding findings and implications, there are some differences in sets of epi- 
demiological variables for each of the grades and sex samples; however, clinical 
ratings of school adjustment status were not generally related to the sum of factor 
scores. Disorganization in a single dimension was not verified as more or less malig- 
nant than the effect of cumulative disorganization. 

When one variable is evaluated at a time, there is lack of agreement between 
principal sources of personal stress and observed clinical signs of maladjustment. 
This may be related to the fact that in the school setting only that area of the child's 
behavior which is of direct concern at referral receives comprehensive evaluation. 
For example, intellectual resources are evaluated in cases of school learning disabil- 
ity; familial and neighborhood environments in some behavior problems; and child's 
constitutional status when his symptoms are of a particular pattern. 

Data readily available on each child cannot be ignored as being sources of direct 
causal relationships to emotional handicaps or as suggesting appropriate therapeutic 
leverages for reducing the handicaps. It is still necessary to refine existing proce- 
dures for comprehensive evaluation of school populations and to determine specific 
relationships among clinical behavior signs and manifestations of school adjustment 
difficulties and emotional handicaps. Also, it is necessary to determine why an 
obvious disorganization in one epidemiological variable is ignored for one child and 
is the principal focus of attention for another. } 


TRENDS IN THE DIVERSITY OF PSYCHOLOGICAL 
SCHOOLS PRACTICE IN 


Edleff H. Schwaab 
Harvard University, Cambridge, Mass. 


Discussant: William G. Hollister 


Education of Autistic Children 
Chairman: David E. Reiser 


TEACHING SPEECH TO AUTISTIC 
CONDITIONING CHILDREN THROUGH OPERANT 


Frank M. Hewett 
University of California, Los Angeles 
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Followup studies of childhood autism reveal that those children who fail to de- 
velop speech by the age of five always fail to improve their level of socialization in 
later years. Conventional speech-training procedures are unsuccessful with such 
children because of their profound withdrawal and preference for self rather than 
for other-directed activities. 

The staff of the Neuropsychiatric Institute School at the University of California 
in Los Angeles recently has conducted a speech-training program with a mute autis- 
tic boy four and one-half years old. Operant conditioning techniques were used. 
This boy demonstrated withdrawal, a preference for sameness and marked opposi- 
tional tendencies and no remarkable medical or neurological abnormalities. 

The speech-training program used both positive and negative reenforcements 
administered in a special teaching booth. The booth was divided into two sections, 
joined by a moveable shutter under the teacher's control. The child's section was 
completely dark and the only source of light was from the teacher's side when the 
shutter was open. As long as the child responded on cue, the shutter remained open 
but when he failed to do so it would be lowered and he would be penalized by a 
period of isolation and darkness. This negative reenforcement was matched by series 
of positive rewards when the shutter was open. Candy, a ride on a revolving chair, 
a music segment and a portion of a color-cartoon movie could be obtained by con- 
forming to the teacher's requests. 

Four phases were covered in the program: an introductory phase during which 
the child was kept in semi-isolation on the ward and fed all of his meals in the booth, 
a phase devoted to teaching simple social imitation skills, the speech-training phase 
and finally a transfer phase. : 

During the speech-training phase, a random vocalization was shaped into the 
word “go” which the child used in order to obtain candy and to activate the revolv- 
ing chair. Following this, 32 words were learned over a period of six months. Ward 
personnel were trained with the child in the booth and these words continually were 
required and reenforced in the ward environment. Finally, the child's parents par- 
ticipated in training sessions designed to inyolve them in improvement and reenforce- 
ment of his speech development. i 

Although the conditioned speech the child acquired cannot be equated with 
spoken language development, it appears to hold promise for improving his com- 
munication with the environment and serving as a starting point for acquisition of 


true language in the future. 
THE HABILITATION AND EDUCATION OF THE AUTISTIC CHILD IN A 
THERAPEUTIC DAY SCHOOL 


Belle Dubnoff 

Dubnoff School for Educational Therapy, 
This paper suggests the possibility that a therapeutic, educational experience ina 

special day school can serve as an effective treatment program for autistic children. 
Twenty years have elapsed since Kanner first described a syndrome inghilaren 

which he called “early infantile autism” with the two cardinal symtoms of “extreme 

self-isolation, present in the first years of life, and obsessive insistence on the 


North Hollywood, California 
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preservation of sameness." There is a total lack of appropriate object relationships 
and a fixation around an omnipotent autistic frame of reference with the subsequent 
sequelae of ego restriction and lack of identity. 

The question of constitutional versus functional causative factors is still prob- 
lematical. 

Many treatment approaches have been explored ranging from classical psycho- 
therapy, modified psychotherapy, electroshock, to the still experimental chemo- 
therapy and operant conditioning. 

The school’s program is oriented to educative processes which lead to ego de- 
velopment through mastery of academic and life tasks as described by Eric Erikson. 
The school group plays an important role as Scheidlinger has speculated in that “on 
the deeper genetic-regressive level, the group entity becomes for the individual the 
symbolic representation of a nurturing mother.” 

The therapeutic school is able to provide such an environment. An identification 
is formed with the school while the teachers become imitative and identifacatory 
models. As the child begins to respond to the reality demands of his teachers, his 
omnipotent manipulation of environment gradually becomes less needed. Such a 
child uses a person as the means by which he can attain his mechanical object or to 
enable him to perseverate in his autistic behavior. 

A new approach is plotted for this child. He is expected to verbalize his demands 
before they are gratified. The demands and expectations are commensurate with 
what a child is able to produce at a given time, and only appropriate behavior is 
gratified. 

As the child begins to respond, the chronic state of fear and anxiety which was 
contributory to his state of ego restriction and resultant withdrawal begins to dissi- 
pate in favor of a more wholesome symbiosis with teachers. The gradual emergence 
of trust in others and then in himself takes place as the symbiotic ties give way to 
beginning individuation and small measures of autonomy and mastery. In this 
separation process he can then view other persons as separate. 

The process is begun by initially enrolling the child on a one-to-one basis, some- 
times for as little as one hour a day. The day is extended and integration into a 
heterogeneous group takes place as his tolerance permits. A 25-hour school week 
permits the child opportunity to test his behavior in interaction with his environment. 

: Paul, one illustrative case, was diagnosed by Dr. Kanner at three years as "early 
infantile autistic.” He entered the Dubnoff School at age five with all the behavioral 
characteristics of the classical autistic child. 
S un bx pedis: a ess educational program, Paul entered public 
E hos ml md = cu coe minor nature, but he has excelled in 
sport. Although he is still Seka tal em RUE Lom hers i 
er : c | ; he has made a fair social adjustment. The prob- 
ability of his making a niche for himself in society is good. 
The cases of Paul and others are presented as illustrations of the use of a thera- 
peutic day school in the habilitation and education of autistic children. 


Discussants: Sara Dubo. Esther P. Rothman 
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Suicide—Nature of the Problem and Treatment Measures 
Chairman: Spencer Bayles 
SUICIDE PREVENTION SERVICES AROUND THE CLOCK 


Norman L. Farberow, Edwin S. Schneidman, Robert E. Litman, Carl Wold, 
S. Mickey Heilig and Jan Kramer 
Suicide Prevention Center, Los Angeles, California 


Within modern psychiatry's concern with problems of the community the ques- 
tion of quick, emergency care for emotional disturbances has long been prominent. 
An attempt has been made to meet these needs in part through psychiatric, first-aid, 
emergency centers. Among such centers those dealing with the problem of suicide 
illustrate clearly the many problems in the therapy of emotional crises with their 
accompanying disorganization and chaos. Suicide epitomizes the crisis situation, 
encompassing as it does the full range of emotional disturbance and behavioral 
manifestations along with the frequently dramatic demand for immediate action. 

The Suicide Prevention Center in Los Angeles after three and a half years of 
operation as a five-day-a-weck, eight-to-five center, recently extended its services 
to include nights and weekends. The center provides an around-the-clock treatment 
facility to a large metropolitan community. The first year of this operation has been 
examined and compared with the similar period of day cases to determine differ- 
ences or similarities and advantages and disadvantages. 

The results indicate that within one year, with no prior publicity or announcement 
of the extension of the service more cases had made their first contact with the 
Center at night than during the day. Twice as many women as men called. Most 
callers were in their twenties and thirties. As expected, most calls concerned inter- 
personal problems such as. marital and divorce difficulties, but the day calls also 
often dealt with problems of adolescent school girls and older male pensioners. 
The night staff tended to rate the lethal suicidal potentiality of the cases higher than 
the day staff, but women generally were considered less serious. More than half the 
cases were chronic, that is, had histories of suicidal and disturbed behavior over a 
long period; acute and panic cases made up about one-third of the cases. 

Of particular note was the fact that 55 per cent of the night cases had had no 
prior treatment; this was true of only 29 per cent of the day cases. Thus, many of 
the calls coming at night were from people who were making their first venture 
into the therapeutic realm. The fact that their disturbance came at night and there 
was a place to call with immediate psychotherapeutic response was felt to be signifi- 
cant. In addition, three-fourths of the cases were threatening suicide or behaving 
suicidally. A relatively small proportion of the cases was made up of attempts. 
Therapeutic procedures, in other words, were being initiated earlier in the develop- 
ment of emotional distress before the occurrence of a suicidal attempt which in- 
volves the breaking of a psychologically crucial acting out barrier and a gamble 


with life. 
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SUICIDE: SOME OBSERVATIONS ON RESEARCH, THERAPY AND 
COUNTERTRANSFERENCE 


Viggo W. Jensen 
Grosse Point, Michigan 


SOME PRACTICAL PROCEDURES IN THE MANAGEMENT OF 
SUICIDAL PERSONS 


Ronald S. Mintz 
U.C.L.A. Center for the Health Sciences, Los Angeles, California 


In recent years we have become increasingly aware of suicide and attempted 
suicide as public health problems of the first magnitude. Although some 20,000 
suicidal deaths are reported annually in the United States, it is known that this 
figure is far below the true number of suicidal deaths. The annual number of suicide 
attempts is many times greater. Many of these persons seek help from physicians, 
psychologists, social workers, ministers and others. In previous papers the author 
has discussed the detection and evaluation of suicidal persons. The present paper 
outlines and discusses a number of procedures which have been found useful in the 
clinical treatment of suicidal persons and presents some previously unreported data 
from the author's Los Angeles City survey of suicidal thoughts, attitudes and be- 
havior in 2,018 persons. 

The importance of the therapist making every effort to have all firearms and 
potentially lethal medications removed from the patients home is emphasized. 
Such elementary precautions frequently are overlooked with a significant number of 
fatal results. It is not adequate to rely on the expectation that family members will 
bring such suicidal dangers to the attention of the therapist. Indeed, the author 
knows of a number of instances where unconscious hostility has led family members 
to provide the patient with access to means for suicide and actually encourage their 
use. The belief that it is useless for the therapist to take the precautions mentioned 
above, since anyone can obtain some means for committing suicide. 


The author has found it a useful clinical rule to assume that every person who 
has been severely anxious and/or dej 


most instances an open discussion of these feelings brings some relief to the patient. 


~*~ 
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The usefulness of formal or informal consultation with colleagues when one is 
treating suicidal patients is discussed. Suicidal patients often give rise to important 
countertransference problems which may interfere with optimal treatment. 

This paper also discusses problems regarding the maintenance of therapeutic 
control over potentially lethal drugs and the hospitalization of suicidal persons and 
suggests specific procedures which have been found useful in the treatment of sui- 
cidal persons. 


Discussant: Albert C. Cain 


Re-evaluation of the Concept of Psychotherapy as a Separate 
Professional Discipline 
(Session organized by the Association Committee on Psychotherapy) 


Chairman: Saul I. Harrison 
PSYCHODIAGNOSIS AND PSYCHOTHERAPY AS A PROFESSIONAL 
AND DISCIPLINARY ENTITY 


Lawrence S. Kubie 
Rockville, Maryland 


Discussants: 

Selma Fraiberg—From the vantage point of a practitioner 
Samuel A. Guttman—Effects on Medicine 

Robert Waelder—General Cultural Effect of Such a Concept 
Robert P. Holt—Current Development and Future Prospects 


School Dropout Programs 

Chairman: Waldo B. Lyon 

TREATMENT OF “SCHOOL DROPOUTS” IN A REHABILITATION 
CENTER 

Celia Benney, Eugene Glynn, Eulalie Adams and Jay Sloma 

Altro Health and Rehabilitation Services, Inc., New York, New York 

A PILOT RESIDENTIAL EDUCATIONAL PROJECT FOR CULTURALLY 
DEPRIVED YOUTH 


Howard E. Mitchell 1 f : 
Human Resources Program, University of Pennsylvania, Philadelphia, Pennsylvania 
project to investigate the emerging counselor-trainee 
relations in a pilot, residential, educational and vocational program for culturally 
deprived 16- to 21-year-old school dropouts conducted on the campus of the Uni- 
versity of Pennsylvania during the summer of 1964. 


This paper describes a 
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One hundred out-of-school, unemployed, male youth from impoverished rural 
and urban communities representing different racial and ethnic groups were re- 
cruited. These youth were housed in the dormitories on the campus of the University 
of Pennsylvania for the period July 6-August 14, 1964, and engaged in a program 
including (1) basic education in reading, mathematics and communication skills; 
(2) prevocational skill training; (3) group counseling; (4) physical fitness, and 
(5) individual growth and development. 

Ten counselors in the program were college and graduate students from the 
University of Pennsylvania and elsewhere. They lived in the dormitories with the 
trainees, who were divided into groups of 10, and sought to develop an esprit 
de corps, to understand and handle individual problems and appreciate individual 
potentials. Each group of trainees selected one representative to sit on a student 
council, which provided experience in leadership, decision-making and group 
participation roles. The counselors were divided in two groups of teaching and 
work site counselors. The first group had primary responsibility under the super- 
vision of master teachers of administering the educational program. The vocational 
counselors accompanied the groups on their daily vocational activities. Distinctive 
patterns of interaction emerged between the two groups of counselors and the 
trainees. Observational data supported by information collected on specially de- 
signed questionnaires were obtained during and in followup phases of the program 
in order to understand better the nature of counselor-client interactions. 

In summary, findings are interpreted in accordance with crisis theory recently 
enunciated by Duhl, Leopold and English relative to mental health principles in- 
volved in the Peace Corps. Two subcultures emerged among the counselors (the 
“teacher-social workers" versus the bosses") as a function of their multiple roles. 
Preventive intervention seeking to forestall the development of interpersonal crisis 
among trainees was handled differently by the two counselor subgroups. It was 
concluded that there are limits that need to be placed upon the roles such counselors 
may effectively play in such residential rehabilitative programs. The unique attri- 
butes possessed by the exceptional counselor were appreciated and discussed in 


terms of the degree to which he is able to appreciate and handle crisis in the daily 
routine of his group. 


DROPOUT AND THE SOCIAL MILIEU OF THE HIGH 
A PRELIMINARY ANALYSIS cmm 


Delbert S. Elliott, Harwin L. Voss and Aubrey Wendling 
San Diego State College, San Diego, California 


Three types of school drop 
The focus of this analysis is upon capable dropouts who have 


E M. 
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in the formal and informal structure of the school; status deprivation experienced in 
interaction with adults and peers; blocked aspirations; parental support for educa- 
tion, and attitudes toward school, self and success, as well as individual explanations 
for failure. When a lack of educational support from the home and association with 
dropouts are found in combination with status deprivation, for which the individual 
assumes personal responsibility, in the academic and informal systems of the school, 
the probability of dropping out of school is maximized. 

A longitudinal survey design is used. Seven junior high schools were selected on 
the basis of their social class context and their racial and ethnic composition. The 
study population is comprised of all ninth-graders in these schools. The initial data 
include school records, teacher evaluations, parental interviews, and group inter- 
views of 2657 ninth graders. The entire sample will be interviewed annually for 
three additional years and the last interview will be completed shortly before high 
school graduation for those remaining in school. The significance of this research 
design is that it permits analysis of individual perceptions of self, school and society 
prior to leaving school and thus permits the drawing of causal inferences. 

The hypothesis concerning the limited involvement in school activities on the 
part of dropouts is clearly supported for males. Some 90 per cent of male dropouts 
reported no participation in school activities. In contrast, 60 per cent of all boys 
reported no involvement in these activities. The differences in dropout and total 
female participation were negligible. : 

A higher proportion of girls than boys expressed dissatisfaction with school. This 
sex differential was also found among dropouts. As expected, dropouts WEN less 
satisfied with their school experiences than were other students. This finding to- 
gether with other data suggests support for the status deprivation hypothesis, but 
additional data relative to this hypothesis have yet to be analyzed. à 

In comparison with all boys, twice as many male dropouts believe that their 
teachers do not treat them fairly, whereas among girls this difference is three times 
as great. Among those who went to school counsellors, three times as many drop- 
outs as other students report they received no help. 


The data relative to parental support also revealed a sex differential; little differ- 


ence was noted between female dropouts and other female students, but important 


diferences were noted between male dropouts and other male students. 


Techniques of Family Therapy 
Chairman: Mary L. Gorton 
THE *DEPTH" QUESTION IN FAMILY PSYCHOTHERAPY 


Nathan W. Ackerman 
The Family Institute, New York, New York 
This paper will deal with the frequently asked question of whether family psycho- 
vels of conflict and feeling or whether it is useful only in 


therapy can reach deep le eling : 
a eed superficial kind of counselling with families in an attempt to modify patterns 
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of interaction without. “working through” problems lodged in the unconscious. My 
experience over the years has brought me to the view that a competent family 
psychotherapist can achieve access to any emotional depth (both in the family 
group and its individual members) that he may require in meeting the problems of 
a particular family. 

Two main considerations are relevant to the discussion of the question: 


1. The family has both an inner and an outer being as has an individual. The 
therapist’s concern is with reaching, as and when needed, selected components 
of the depth experience of the family. In the final analysis this rests on thera- 
peutic talent, clarity and appropriateness of goals and confidence in action. 

2. Psychotherapeutic method always will retain an element of controversy. No 
one form of therapy is complete in itself and equally applicable in all situations. 
The significant issue is not whether a particular type of intervention is super- 
ficial or deep, but rather whether it is appropriate and effective for a defined 
condition at a defined time and within a defined life situation. The real question 
is not depth versus surface, but good or bad psychotherapy. A competent 
therapist needs to be flexible, versatile and to feel at home at any depth. 


With regard to theory and method family psychotherapy is still in an early phase 
of development. Principles, methods and their relation to different family types and 
different stages of family life must be differently expressed by different therapists. 
Here, we might ask whether this is a question of multiplicity of types of family or is 
it rather incompleteness of our present theory of the relations between family and 
health and the immature state of concepts of family therapy. I believe it to be 
mainly the latter. The personal equation—the art and Style of the individual thera- 
pist—always will be with us. However, we cannot afford to confuse the issue of 
style with types of therapy. The theory always must remain problem-oriented. 

In the process of achieving access to depth levels in family treatment the instru- 


reaching out; he penetrates the facai 

with the discrepancies of verbal an 
The foregoing will be illustrated with several exam 

interviews in which depth material was handled. 


EXAMPLES OF THERAPEUTIC TECHNI 
“FORBIDDEN” TOPICS IN FAMILY GRO 


Robert L. Anderson 
Mount Sinai Hospital, Los Angeles, California 


QUES IN DEALING WITH 
UP THERAPY 


This paper acknowledges the expanding application of family group therapy as 


E 
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a treatment method and the uncertainty about the kind of material which can be 
dealt with openly and effectively in family group interviews. ] 

The author focuses primarily on specific examples of techniques used in attempt- 
ing to deal therapeutically with three emotionally charged issues which emerged 
during the course of treatment with one family. These are issues often considered 
“forbidden subjects” in family group meetings and therefore are avoided or de- 
ferred for individual sessions with family members. 

The family discussed in this paper involves a 14-year-old girl and her parents. 
The request for treatment was made on behalf of the daughter who alternately was 
depressed and angrily defiant. A major conflict existed between mother and 
daughter. Very early in the contact help was requested for a long-standing marital 
problem. All three family members had had individual therapy for one year 
previously, which reportedly produced no change in the conflicts at home. 

For a period of nine months this family was treated predominantly as a family 
group, although family members were seen individually and in various combinations 
flexibly during the course of treatment. 

Excerpts of verbatim interactions in the family group sessions are presented to 
portray the therapist’s technique in dealing openly and directly with (1) the girl’s 
_ sexual acting-out behavior, (2) a severe marital conflict and the question of divorce 
and (3) the emergence of a severe Oedipal conflict with discussion of the mother- 
daughter rivalry and an erotized father-daughter relationship. 

Brief background information emphasizes mainly the psychodynamic structure 
of this family and is related to the critical issues under discussion. Commentary is 
included by the author to indicate his on-going assessment of the individual and 
group dynamics and the therapeutic objectives underlying his comments. 

On the basis of observable individual reactions and apparent changes in relation- 
ships within the family it is concluded that discussion of such emotionally charged 
issues not only is possible but affords specific therapeutic advantages. 

This case is offered as one of a group of empirical efforts in attempting to exploit 
more fully the therapeutic potential of family group therapy. 


FAMILY GROUP CONSULTATION AS A PRIMARY CHILD GUIDANCE 
CLINIC SERVICE 


Richard P. Emerson 
Dade County Child Guidance Clinic, Miami, Florida 


A new and better answer was needed to the universal guidance clinic problems of 
overapplication, waiting lists and procedural delays in a city where the need for 
therapeutic help far exceeded the capacity of available resources. The concept of 
“intake” came under criticism for the delays it interposed between application and 
therapeutic service and for its implied promise of treatment to many when in fact 
(and after long delay) this could be offered only to few. It was decided that some 
form of brief psychotherapy available promptly at the time of need should replace 
intake as the first available guidance clinic service. This service should be focused 
toward solving most presenting problems on the spot. Behind this facade of brief 


394 MENTAL HEALTH IMPACT OF COLOR 


therapy, however, intensive individual, group and family group psychotherapy 
would continue. Case selections were based not on waiting-list priorities but on 
knowledge obtained during the primary brief therapy. 

From study of family group psychotherapy (“family therapy," “conjoint family 
therapy," etc.), it was concluded that a family group technique would best suit the 
time-limited approach desired, as it would reach the neurotogenic family group con- 
flict which was maintaining the symptoms in the child, was usable by skilled and 
experienced personnel of all clinical disciplines and required almost no time for re- 
lationship-building prior to outset of first therapeutic effects. 

In-service training in family group therapy technique was pursued through jour- 
nal club presentations, seminars by visiting experts, and demonstration cases in 
which weekly family group therapy was observed via reflecting window and twin- 
channel audio, followed by seminar discussions on content and on the technical 
problems involved. Family group diagnosis was next attempted as a method of first- 
contact instead of the former biparental intake. This study period lasted nearly two 
years; each new step developed from knowledge gained in the stage that preceded it. 

The primary service was designated as "consultation" to clarify the time-limited 
orientation. "Consultation" consisted of three or four interviews so scheduled as to 
prevent excessive dependency in the transference: at intervals of two, then four and 
then six weeks (if needed). Each session lasted 60 to 90 minutes—the later ones 
were shorter. All members of the family were invited to the first session; children 
under 8 were excused from subsequent meetings, except that the stated patient al- 
ways continued. Therapeutic focus was on the child's presenting symptom, the intra- 
familial conflict behind it and the communication barriers that prevented resolution 
of this conflict. Recognized family group-therapeutic methods were employed. Con- 
tact was terminated in the final session with the agreement that the family might re- 
turn for further consultations as needed. No other future plan was held out. Re- 
ferral to other agencies, if indicated, was discussed and carried out as usual. The 
case was presented at family group consultation conference, and if individual diag- 
nostic methods seemed indicated the family was telephoned for this purpose. If the 
Eu recommended individual, group or family group psychotherapy, the 

amily was not informed, but might be called back when treatment team time was 
available to offer this. 
à Only preliminary results Will be available at time of presentation, but these will be 
iscussed in terms of the evidence they provide regardin; 


: the efficacy of the famil 
group consultation approach at this child guidance clinic. A fd 


Discussant: John C. Sonne 


Mental Health Impact of Color Differences 

Chairman: Margaret M. Lawrence 

IDENTITY PROBLEMS IN CHILDREN OF NEGRO-WHITE MARRIAGES 
Joseph D. Teicher 


University of Southern California School of Medicine, Los Angeles, California 


^ 
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This is a preliminary report on the problems of identity formation of children 
under age 12 of Negro-Caucasian intermarriage. The children and families seen at 
the Los Angeles County General Hospital Clinic are from the lower socioeconomic 
levels, which may have a bearing on the findings. Confusions in identity formation 
in these children appear to be related to their physical characteristics; the racial 
characteristics of like-sexed and opposite-sex parents; and their knowledge of pre- 
vailing social attitudes, as these are mediated by the family, neighborhood, or school 
groups or communicated by the mass media. Of course, the family history and inter- 
relationships also condition identity formation. 

The basic data are derived from interviews with the children and the parents. 
From the parents information is obtained concerning the child’s relationships with 
parents and siblings and with his peers. From the child the nature of his racial and 
sexual identification is determined by evaluation interviews, therapy sessions (in 
some) and psychological tests. An underlying assumption substantiated by clinical 
evidence is that making a racial identification is more difficult when one’s parents 
are of different races and that the presence of varying racial characteristics in a 
family complicates other kinds of identification processes. 

Consistent findings thus far show confusion in the children based on their color, 
a high degree of resentment of the daughter toward her Caucasian mother, a high 
degree of resentment of the light-skinned boy toward both parents, resentment of the 
light-skinned siblings toward the darker-skinned, the occasional feeling of being 
adopted by the darker-skinned girl and the oppressive feeling the children have of 
not belonging in a white community, feeling accepted in a mixed community and 
mixed feelings about being coerced into a Negro orientation. Reactions to skin color, 
hair texture and facial features are important factors. 

The findings probably are not peculiar to Los Angeles nor to any socioeconomic 
class, or to the United States. Some preliminary investigation on the European 
continent indicated quite similar identity problems in children of Negro-Caucasian 
marriages. 


PSYCHOLOGICAL STRESS AND NEGRO PERFORMANCE IN BI-RACIAL 
ACHIEVEMENT SITUATIONS 


Irwin Katz 
New York University, New York, N.Y. 


A QUEST FOR IDENTITY. A CLINICAL PROBLEM IN THE TREATMENT 
OF DISTURBED NEGRO CHILDREN IN A PREDOMINANTLY WHITE 
TREATMENT CENTER 


Morton Chethik, Elizabeth Fleming, Morris F. Mayer and John McCoy 
Bellefaire Residential Treatment Center, Cleveland, Ohio 


Bellefaire, a treatment center for emotionally disturbed children founded under 
Jewish auspices, has accepted a number of non-Jewish children including Negro 
children during the past ten years. Although much of the pathology among the Negro 
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children was similar in intensity and variety to that of the white children, there ap- 
peared to be prevailing among the Negro children a distinct common conflict involv- 
ing racial identity. 

This paper describes the effects of the distorted self-concept in four of the Negro 
children who came to Bellefaire and discusses its effects on the total treatment pro- 
gram and the methods which were used to deal with it. 

All children, independent of color, entering a residential treatment center come 
into an environment which contrasts with the one they left. In the old environ- 
ment they were outcasts. In the new one they are accepted. In the old environment 
they were regarded as failures. In the new they are potential successes. In the old 
environment, treatment, if at all available, was a stigma. In the new one it is re- 
garded as status, 

To a certain degree every child goes through an “identity crisis.” The question, 
“Who Am I?" arises. “Where does my loyalty lie?” For the Negro child an ad- 
ditional confusion has arisen. The new “good” environment represents the white 
culture while the old “bad” environment represents the black culture. The basic 


Struggle to make himself accessible to treatment involves the threat of deserting his 
race. 


come aware of and to be helped with his "racial self-hatred” and identity confusion. 

y The paper is a clinical study using four cases to illustrate the conflict. The discus- 
sion is based on what the children brought to their therapists, the reactions of the 
Negro children in daily living to staff and other children and the reactions and atti- 


“Negro stereotypes” had a negative influence on his adjustment until he was helped 
to understand them, 


id nded to questions of race distorted the social and emotional development of the 


In the case of Charles we see a boy with li identi 
y with little sense of ident ho bi 
further confused as to “who he is” when placed in a AS E hc 
displaced his problem onto his color. 
With the boy John we see anxiety around his limitations rationalized as a racial 


robl i ite" i 
dU. WA the fear of being made white as well as the desire to “be like the 
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formulations or behind an apologetic denial. We have described how staff and other 
children's feelings were clarified through group and individual discussions with 
therapists and supervisors. 


Discussant: Vita S. Sommers 


Treatment of Childhood Schizophrenia 
Chairman: Roy M. Kahn 


A SPECIAL TREATMENT PROGRAM FOR SCHIZOPHRENIC CHILDREN 
IN A CHILD GUIDANCE CLINIC 


Elwyn M. Smolen and Norman Lifton 
The Child Guidance Clinic of Greater Bridgeport, Inc., Bridgeport, Connecticut 


This paper describes in detail the total treatment program developed by the Child 
Guidance Clinic of Greater Bridgeport, Inc., for schizophrenic children and their 
families over the past five years. 

In the course of our work with schizophrenic children and their families we have 
developed a range of services to meet various needs as they have become apparent. 
We also have been able to develop close working relationships with other agencies 
in the community in order to extend the range of services beyond those usually 
available to a child guidance clinic. 

In the course of our work with them we have begun to develop some guidelines 
which we feel are helpful in attempting to determine for which children and families 
the program may be the treatment of choice, as contrasted with either a mainte- 
nance kind of program or a need for hospitalization. 

The total treatment program is designed to be as flexible as possible in order to be 
able to meet varying needs at different points in therapy. The basic program consists 
of group therapy (sessions lasting from two to two and one half hours each) for the 
children and the parents. The parents' group is currently meeting weekly, but for 
most of the program has met only biweekly because of limited funds. The children's 
groups meet three or four times weekly depending on the group. The younger group 
(primarily non-school attending) meets four times weekly. The older group (all 
attending public school) meets three times weekly. 

The group therapy program for the children is modified for one month in the 
summer to resemble in many respects a day camp type of experience, including 
trips, swimming, etc. In addition to the core program of group therapy, a large per- 
centage of children and parents are in individual therapy as well. In several in- 
stances, siblings are also in individual therapy. One of the points elaborated in the 
paper concerns itself with criteria for selection for and indications of readiness for 
individual therapy as derived from the group experiences. We also have used peri- 
odic individual interviews with parents and children to deal with specific problems as 
they arise. Frequent home visits have been useful both for evaluative and therapeutic 


purposes. 
These parts of the program are supplemented by speech therapy for selected chil- 
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dren, art therapy (provided by a volunteer), periodic conferences with the various 
public schools which the children are attending and the.provision of some educa- 
tional services within the program for children not in school. The regular staff is 
supplemented by volunteers (occasionally student nurses) and for the summer pro- 
gram, paid staff (usually college students). 

After five years of experience, we believe that we have been able to demonstrate 
not only that a child guidance clinic can provide a treatment program for schizo- 
phrenic children, but also that such a program can be developed to become a treat- 
ment of choice. 


CHILDHOOD SCHIZOPHRENIA: EVOLUTION TO ADULTHOOD 


Ralph D. Rabinovitch, Alexander R. Lucas, Winifred Ingram and Charles R. Shaw 
Hawthorn Center, Northville, Michigan 


Some 200 patients first diagnosed as childhood schizophenics in early childhood 
are being followed longitudinally at Hawthorn Center. This report is concerned with 
20 patients from this group. They have been selected on the basis of marked severity 
of the early psychosis and of having now reached late adolescence or early adult- 
hood. They range from 18 to 27 years of age. 

Treatment through the years has varied from intensive inpatient hospital total 
therapy to minimal intervention in community clinics. 

Despite a wide variety of symptoms a core problem, dysidentity, is vividly demon- 
Strated in the histories of these patients. They have failed to develop adequate ego 
boundaries and their personalities have tended to remain amorphous. Very early an 
inability to experience a clearcut self-percept is noted with continuing failure to 
achieve clarity in appreciation of realities of identities, boundaries and limits, The 


term “primary dysidentity of childhood” is Suggested to describe the basic psycho- 
pathological process. 


In terms of prognosis two groups are recognized: Those who in the preschool 
9r cease communicating through language and those 


ment and a very negative pr is i 
come in the second group. 

Serial psychological testing was carrie: 
creasing improvement in intellectual fun 
patients. In some cases there has been 


are described along with implications for therapy. 
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Genetic data comparing the families of 50 schizophrenic children in a controlled 
group of 50 nonschizophrenics are reported. Although incomplete the data are 
highly suggestive of a major genetic factor in the illness. 

Psychodynamic data on the families are reviewed. This aspect of the study indi- 
cates a wide variety of parental personalities, affective tones and familial patterns of 
child care. No consistent picture has emerged. 3 

Through the years our biological laboratory has carried out numerous biochem- 
ical assessments in schizophrenic children at various age levels. Our first such ef- 
forts were directed toward repeating in children studies that had been reported to 
show promise of positive findings in schizophrenic adults. These studies are re- 
viewed. No significant differences between the schizophrenic patients and the con- 
trols have yet been found. Our current laboratory research emphasis has shifted to 
the direct study of enzymes, the primary gene products, employing the method of 
tissue culture. The rationale for this approach is described. 

A review of various treatment techniques used with schizophrenic children and 
their families leads to a suggested rationale for longitudinal therapy. 


Discussant: Marian K. De Myer 


The Many Faces of Violence 
(Joint session of The American Society of Criminology and the American Ortho- 
psychiatric A ssociation) 


Chairman: Jacob Chwast 


SEX AND VIOLENCE 


Wardell B. Pomeroy 
New York, New York 


PSYCHIATRIC ASPECTS OF VIOLENCE 


Ralph Brancale 
American Society of Criminology 


VIOLENCE: AN INTEGRATED CONCEPTUALISM FROM PSYCHOLOGY 
AND SOCIOLOGY 


Marvin Wolfgang 
University of Pennsylvania, Philadelphia, Pennsylvania 


Discussant: Donal E. J. MacNamara 


Health Careers—Reaching the Young, Minority-Group Child 


Chairman: Robert J. Mangum 
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THE MANPOWER ISSUE—MINORITY GROUPS AND HEALTH CAREERS 

W. Montague Cobb 

Howard University, Washington, D.C. 

EDUCATION AND COMMUNITY ROLES IN HEALTH CAREER ) 
PROGRAMS 

Nathan Brown 

New York City Board of Education, Brooklyn, N.Y. 

THE HEALTH CAREERS PROGRAM OF THE MANHATTAN CENTRAL ; 
MEDICAL SOCIETY 


Charles A. P. Brown 
New York, N.Y. 


Panel 120: Diagnosis 
Chairman: Nathaniel N, Wagner 


SOME DYNAMIC FACTORS IN CLINICALLY DIAGNOSED 
PSEUDO-RETARDATION 


David J. Markenson and Frances E. Read 
Dade County Child Guidance Clinic, Miami, Florida 


; securing of case histories on patient and parents; 
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descriptive school reports, and the administration of an interview schedule regard- 
ing patterns of rearing. 

All the children included were free of brain damage, were nonpsychotic and 
were of potentially average intelligence. Nine of the 11 children were taken into 
treatment together with their parents. Reports on the child's behavior were secured 
from the school and the family at the start and upon termination or after one year 
of treatment. The method involved a thorough study of a number of variables on a 
small sample of children having a particular syndrome with an attempt to see what 
they had in common and how they reacted in treatment. The aim was to arrive at 
some tentative hypothesis which then could be tested on a larger population with 
more statistical precision and use of a control group. 

In summary, the findings revealed that these children show certain characteristic 
patterns of responding on psychological tests and many similarities in their back- 
ground and manner of rearing. They have a poor self-concept and evidence much 
apathy, lack of motivation and awkwardness which is reflected not only in under- 
achievement but even in poor coordination. They possess a potentially normal but 
not above average intelligence. They were reared in working-class homes where they 
were subjected to frequent, severe physical punishment by a hostile, explosive par- 
ent, Generally one parent was very overprotective and the other harsh and punitive 
with a marked divergence in the perception of the child by the two parents. Two- 
thirds of the group improved in treatment. 


DIFFERENCES IN COMMUNICATIVE IMPACT BETWEEN MOTHERS 
OF PSYCHOTIC AND NONPSYCHOTIC CHILDREN 


Gunther Rice, Joseph G. Kepecs and Itamar Yahalom 
Jewish Children’s Bureau, Chicago, Illinois 


This research represents an attempt to check systematically our clinical impres- 
sion that the mothers (and also fathers) of psychotic children (unlike other parents 
and unlike other patients) have a different effect on the therapist and hence pose 
special problems in therapeutic communication. Therapists typically report having 
been made to feel anxious, angry, frustrated, futile or bored by these parents without 
any apparent provocation. Furthermore, the therapist’s confusion about his own 
reaction is compounded by his failure to understand the logic or meaning of the 
parents’ seemingly rational communication. The purpose of this study, therefore, 
was to determine whether such subjective reactions in fact differentiate the mothers 
of psychotic children from mothers of nonpsychotic children. We sought the answer 
to this question in an analysis of the impact evoked by the mothers’ verbal com- 
munication on both an affective and a cognitive or conceptual level. 

The material for this study was gathered in two steps. First we selected 10 
mothers of children who had been unequivocally diagnosed as psychotic and a 
control group of mothers whose children, although also disturbed, had less severe 
diagnoses. All 20 mothers were given the same focused, open-end, tape-recorded 
interview. Identical segments of the tapes were retaped with identifying clues deleted. 
In the second step we presented the taped interview exerpts in random order to five 
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experienced clinicians and asked them to express their inner reactions to comment 
on the mothers’ communication and particularly on any difficulties in understanding 
them. They also were asked to rate the mothers on four specially devised scales 
that were intended to reflect their conscious preferences and biases. The clinicians’ 
Tesponses were recorded and the transcripts later were analyzed by three judges 
on the following bases: (1) the intensity of the emotional involvement evoked in 
the clinician, (2) the nature of the communication problem perceived by the clini- 
cian and (3) the clarity with which the clinician perceived the image of the mother, 
her child and the mother-child relationship. 

An analysis of variance shows that the control mothers were consistently favored 
over the mothers of psychotic children, the latter having been judged “less likable,” 
“more pathogenic,” and “less treatable” by the clinicians. The second-order 
analysis revealed that the clinicians also were more intensively involved with the 
mothers of psychotic children although they themselves had not been aware of it. 
There is evidence to suggest further that contrary to the clinicians’ tendency to 
equate their involvement with their liking for the mother, their intense involvement 
has been of a disturbing, negative nature, Differences also were found in the kind 
of communication problem which the mothers presented. The clinicians were 
judged to have had more difficulty understanding the mothers of psychotic children 


THE TASKS OF EMOTIONAL DEVELOPMENT TEST 

: A NEW METHOD 
FOR SCREENING EMOTIONALLY DIS B 
Ta TURBED CHILDREN OF 
Haskel Cohen and Geraldine Rickard 
Childrens Hospital Medical Center, Boston, Massachusetts 
N evelopment Test (T.E.D. Test), a newly devised 
E for spotting €motionally-disturbed children of school 


a a 
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the following six pictures are used in this study: (1) the ability to socialize with 
the peer group, (2) the establishment of trust in people, (3) the acceptance and 
control of aggression toward peers, (4) the establishment of positive attitudes toward 
academic learning, (5) the establishment of a conscience with respect to the prop- 
erty of others and (6) separation from the mother figure. 

Parents, educators and mental health workers are concerned with children who 
have no friends, who are distrustful, who are too aggressive or passive, who can't 
learn, who steal and who are afraid to leave their mothers. The pictures stimulate 
stories directly pertinent to these problems. 

The stories children tell to these pictures are interpreted clinically as well as 
coded on objective Rating Scales. The Rating Scales facilitate the evaluation and 
comparison of children in relation to given dimensions: Perception, Outcome, 
Affect, Motivation and Spontaneity. 

In order to evaluate the usefulness of the test for screening emotionally disturbed 
children from emotionally healthy ones, a study was devised that comprises two 
groups. 

The control group consisted of 200 randomly selected boys from three public 
school systems in the greater Boston area. The “neurotic” sample consisted of 100 
boys who were referred for psychiatric treatment because of a symptom suggesting 
a failure in solving one of the six tasks of emotional development. 

A comparison both shows qualitatively and quantitatively that the emotionally 
disturbed children in the given areas of their problems are: (1) less able to perceive 
the picture for what it was intended to portray, (2) less likely to be able to see the 
boy as successfully mastering the developmental task represented by the picture 
and (3) less able to tell a spontaneous and appropriate story. 


Since it was demonstrated that differences exist in the fantasies obtained from 


pictures that focus on areas that are definite problems for an emotionally disturbed 
le problem areas for children 


group, we now can use this test to screen possib 
in the early grades. 


JOINT SIBLING INTERVIEW AS A DIAGNOSTIC PROCEDURE 


Marvin Greenbaum 
Tualatin Valley Guidance Clinic, Beaverton, Oregon 
In this diagnostic procedure two siblings are interviewed jointly or observed 
playing together as part of a family evaluation process. Based on experience with 
ars to be a promising new technique for behavioral 


50 cases the joint interview appe 
diagnosis. Certain relatively standardized aspects have emerged from exploratory 


work with the method. j ; 
The explanation for having the nonpatient observed is made in advance to the 


parent and the child. The child is told to return for another visit with his brother 
or sister while the parent is informed that the examiner makes a practice of seeing 
several children from the family since the youngsters seem to act and talk more 
comfortably when seen together. A child frequently will bask in the limelight when 
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his sibling is asked to discuss what he thinks about the patient even when the 
comments include negative reactions. 

Typically the next youngster or oldest sibling is selected because (1) the less 
the age difference between children the easier it is to arrange an observation situa- 
tion which will interest both children and produce information, and ( 2) generally 
the children closest in age to each other are in greater contact and have more 
information about intimate interactions. 

In the younger age group where the intention is to arrange an interacting play 
situation, we are able to obtain observations on cooperation-competition, leader- 
ship-submission, and the like, regardless of the ordinal position of the siblings. 

The sex of the nonpatient sibling appears to matter little in the interview, but in 
a play observation where the toys are quite sex-specific, the same sex siblings are 
almost exclusively selected. 

A play situation is arranged for younger children (roughly seven to eight years 
or younger). A standardized interview is the method of examination for older 
children who have more potential for responding to introspective questioning. 
In the present series of 50 cases, there were 40 verbal interviews and 10 play 
interviews. Occasionally, the two types can be combined. When the siblings are 
young girls, a doll house with furniture and several dolls is the only equipment. 
"Young boys are offered three pieces of equipment: a dumptruck, sandloader and 
mobile dragline derrick (Tonka Toys). These play items have proved sufficient 
to bring out behavior in the areas of leadership-submission, cooperation-competi- 
tion, isolation-interaction and frustration-tolerance. 

In the play situation as contrasted with the interview of older children, the ex- 
aminer has attempted to be a nonparticipant. The intention is to concentrate on 
sibling interaction and allow it to develop unrestricted. 

In the standardized verbal interview with older children both siblings in turn 


are asked their opinion of the other's emotional, social, family and academic 
behavior. 


relatively detached way and even enjoy fighting? Have other family members set 


i i ? One may see the su portive, con- 
Structive quality of the sibling relationship. On the other hand, x sibling may 


emerge as potentially rejecting and a poor resource for the patient. 
HE MID, 7 

Panel 121: Illegitimacy 

Chairman: Velma G. Wood 


OBSERVATIONS FROM PSYCHOTHERAPY WI UNWE THE 
AND ACCESSORIES te ree :: 


Michael T. Khlentzos and Mary A. Pagliaro 
McAuley Neuropsychiatric Institute, St. Mary's Hospital, San Francisco, California 
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Eight years of observations were made with more than 100 unwed mothers and 
accessories from psychoanalytically-oriented psychotherapy. One to four inter- 
views weekly were conducted from 18 months to 5 years. Intensive work during 
three months residential care revealed the nature of intense conflicts with parent 
figures. 

Pregnancy resulted from seeking pregenital gratifications not received from 
parents and was precipitated by threat to vital relationships. Postpregnancy psycho- 
therapy was important in preventing a repetition. 

Goals of psychotherapy were recognition of repetitious behavior patterns and 
efforts towards independent living and mature peer relationships. 

Methods consisted of living through with the therapist as object recurrent depres- 
sive states, tensions with parents, disruptive peer relationships, impulsive acting-out 
behavior. Each decision and action served as an opportunity to explore habitual 
patterns, impaired judgment and new modes of integration toward independent liv- 
ing and work outside home. 

Conjoint sessions revealed characteristic family interactions which could be used 
for change. Accessories often opposed therapy and its consequences, i.e;, growth 
and separation. Psychotherapy with accessories was important to success with the 
unwed mother. 

Findings were as follows: 

. Pregenital needs of the unwed mothers had not been met by their mothers, 
who were incapable of nurturance and of enjoying the mothering process. 

. Object relations were tenuous with evidence of poor differentiation between 
child and mother in the most disturbed unweds. 

.Mother-father relationship was sado-masochistic with a hostile, aggressive 
mother. 

. Tenderness in parent-parent and parent-child relationship was rare, and the 

unwed mother sought this with alleged father. 

Mothers burdened daughters with seductive, sexual information about them- 

selves and their fathers. There was no real sexual education to prepare the 
daughter for the arousal patterns in foreplay and the result of such stimulation. 

Learning problems might have appeared early as evidence of unresolved 
separation from parasitic relation with mother or in adolescence as part of the 

identity struggle. 

Sexual experiences were frequently amnesic, indicative of the unwed’s resist- 
ance to free-associating any thought, bodily sensation or feeling coming into 
her awareness. 

. Pregnancy was often an indication of unresolved Oedipal complex with act- 
ing out of hostility toward a weak father. 

During residential care the nurturant concern with the unwed led to regressive 

behavior as a substitute for full expression of feeling. Individual psychotherapy 
was made difficult by the milieu, which is an unreal and temporary refuge 

undermining reality testing. 

10. The baby rarely was desired. After delivery the baby was seen as possible 

source of gratification, but was relinquished as responsibilities became clear. 
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11. There was no specific personality typology for unweds. There were three age- 
group clusters and characteristic conflicts for each as follows: 

a. Age 15 to 16 (32 percent of study): Sexual attractiveness reversed pre- 
vious isolation with first close relationship. Hysterical characteristics 
were prominent; the longest relationship was with alleged father. 

b. Age 18 to 19 (22 per cent of study) : Subjects were pushed to independ- 
ence and leaving home. Threatened loss of dependency resulted in 
intimacies, Pregnancy and return to family. Subjects were typically with- 
drawn, apathetic and immobilized. 

€. Age 22 to 25 (18 per cent of study): Subjects were ostensibly ready for 
careers, but desperate in search for ideal mate and stable relationship. 
Pregnancy was a result of need to resolve the dilemma. 


PERSONALITY CHARACTERISTICS OF WOMEN WITH REPEATED 
ILLEGITIMACIES 


Carl P. Malmquist, T, homas J. Kiresuk and Robert M. Spano 
Hennepin County General Hospital, Minneapolis, Minnesota 


This report is part of an ongoing research project into the personality and social 


grounds. 
Review of the literature dealing with women who have had repeated illegitimacies 
reveals a paucity of material on this Subject. None involves a concomitant multi- 
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family backgrounds. The Rorschach and MMPI tests appeared deviant with respect 
to personality problems on most of the women, indicating severe and chronic emo- 
tional disturbances. The Porteus Mazes did not indicate any defect in planning 
ability or foresight. With one exception intellectual estimates indicated average or 
superior intelligence. 


CONFLICT IN MARRIAGE FOLLOWING PREMARITAL PREGNANCY 


George H. Finck, Nenabelle G. Dame, Ruth G. Mayos, Beatrice Simcox Reiner 
and Brady O. Smith 
Juvenile Welfare Board of Pinellas County, St. Petersburg, Florida 


Less is known about the illegitimately pregnant woman who marries the father 
of her baby than about the one who places her baby for adoption. This is a study 
of 45 marriage counseling cases in which one focus of the conflict was the fact 
that the wife was pregnant at the time of the marriage. The study was made in a 
tax-supported agency offering marital and premarital counseling as part of its 
responsibility to provide community services in the interest of children. These 
families represent a cross section of the white community. Some comparable data 
are available from group projects with white girls in a maternity home and Negro 
girls who dropped out of high school because of pregnancy. 

In the study cases non-use of contraceptives was largely predicated on denial 
of the possibility of conception and conscious belief that a spontaneous love rela- 
tionship is “spoiled” by “mechanistic” planning—in other words, a dichotomy 
between “romance” sanctioned by the culture and an “animalistic” relationship. 
Emotional factors which contributed to the weakening of inhibitions or failure of 
self-protection on the part of the woman prior to marriage were usually present 
in multiple combinations and included: need for closeness or tenderness; adolescent 
feelings of solitude, depression or vacuum; a need to fill her mother’s emptiness; 
a feeling that she would lose the man if she did not submit; sexual curiosity; rebellion 
against family and mores; masochistic trends; longing for a missing father; flight 
from homosexual fears; flight from incest fantasies; identification with a pregnant 
mother, sister or friend; identification with a promiscuous mother. For most of the 
women the cluster of contributing factors held meanings characteristic of fixation 
at one or more levels of psychosexual development. Similar and complementary 
motivations on the part of the man in many cases indicate “unconscious collusion.” 
In most cases both marital partners can be classified as having character disorders 
of greater or lesser severity. 

The choice of marriage as a solution to the problem of illegitimate pregnancy 
was influenced by: a relationship in which eventual marriage already was an aim; 
pressure from families, or a strong wish for marriage on the part of one partner. 

Marital conflicts focused on the issue of premarital pregnancy included for either 
or both partners: devaluated self-image, withdrawal or depression; feeling of being 
trapped in the marriage; feeling of being robbed of adolescence, education or social 
position; projecting blame; mistrust; suspicion of being used; retribution in the 
form of an extra-marital affair; submission followed by later rebellion; fear or 
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reluctance to undergo a second pregnancy; undoing the original pregnancy by a 
legitimate one; lack of satisfaction in sex relations that no longer are illicit. 

These cases indicate that the outcome of premarital pregnancy often was multiply 
determined by the character Structure of both partners based upon pregenital 
fixations. Subsequently, the meaning of the pregnancy, the decision about the baby, 
and the couple's adjustment in the marriage all were affected by these same factors. 
Therefore, treatment of unmarried parents as well as preventive work with adoles- 
cents should take into account the character structure, the pregenital psychosexual 
development, and the search of the subjects for ego identity. 


TTG WOMAN T 
Panel No. 122: Day Care Programs for Children 
Chairman: Rocco Motto 


DAY HOSPITAL SERVICE IN A COMMUNITY CHILD GUIDANCE 
SETTING 


Paul R. Dingman 
Des Moines Child Guidance Center, Des Moines, Iowa 


This day-patient program * is an extension of the clinical services of the Des 
Moines Child Guidance Center, evolving not as a unitary function but as an es- 
sential part of the broadening role of the Center within its community. In addition 
to direct clinical services, the day-hospital program has Strengthened and enriched 


* This work has been Supported b i: j i it 
Mental Health and ore Tae keia, oa one Bann from the National Institute of 
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ment insures the consistent availability of the pleasures of learning and of mastering 
skills which contribute to psychological growth and provide protection from physical, 
social, and psychological dangers. ] 

The child's psychotherapy is the focal point of the day-hospital experience. The 
orientations of the psychotherapists vary, but all of the professional staff participate 
in this aspect of the day-patient program. There is no artificial separation into “out- 
patient” and “day patient" staffs. 

Communication about the child’s activities is carefully maintained between the 
child-care staff and the psychotherapist. The way in which this information is used 
differs from one therapist to another and frequently from one patient to another. 

Illustrative of the ways in which the day-hospital. impinges upon and interacts 
with other services can be seen in the relationships between the Center and the 
schools. Center teachers are selected by the Center, but they are salaried by and as- 
signed to the Center by the Des Moines and Polk County Boards of Education. 
Curriculum, special education and other educational consultants visit the Center 
frequently. The Center provides regular consultation service to both school depart- 
ments. 

When a day patient is ready to terminate and return to school, the prospective 
teacher, the school principal, and the school psychologist are invited to confer with 
the Center's child care staff and the child's psychotherapist. These conferences serve 
to facilitate future educational planning for the returning child and to inform and 
to reassure those who will have the continuing responsibility for him. They also 

' help to increase the number of school workers who are gaining a comfortable 
familiarity with childhood psychopathology and with those who treat these dis- 
orders. 


AN EXPLORATORY STUDY IN THE INTEGRATION OF DAY-CARE 
LATENCY-AGE PUPILS IN A RESIDENTIAL AFTER-SCHOOL 
PROGRAM 


Marjorie Gibson Guggenheim and Nicholas J. Long 
Hillcrest Children's Center, Washington, D.C. 


The purpose of this exploratory study was to determine if day-care pupils could 
be integrated successfully in a residential after-school program in terms of peer 
relationships. There is considerable speculation that these two groups should be 
separated. However, at Hillcrest Children’s Center, Washington, D.C., we developed 
a program whereby children in our therapeutic elementary school entered the 
residence program from 3 to 6 p.m. Both school and residence are designed for 
intensive short-term therapy ranging from crisis aid of a few months to a maximum 
two-year stay. Both use male-female teams to provide ego support and insight 
through milieu treatment which supports and supplements the child’s individual 
therapy. Both require parent participation as part of the treatment team. 

The population of this study consisted of a group of six latency-age boys in 
residential treatment, and a group of four latency-age boys in day-care treatment. 
There was no significant difference between these two groups in age, IQ and evident 
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degree of pathology at the beginning of study. They included children diagnosed as 
Schizoid, neurotic, character disorder and atypical. 

Sociometric data were collected three times (March, May and November). Each 
boy was asked to list the names of three boys in the combined group with whom he 
would like to play. alysis of the March and May data showed that all children 
made between-group choices. A third measure in November showed that members 
of the more stable residence group were preferred. Now a trend toward equalization 
of the two groups and increase of between-group choices is again in progress, 

We have found the after-school interaction group an enriching extension of 
learning for the residence children and a useful increase in treatment for those in 


We predict and hope that the adaptation to school, residence and day care 
Teflects a trend that will be used in many psychiatric centers. We believe that many 
children now in residential treatment could be maintained at home if therapeutic 
care were extended for the entire day. 


PREVENTIVE INTERVENTION POTENTIALS IN PUBLIC CHILD DAY 
CARE CENTERS 

Lydia Rapoport, Donna Cornsweet 

School of Social Velfare, University of California, Berkeley, California 
= Me SR NR 


Panel 123: The Enlarged Team for School Mental Health 
Chairman: Albert S. Hotkins 


pediatricians, 
Discussants: L. Clovis Hirning, T. oby K. Kurzband, Dale D. 
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Robert Shaw, Harry Blumenfelq* and Rita Senf 


Madeleine B d B É { 
k gi el a org Child Guidance Institute, Jewish Board of Guardians, New York 
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ventive mental health standards, attitudes and practices far exceed the ability of 
existing community resources to meet these demands by conventional treatment 
methods. To cope with these needs the Madeleine Borg Child Guidance Institute in 
collaboration with the New York City Community Mental Health Board estab- 
lished a short-term treatment program which has been operating for the past eight 
years as a special unit within a traditional child guidance clinic. This program has 
now been transferred to a new community mental health center where it is antic- 
ipated that short term treatment will have a central clinical role. 

In our program, treatment contacts with any family member were limited to a 
maximum of 12 sessions over a three-month period. Treatment was characterized by 
flexibility with regard to frequency, joint or family interviews, group sessions and 
use of ancillary facilities such as remedial reading, community resources, youth 
centers, school visits, and nursery and day-care programs. Three-, six-, and twelve- 
month followup visits were scheduled to extend the period of relationship with the 
therapist as well as the period of observation. 

This paper will present data on 227 families treated in the program, and will 
discuss clinical considerations based on this experience, with the aim of estab- 
lishing guides for future activities, and implementation of a similar program in the 
new community mental health center. 

For each family ratings were obtained on a number of variables which prior 
studies have suggested are important in relation to short-term treatment. Included 
are such factors as adequacy of parents, patterning of aggressive behavior, trans- 
ference, therapist’s localization of the problem and aspects of the mother-child 
relation. Improvement in the parent and in the child was rated after the twelve- 
month followup visit. Pretreatment evaluations were used to divide the subjects 
into two groups—positive and negative; posttreatment evaluations were used in 
the same way. The improvement ratings and the pretreatment and posttreatment 
evaluations were cross-tabulated against all the other ratings. 

In general the findings are in agreement with the criteria proposed in the litera- 
ture. The results emphasize the importance of crisis, school phobia, duration of 
symptoms, total family participation, and family readiness for change. Diagnosis 
did not prove to be so important as a criterion for short-term treatment. The simple 
criterion of the therapist’s liking for the client was an important determinant of 
outcome. 

Our work has convinced us that to achieve the early identification and interven- 
tion necessary for meaningful short-term therapy the clinic must establish fluid 
boundaries with a high degree of permeability so as to provide ease and immediacy 
of access to services as connoted by the term “walk-in” clinic. Most significant is 
the conclusion that mental health is a process rather than a structure, and the 
acknowledgment of the important role of brief intervention at critical moments in 
family life, whether the problems arise from epochal roots or externally imposed 
crises. This kind of intervention is possible only in a neighborhood-based mental 
health center closely related to the entire spectrum of normative community 
facilities. 

Based on conclusions from our review of the program, we have now begun to 
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develop a comprehensive clinical data-collection procedure intended to objectify the 
ordinary history recordings. This system, designed for computer processing, should 
facilitate the confirmation or rejection of specific clinical hypotheses, enabling us 
to focus much more sharply the criteria concerning short-term therapy. Results of 


THE RESIDENTIAL TREATMENT CENTER AS A LABORATORY FOR 
COMMUNITY MENTAL HEALTH PROGRAMS 


Howard J. Klapman 
Illinois State Pediatric Institute, Chicago, Illinois 


This paper reports the establishment of a community-oriented residential center 
at the Illinois State Pediatric Institute. This center deals with children ages two to 
eight with developmental failures and manifestations of emotional illness and 
cultural deprivation. These children receive medical and psychological diagnostic 
studies as well as treatment. 


In order 
a period of one month to approximately one year. After the child's discharge he 
would be followed bya community school, day-care center or child guidance clinic. 


In planning for the child's discharge the therapists coordinated meetings between 
treatment center staff and follow-up agency staff. The therapists also offered them- 


to see both child and family as outpatients, i 
It was hoped that a relationship would be founded between the treatment center 
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A MODEL OF RESEARCH FOR EMERGENT COMMUNITY MENTAL 
HEALTH PROGRAMS 


William Guy, Gerard Hogarty and Martin Gross j 
Springfield State Hospital, Sykesville, Maryland 


Social psychiatry with its emphasis on social rehabilitation and community 
involvement tetids to render obsolete the isolation of traditional inpatient treat- 
ment as well as the research designs formulated to assess outcome in these settings. 
This new treatrüent concept encompasses not only the reduction of manifest psycho- 
pathology but lso avoids the separation of the patient from his family and com- 
munity. Simplé prevention of deterioration as a treatment goal is superseded by 
treatment objectives which involve improved levels of social functioning and 
resumption of expected role activities. Therefore, the use of exposure to treatment 
and symptom reduction as measures of either immediate or long-range effects is 
inappropriate. Research models and the techniques of assessment must be broad 
enough to encompass the complex restoration to health toward which this new 
philosophy is striving. 

Historically clinical practice has preceded evaluation with resultant problems in 
manipulating, changing or eliminating costly and ineffective programs. This need 
not be the heritage with which modern psychiatric programs are endowed. Retro- 
spective research programs can be replaced by those which combine treatment 
with concurrent research so that evaluation is germane to the program's objectives. 

The multidisciplinary approach which is prevalent in community mental health 
programs postulates that therapeutic intervention on many levels will be more 
effective in realizing the goal of restoration to the community. But therapeutic 
intervention on many levels dictates the need for structuréd research models so 
that changes in manifest psychopathology, therapeutic progress and the impact 
of family and community on the patient's posttreatment adjustment can be iden- 
tified and evaluated. 

Specifically a community mental health program which uses a psychiatric day 
center as its hub has been planned to meet the mental health needs of a rural- 
transitional county. The application of modern social psychiatric concepts to such 
a community represents a pioneering effort in nonmetropolitan areas. Further, 
the avoidance of chronic problems of overlapping and duplicated service so often 
present in complex urban areas can be achieved. While experience gained in 
evaluating an urban psychiatric day center study served as an excellent method- 
ological resource, it became clear that simple duplication of this design was im- 
possible since the social structure and treatment needs of a rural community were 
different. The transitional character of the community forced us to consider the 
expanded mental health needs and social changes inherent under conditions of a 
rapid population influx. 

In both of these studies an orthopsychiatric treatment approach is used or con- 
templated. In order to evaluate these programs the decision was made to employ 
a multidimensional research design in which the unique contributions of various’ 
disciplines could be assessed by representatives. of each profession at all levels 
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where treatment effects might appear. Further, it became evident that this assess- 
ment team had to function as an independent unit. The separation of treatment 
from evaluation is an attempt to control therapist bias in a treatment condition 
where double-blind procedures are inapplicable. 

It is not suggested that traditional experimental designs be discarded. Rather 
it is proposed that designs be modified and altered to correspond with the modern 
focus on community mental health programs. 


Panel 125: Urban Renewal, Mental Health and Planned Social 
Change—ll 
Chairman: Barney Rabinow 


SOME ISSUES IN POLICY PLANNING—THE MACROCOSM 

AND THE MICROCOSM 

Morton Isler and Barney Rabinow 

Community Renewal Program, New York City Planning Commission, New York 
Because of deficiencies in the City's man-made Physical environment which 

neither households, industry, commerce nor philanthropy by themselves have 

been able to remedy, an increasing number of publicly initiated, directed and 


coordinated programs are intended to involve both the private and public sectors 
planfully in corrective and preventive interventi 


environment for every American family.” The topics 


government officials and other professionals. 
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Renewal compels an unavoidable encounter with hosts of neglected problems— 
ill health, child neglect and abuse, drug addiction, unemployment, marital diffi- 
culties, delinquency, psychosis—sometimes a number of these in the same family. 

Renewal needs sociopsychological insights in both policy and detailed design 
planning. As an example of policy planning the following will serve. Let us assume 
that the households with greatest need for more adequate residential facilities are 
low-income families with three or more children. On examination we find that a 
considerable number of these households have one parent only, the mother. We 
could go from a count of households with three or more children inadequately 
housed to the determination of the quantity of new apartments which are needed 
to satisfy this group. However we might find that the large number of these house- 
holds with feminine heads are Negro households. An interesting question presents 
itself. About 30 per cent of out-of-wedlock white children remain with their mothers. 
About 80 per cent of out-of-wedlock Negro children remain with their mothers. 
Does this reflect a greater incidence of better rearing environments provided by 
biological mothers for out-of-wedlock Negro children than for out-of-wedlock 
white children? Does it reflect a more wholesome attitude to illegitimacy in the 
Negro community than in the white community? If so, should this value differential 
be nurtured? Or does it reflect the absence of adequate placement facilities for 
Negro children? 

There seem to be three areas which need more attention from mental health 
professionals: primary prevention in the stewarding of change processes; secondary 
prevention in allocation of manpower and resources to the uncovered, largely 
neglected problems; sharing in policy and design planning. 

Papers in these two sessions will touch on what to do with skid-rowers, use of 
group therapy technics in helping tenants to help themselves, problems of serving 
families to be relocated, adoptional stresses on a local agency when physical changes 
result in a new population and a new social structure in the neighborhood. Some 
of the problems of planning with and for people will be discussed. Achieve- 
ments and gaps in planning social and communal services for low-income families 
in public housing will be sketched. Finally we will close with a paper on the politics 
of urban change. 


IMPLEMENTING PLANNED SOCIAL CHANGE THROUGH 
URBAN RENEWAL 


Elizabeth E. Kempton 
Bureau of Community Affairs, Housing and Redevelopment Board, New York, 


New York 


The paper will be concerned with the purposes for which the urban renewal 
program was created and the way in which the focus on social goals and social 
problems has been evolving. While there are many factors which have influenced 
the changing focus of the program, this paper will relate some of the changes to 
the urban renewal agency's close and continuous contact with residents and leaders 
of urban renewal neighborhoods. It will be shown that out of this relationship, 
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. comes a knowledge of neighborhood social problems and concerns to which the 
agency relates along with its attention to the physical improvement of the neighbor- 
hood's housing stock and community facilities. This will be defined as an attempt 
to minimize the disruption of community life and reduce the trauma associated 
with relocation while improving the housing and amenities necessary to healthy 
community life. 

The paper will go on to describe concurrent programs and studies being instituted 
to discover ways in which the urban renewal program can deal with many of the 
` severe social problems found in deteriorated neighborhoods. The objective is to 
use urban renewal to strengthen and stabilize some of the families and individuals 
who must be relocated out of renewal neighborhoods. 
Some of the refinements and new approaches needed to further social objectives 
will be enumerated and emphasis laid on the need for further participation of 
experts in the sociological and psychiatric field. 


PROVIDING SERVICES TO LOW-INCOME FAMILIES 
IN PUBLIC HOUSING 


Preston David 
Department of Social and Community Services, New York City Housing Authority, 
New York 


enormous forces now shaping the new urban community. The physical buildings, 
in and of themselves, generate great power; properly integrated with a range of 
Supporting human services, they can vastly benefit the surrounding neighborhoods 
and the city at large. Thus, housing's potential must be seen within the context of 
the over-arching issues closing upon the urban complex. 

These are some of the larger considerations: 


1. The future will produce a single urban belt on the eastern seaboard from 
north of Boston to south of Washington. 

2. The urban impulse in America and in the world has drawn and will continue 
to draw rural dwellers from the land to the cities, 

3. The rapid population growth taken alone poses problems for which municipal 
governments are not ready, 

4. The Current mass migration has caused major population dislocation, largely 
ethnic in character, 

5. The human service agencies are not geared to current needs. (The fields 
represented by the Orthopsychiatric Association—social work, psychology, 
ge ake Paid inadequate attention to the problems of low-income 
people. 

6. e job Pene Y today's migrants are not suited to the needs of today's indus- 

tal machine. Automation has demolished large f i - 
S ud. 8e areas of economic oppor. 
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7. Discrimination and closed opportunity have intensified the racial struggle and . 
the growing demand for a fair share of urban benefit. 

8. Housing is inadequate, and the rising cost of construction has completely 
outstripped the capacity of low-income people to meet private rental. 

9. Overall social planning machinery does not exist, and the efforts of individual. 
agencies are not properly integrated with physical planning. 


In summary, we have a new community for which we are unprepared. The large 
question is whether the city can absorb the huge thrust of the new population, 
satisfy its basic needs and produce the conditions under which the disadvantaged 
might be advanced constructively. 

Viewed in this perspective, public housing and its supporting services are’ central 
to any program dealing with the vast urban unrest, the drive for equality, the tension 
and frustration of the underprivileged. The New York City Housing Authority 
(larger than the city of Newark) provides shelter in a manner and in a dimension 
that can be achieved in no other way. The benefit is major, but to reach its full 
potential, the Authority must be able to deal with the severe and complicated human 
problems that have been thrust upon it. To successfully organize new social policy, 
we must understand the needs of “housing” tenants and the neighboring residents, 
the programs they require and the means of delivering the necessary services. 


THE POLITICS OF URBAN CHANGE 


Roger Starr 
Citizens Housing and Planning Council of New York, Inc., New York, New York 


This paper will provide a case illustration of the behavior by a group of well 
intentioned liberals who as members of a local political club have been explicitly 
concerned to improve the human condition. The significance of their selection of 
more parochial objectives when faced with choices between actions which would 
bring benefits to the city as a whole and actions which would have a narrower local 
impact will be examined. 

The broader implications of this for the establishment of governmental policies 
in a political democracy when local preferences are at odds with the general wel- 


fare will be considered. 


Workshop No. 31: Day Care Treatment Programs with Focus on the 
Role of Teachers 

Chairman: Mark Rudnick 

Resource Participants: Rosalyn S. Cohen, Ruth LaVietes, Phyllis Parsons, Eli 
Z. Rubin 

Reporter: Robert L. LeLievre 
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Workshop No. 32: Early Identification and Prevention in the 
School Program ^ 
Chairman: James N. Rinaldi 


Resource Participants: Emory L. Cowen, Vera Henriquez, Barbara Rubenstein, 
Lorene A. Stringer 


Reporter: Hazel Augustine 


Workshop No. 33: The Mental Health Aspects of Preschool Services 


Chairman: Peter Knowlton 


Resource Participants: Kathleen Goodin, Jane Raph, Rosalind Sands, Dianne 
Warner, Jack C. Westman 


Workshop No. 34: Trends and Problems in Psychiatric Rehabilitation 
Chairman: Walter S. Neff 


Resource Participants: John H. Beard, Robert L. Kahn, Myron Koltuv, Bernard M. 
Kramer 


Reporter: Barbara Palmore 


Workshop No. 35: Diagnostic and Treatment Considerations in 
Family Therapy 


Chairman: Warren M. Brodey 


Resource Participants: Edward Carroll, Alfred Messer, 


Celia Mitchell, Ross Speck 
Reporter: Judith Lieb 


Workshop No. 36: Implementati 
Hardened Juvenile Delinquents 
Chairman: Joseph Abrahams 


on of a Treatment Program for 


Resource Participants: John 
F. Patrick McKegney 


Reporter: Howard L. Kitchener 


Galvin, Howard L. Kitchener, Robert B. Levinson, 


Workshop No. 37: Treatment of 


the Young Schizophrenic Child 
in the Community 
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Chairman: William S. Greenspon 
Resource Participants: William Goldfarb, Pierre Johannet, Robert C. Prall 


Workshop No. 38: Audio Visual Program—VI 
TEACHING MENTAL HEALTH CONSULTATION 
Chairman: C. Martel Bryant 

Resource Participants: Charlotte Owens, Edward A. Mason 


MENTAL HEALTH CONSULTATION VIGNETTE #3—MAKING AN 
ASSESSMENT, a film by Dr. Mason 


Workshop No. 39: Hospitals Can Make You Sick: How Can Child 
Development Philosophy Contribute to Humanization of the Residential 
Facilities for the Mentally Retarded? 

Chairman: Lewis B. Klebanoff 

Resource Participants: Frances Lenehan, Allen Menefee, Louis Orzack, Dorothy 
Tucker 

Reporter: Harriet Klebanoff 


Workshop No. 40: Different Treatment Philosophies in the Treatment 
of Character Disordered Children in Residential Centers 
Chairman: Joseph F. Phelan, Jr. 


Resource Participants: Sylvester Adessa, Leita Craig, Jerome Goldsmith, Morris 
F. Mayer, M. Lloyd Sommer 


Reporter: Hyman Grossbard 


PSYCHOANALYTIC TRAINING IN NEW YORK CITY 
for 
Psychiatrists, Psychologists, Psychotherapists and Social Workers 


THE INSTITUTE FOR PSYCHOANALYTIC TRAINING AND RESEARCH (IPTAR) 
has designed its 4 year (2 evenings a week) curriculum in Psychoanalysis to develop 


your academic and clinical experience into its fullest awareness of the language of the 
unconscious in human relations, dreams and psychogenic illness, ego and psychosexual 
diagnosis and major defensive operations. How Freudian psychoanalysis copes with and 
resolves anxieties, neurotic and other disturbed states is woven into the curriculum in 
case seminars and student participation in the IPTAR Treatment Center. 


IPTAR Bulletin available upon request from Mrs. Ruth Wolfson, 124 West 79 St., 
N.Y. 24, N.Y. 
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A NEW REPRINT NOW AVAILABLE 
Volumes 1-20. Utica 1927-1946 


(Including Supplements) 


Psychiatric Cloth bound set in 20 volumes... $800.00 


Q | Paper bound set in 40 volumes... 750.00 
uarter y Volumes 1—20, 1927-1946 


and (Main Volumes) 


Per volume, paper bound 


Supplements 


Volumes 1-20, 1927-1946 


(Supplements only) 


Per volume, paper bound 


Johnson Reprint Corp. 111 Fifth Ave., New York, N. Y. 10003 
Johnson Reprint Co. Ltd. 


Berkeley Square House, London W.1, England 


DEVEREUX SCHOOL 


Devereux Schools, with resi- 
dential treatment centers in 
Pennsylvania, California and 
Texas and therapeutic summer 
camps in Maine, offers one of 
the finest available rehabilita- 
tive programs to emotionally 
disturbed and mentally re- 
tarded children throughout the 
United States. 


S—SERVING THE NATION'S CHILDREN 


For Information and Literature: 


Devon, Penna. 
Charles J. Fowler, Director of Admissions 
J. Clifford Scott, M.D., Director of Psychiatry 


Walter M. Uhler, M.D., 
Director of Medical Services 


Santa Barbara (Box 1079), Calif. 
Keith A. Seaton, Director of Admissions 
Jesse R. Freeland, M.D., Director of Psychiatry 
Victoria (Box 2269), Texas 

Richard D. Grant, Registrar 
Richard G. Danko, Chief Administrator 
George M. Constant, M.D., 

Consulting Psychiatrist 


The Devereux Foundation 


A NON-PROFIT ORGANIZATION 


Helena T. Devereux 
Founder and Consultant 


Edward L. French, Ph.D. 
President and Director 


RECOMMENDED READING IN THE BEHAVIORAL SCIENCES 
18 New Books Selected from the New 1965 Thomas Catalog of Over 1600 Titles 


[] READINGS IN THE ADMINISTRA- 
TION OF INSTITUTIONS FOR DELIN- 
QUENT YOUTH compiled and edited by 
William E. Amos, Div. of Youth Services 
and Employment Standards, U. S. Dept. 
of Labor, Washington, D. C., and Ray- 
mond L. Manella, Loyola College of 
Baltimore, Baltimore, Md. (16 Contribu- 
tors) '65, 228 pp., 7 il., $7.75 


O INTRODUCTION TO DEVELOPMEN- 
TAL PSYCHIATRY by Beulah C. Bos- 
selman, Ira Rosenthal, and Marvin 
Schwartz, all of Univ. of Illinois, Chicago, 
Ill. About 188 pp. In Press 


O DAY CARE OF PSYCHIATRIC PA- 
TIENTS. From the National Day Hospi- 
tal Workshop. By Robert L. Epps and 
Lee D. Hanes, both of Greater Kansas 
City Mental Health Foundation, Kansas 
City, Mo. (16 Contributors) '64, 200 pp., 
14 tables, $7.50 


O THE MALTREATED CHILD: The Mal- 
treatment Syndrome in Children by Vin- 
cent J. Fontana, The Saint Vincents 
Hospital and Medical Center of New 
E New York City. '64, 84 pp., 16 il, 


O SOCIETY ON TRIAL: Current Court 
Decisions and Social Change by Warren 
Freedman, Member of the New York and 
U. S. Supreme Court Bars, New York City. 
About 266 pp. In Press 


O ARTISTIC PRODUCTIVITY AND MEN- 
TAL HEALTH. Prepared under the 
Auspices of the Postgraduate Center for 
Mental Health. By Edrita Fried, Alberta 
Einstein College of Medicine, New York 
City. With the collaboration of Abby 
Bloomgarden, William Lewis, Ida Mer- 
melstein, Rose Spiegel, and Virginia 
Watts. .64, 188 pp. (Amer. Lec. Psychol- 
ogy edited by Molly Harrower), $6.50 


L] THE DEVELOPMENT OF THEORY 
AND PRACTICE IN SOCIAL CASE- 
WORK by Nina R. Garton, Coos-Curry 
Mental Health Clinic, Coquille, Ore., and 
Herbert A. Otto, Univ. of Utah, Salt Lake 
City, Utah. '64, 172 pp., $6.75 


O METHODOLOGY OF THE BEHAV- 
IORAL SCIENCES: Problems and Con- 
troversies by Rollo Handy, State Univer- 
sity of New York at Buffalo, Buffalo, 
N. Y. 764, 196 pp. (Amer. Lec. Philoso- 
phy edited by Marvin Farber), $6.75 


301—327 
East Lawrence Ave. 


CHARLES C THOMAS * Publisher 


PSYCHODIAGNOSTIC TESTING: An 
Empirical Approach Based on a Follow- 
up of 2000 Cases by Molly Harrower, 
Temple Univ. Philadelphia, Pa. About 
120 pp. 33 il, 16 tables. (Amer. Lec. 
Psychology) In Press 


FAMILY PSYCHIATRY by John G. 
Howells, Ipswich and East Suffolk Hosp., 
Ipswich, England. About 128 pp. In Press 


MANUAL FOR THE COMPRE- 
HENSIVE COMMUNITY MENTAL 
HEALTH CLINIC by James A. Knight, 
Union Theological Seminary, New York 
City, and Winborn E. Davis, Tulane Univ., 
New Orleans, La. '64, 196 pp. 1 il. 
(Amer Lec. Clinical Psychiatry edited by 
Howard P. Rome), $7.50 


TOWARD SELF - UNDERSTANDING: 
Group Techniques in Self-Confrontation 
by Daniel I. Malamud, New York Univ., 
New York City, and Solomon Machover, 
State Univ. of New York Downstate 
Medical Center, Brooklyn, N. Y. '65, 288 
pp. (Amer. Lec. Psychology), $8.50 


TRANSFERENCE AND TRIAL ADAP- 
TATION by Joost A. M. Meerloo, New 
York School of Psychiatry, New York 
City, and Marie Coleman Nelson, New 
York City. '65, 164 pp. (Amer. Lec. Psy- 
chology), $6.50 


Concepts of Development in EARLY 
CHILDHOOD EDUCATION edited by 
Peter B. Neubauer. The Child Develop- 
ment Center, New York City. (21 Contrib- 
utors) About 248 pp. In Press 


ZONE MENTAL HEALTH CENTERS: 
The Illinois Concept by John P. Reidy, 
Illinois Dept. of Mental Health, Spring- 
o, lll. "64, 188 pp., 29 il, 11 tables, 


PROBLEMS OF THE MIDDLE-AGED 
compiled by Clyde B. Vedder, Northern 
Illinois Univ., DeKalb, Ill. (With Con- 
tributions by 29 Authors) About 184 pp. 
In Press 


PROBLEMS OF THE AGED compiled 
by Clyde B. Vedder and Annette S. Lef- 
kowitz, both of Northern Illinois Univ., 
DeKalb, Ill. (With Contributions by 24 
Authors) 65, 280 pp., 5 tables, $7.50 

THE MENTALLY RETARDED CHILD: 
Identification, Acceptance, and Curriculum 
by Roy DeVerl Willey and Kathleen Bar- 
nette Waite, both of Univ. of Nevada, 
Reno, Nevada, '64, 260 pp., 3 tables, $7.50 


SPRINGFIELD * ILLINOIS 


POSTGRADUATE CENTER FOR MENTAL HEALTH 
offers its 
Fifth Annual Intensive Three-Day Workshop in Group Psychotherapy 
Friday, Saturday, Sunday, May 21, 22, 23, 1965 


on 
Intervention in Group Psychotherapy" 


"The Therapists’ 
e Workshop will have an opportunity to: 
therapists conducting a group via a one-way screen. 
interventions for themselves in small 
ip of faculty members of the Group 


The participants in th 
Observe senior group 


Experience the effects of therapists’ 
laboratory groups under the leadershi 
Therapy Department. 


Consult with experts on special clinical problems in their practice. 


Fee: $125.00 Deadline for applications May 1, 1965 
Requirements: Membership in American Group Psychotherapy Association 
or its equivalent. 


For further information write or call: 
Asya L. Kadis, Director 
Group Therapy Department 
Postgraduate Center for Mental Health 
124 East 28th Street 
New York, N. Y- 10016 
MU 9-7700 


acer SO To eae 
Smith College School for Social Work 


an expanded PROGRAM OF ADVANCED STUDY 
leading to the degree 


DOCTOR OF SOCIAL WORK 


emphasizing advanced casework 
positions of increased responsibility 
teaching, and research 


A new clinical doctorate program 
theory and practice, to prepare for 
in practice, supervision, 
. 
THIRD-YEAR CERTIFICATE 
A third graduate year of theory and clinical practice 
. 
Open to men and women. 
Stipends, without agency work commitment provisions, are available. 
ACADEMIC YEAR OPENS JUNE 23, 1965 
. 


For further information write to 
SMITH COLLEGE SCHOOL FOR SOCIAL WORK 


COMMITTEE ON ADMISSIONS, 
Northampton, Massachusetts 


Gateway House, 


We recommend 


GROUP THERAPY: A Practi- 
cal Approach 


By James A. Johnson, Jr., 
M.D. 
What are the most effective tech- 
niques to apply in group therapy? 
The author provides a model based 
on the psychodynamic understanding 
of human group behavior as applied 
to the therapeutic situation. For the 
first time in book form, an analysis 
is given of an actual outpatient group 
in therapy, emphasizing the content, 
theme, and dynamics of each meet- 
ing. "Authoritative . . . comprehen- 
sive . . . and practical." 

467 pp., 6 x 9, $10.95. 


MULTIPLE IMPACT THEORY 
WITH FAMILIES 


By Robert MacGregor, Ph.D., 
Agnes M. Ritchie, M.S.W., 
Alberto C. Serrano, M.D., 
Franklin P. Schuster, Jr., M.D.; 
with Eugene C. McDanald, Jr., 
M.D., and Harold A. Goolish- 
ian, Ph.D. 
Here is a team report of a new and 
creative therapeutic approach — a 
brief, intensive psychotherapy in- 
volving all members of a family 
where there is a disturbed adoles- 
cent. Written for all those with a 
professional interest in family dynam- 
ics and therapy. 

320 pp., 5%s x 8%, $9.95. 


MENTAL HEALTH IN THE 
METROPOLIS: The Midtown 
Manhattan Study 


By Leo Srole, Ph.D., Thomas 
S. Langner, Ph.D., Stanley T. 
Michael, M.D., Marvin K. Op- 
ler, Ph.D., Thomas A. C. Ren- 
nie, M.D. 

Manhattan comes under the collab- 
orative scrutiny of social scientists 
and psychiatrists. At the center of 
the delineated research picture are 
the mental health conditions found 
ong the diverse groups that com- 
prise Manhattan's vast population. 
"A beacon to all future researchers 
in the epidemiology of mental dis- 
order." 


428 pp., 6 x 9, $9.95. 


TEXTBOOK OF PSYCHIATRY 


By Jack R. Ewalt, M.D. and 
Dana L. Farnsworth, M.D. 
The authors use a combined biolog- 

psychoanalytical, psycho-biolog- 
ical and social science approach to 
cover those aspects of psychiatry that 
should be known by every physician 
working with patients of all types. 
An attempt is made to integrate 
Psychiatry as a specialty in the over- 
all medical picture. Drug therapies 
of mental disease are presented in 
great detail, 


381 pp., 6 x 9, $9.50. 


A mo 


OUTLINE OF PSYCHIATRY 

By Leonard Cammer, M.D. 

This up-to-date teaching and review text covers the theory and prac- 
tice of psychiatry in a comprehensive, systematized fashion. The 
author's primary purpose in this book is to give the reader a clear 
and authoritative statement of the known, rather than speculative, 
etiology, psychopathology, diagnosis, and treatment of all psychiatric 


disorders. 398 pp., 6% x 8s, $6.50. 


BLAKISTON DIVISION / McGRAW-HILL BOOK CO. 
330 W. 42nd Street, New York, N.Y. 10036 
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Zip. zy 
Examination privileges only in Continental U.S.A. Am. J, Orthopsych. 3/65 


AO MELE 


Announcing . . - 


CHILD GUIDANCE : 
Iason Lowrey Memorial Uline 


Edited by Simon H. Tulchin 


... a selection of articles from the American Journal 
of Orthopsychiatry, to be published in the Fall of 1964. 


Publication price ..-----+++++++"* $8.50 
Please send me... -+++ copies @ $8.50. Enclosed is my check for...» -+++ 
Nancy dier a Re EU M Ee EE NE SA SE SANA: CN NA 
Procesos E S qu Ae a SE clash aks eh HE EE 


The American Orthopsychiatric Association, Inc. 
1790 Broadway, New York, N. Y. 10019 


42ND ANNUAL MEETING 
PUBLICATION OFFER: 


THE SIX SCHIZOPHRENIAS by Samuel J. Beck, Ph.D. $5.35 
This multidisciplinary research includes an analysis of normal 
and ill children and adults. Dr. Beck delineates six patterns 
of schizophrenia that are useful in both diagnosis and therapy. 
238 pp. 
PLUS 


REPRINT Z4—FURTHER EXPLORATIONS OF THE SIX 
SCHIZOPHRENIAS: TYPE S-3. 
Herman B. Molish and Samuel J. Beck. 85 


$6.20 
Combination offer for both $5.50 * 
* Price includes mailing and handling. 


Order from 


THE AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Inc. 
1790 Broadway, New York, N. Y. 10019 


INTERNATIONAL UNIVERSITIES PRESS, INC. 


New books in child psychiatry and psychoanalysis: 


THE PSYCHOANALYTIC STUDY 
` OF THE CHILD, Vol. XIX 


Edited by Ruru S. EisstER, ANNA FREUD, HEINZ HARTMANN, 
Marianne Kris 
$10.00 


*...an annual which has long been contributing to the needs of elaborating psychoana- 
lytic theory and providing clinical corroboration through material from child therapy. 
The volume combines articles on the theory of personality development with a rich inclusion 
of clinical material from direct observation and treatment of children. [It] earns its place 
on library shelves of psychoanalytic institutes and child guidance clinics and on the per- 
sonal shelves of all theoreticians of personality development as well as child analysts, 
dynamically oriented child psychiatrists and other child therapists."—AwERICAN JOURNAL 
or ORTHOPSYCHIATRY 


PASSIVITY 


A Study of Its Development and Expression in Boys 


Sytvia Bropy, Pu.D. 
$4.00 


in childhood are introduced throughout the clinical discussions. The author offers sets of 
hypotheses that might throw light upon determinants of passivity in early childhood. 


CONTRIBUTIONS TO 
DEVELOPMENTAL NEUROPSYCHIATRY 


By PAUL Scuitper, M.D. 
Edited by LAURETTA Benper, M.D. 


$8.50 


Schilder’s contributions to the psychology, psychopathology, psychiatry, and neurology 


"ditum pment, and the adult which the child 
ultimately becomes, have had tremendous influence on American psychiatry. They were 


written in the last ten years of his life are coll 
en in ife... lected here . . . and represent a compre- 
hensive view of the field. Here will be found many examples of Schilder's inimitable 


verbal interviews and case histories: man is uni 
} lev s H y examples of his unique capacit to observe and 
discribe motility nm behavior; several special test Susi NS js DIES to 
E acc e = other psychological phenomena: and, finally, 
t such data, analyze it, and develop hi. int of view i 
“constructive psychology.”—From the Preface by Ee eee idm 
à , M.D. 


INTERNATIONAL UNIVERSITIES PRESS, INC. 


227 West 13 Street New York, N. Y. 10011 
, N. Y. 
Visit our exhibit at the New York Hilton Hotel during the Annual Meeting 


THE WILLIAM ALANSON 
WHITE INSTITUTE 
of Psychiatry 
Psychoanalysis & Psychology 


20 West 74th Street New York City 23 


EXTENSION DIVISION COURSES FOR 
QUALIFIED’ PROFESSIONALS 


SEMINAR AND LECTURE COURSES 
for psychiatrists, psychologists & social 
workers 


SEMINARS FOR TEACHERS AND 
GUIDANCE PERSONNEL 
given in cooperation with the N.Y.C. 
Board of Education 


SEMINAR PROGRAM FOR PSYCHI- 
ATRIC NURSES 


SEMINARS IN PSYCHIATRY FOR THE 
PHYSICIAN NOT PRACTICING 
PSYCHIATRY 
accredited by the Academy of General 
Practice 


For further information please write or call 
Sondra Wilk, Registrar 873-0725 


HUMBOLDT COUNTY COM- 
MUNITY MENTAL HEALTH 
PROGRAM, EUREKA, CALIFOR- 
NIA, HAS STAFF POSITIONS 
OPEN FOR 


(1) Director of outpatient clinic, full 
time. Requirements: Board eligi- 
ble psychiatrist with one year ex- 
perience in administrative position, 
licensed to practice in California. 
eR $18,000. Start: July 1, 


Clinical Psychologist, outpatient 
clinic, full-time. 

Requirements: Ph.D. from Grad- 
uate School program approved by 
American Psychological Associa- 
tion for training of clinical psy- 
chologist. 

Salary: Open. Start immediately. 


For further information write: 


M. A. Johnson, M.D. 

Director of Local Mental Health 
Services 

730 Seventh Street, Suite 224 

Eureka, California 95501 


announcing 


5th Edition 


DIRECTORY FOR 
EXCEPTIONAL CHILDREN 


Special Education 
and Treatment Facilities 


Current data and expanded information 
are presented in this revised edition, 
describing over 3000 schools and serv- 
ices for emotionally disturbed, retarded 
and physically handicapped children. 
704 pp., cloth, $7.00 


From the Publisher of the Annual 
HANDBOOK OF PRIVATE SCHOOLS 


PORTER SARGENT 
11 Beacon Street Boston 8, Mass. 


MICHIGAN 
DEPARTMENT OF MENTAL 
HEALTH 


Unique opportunities are available 
for progressive professionals from all 
disciplines in our expanding mental 
health programs. 


Psychiatrists Salaries to—$22,675 * 
Clinical Psychologists $14,136 * 
Clinical Social Workers $11,818 * 


Psychiatric Graduate Nurses $11,818 * 
* Anticipated Salary Effective July 1965 


For information visit with our repre- 
sentatives in Booth 10 at the Annual 
Meeting or contact 


Mr. Ivan E. Estes, Personnel Director 
Department of Mental Health 

Lewis Cass Building 

Lansing, Michigan 48913 


An equal opportunity employer 


BARTON, R. F. Autobiographies of Three Pagans in the Philippines. intro. by Dr. Nancy Oestreich 
Lurie. ill. index biblog. 320 pp. 544” x 814" 62-19195. $7.50 ANTHROP 


Dr. Barton's study truly provides a sense of vicarious experience, which is usually 
not possible in the simple reading of descriptive accounts by outside observers. 
The author was only 23 when he first went to the Philippines and he worked for 
ten years among the Ifugao. Years later, he returned and most of the rest of his 
life was spent in the Philippines. 


BERNHEIM, H. Hypnosis and Suggestion in Psychotherapy: The Nature and Uses of Hypnotism. 
intro. by Ernest R. Hilgard. index. 428 pp. 6%” x 944” 63-22664. $10.00 PSYCH 


This book is a classic in the history of hypnotism and suggestion, written by one 
of the pioneers in the study of the nature of hypnotism and its uses in psycho- 
therapy. Dr. Bernheim's book was originally published in 1884; in view of the 
recent re-acceptance of hypnotism as a significant field of scientific inquiry and 
as a useful tool in psychotherapy, it is important that the careful observations of 
the classical writers in the field should be made available. Dr. Bernheim is one 
of the foremost and most respected of these. 


BULLOUGH, Vern L. The History of Prostitution. index. 320 pp. 64%” x 914" 64-16619. Jie 


Although an occasional sociologist, Psychologist, psychiatrist, or anthropologist 
has concerned himself, the historian has totally neglected the subject. As a result 
this book is the first attempt at a serious history of prostitution in English in 
this century. 


The author, Dr. Vern L. Bullough, is a historian who has specialized in the history 
of medicine and science. 


COOMARASWAMY, Ananda Kentish. Buddha and the Gospel of Buddhism. intro. by John C. Wilson. 
ill. index. bibliog. glossary. 370 pp. 66” x 914” 64-16160. $10.00 REL 


A classic introduction to Buddhism, Coomaraswamy’s book was originally pub- 
lished in England in 1916. It was reprinted without change in 1927, and it is 
now finally available in its original form in an American edition. The author 
was revered both in the East and West for his unique contributions to art and 
philosophy as well as religion. 


JAFFE, Aniela. Apparitions and Precognitions: A study from the Point of View of C. G. Jung’s 
Analytical Psychology. intro. by C. G. Jung. index. 224 Pp. 616" x 914", 63-19744. $7.50 PSYCH 


The book represents a psychological evaluation of more than 1500 personal 
accounts elicited in response to a series of articles by Dr. Jung, dealing with 
phophetic dreams, coincidences, premonitions, apparitions, 


KING, C. Daly. The States of Human Consci . fwd. i „xiii 
61%” x 914" 63-0385. $7.50 ‘Onsciousness. fwd. by Roy Finch. index. vxiii + 178 pp. 
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UNIVERSITY BOOKS, INC. 


New Hyde Park, New York 


The American Journal of Orthopsychiatry 


is unique in its consistent application of the collaborative approach of 
psychiatry, psychology, psychiatric social work and other behavioral sciences 
to the study and treatment of human behavior. 
Regarded by many authorities as the spokesman for preventive and 
social psychiatry, the Journal enables you to keep informed of developments 
in these increasingly important fields: 

therapeutic work with children and adults 

community mental health services 

research in the dynamic interpersonal relationships affecting 

the human personality. 

Five issues yearly. The articles include many of the papers and discussions 
of them presented at the annual meeting of the 

American Orthopsychiatric Association. Subscription rates: 
Within U.S. Foreign 
-. $12.00 $12.50 
21.50 22.50 
10.00 10.50 


Student rate for one year 


Available only to full-time students in universities. 
and fo interns, residents, clinical trainees. 


> —— | —_—_—_. 
American Orthopsychiatric Association, Inc. 


Enclosed 

$ 1790 Broadway, New York, N.Y. 10019 

Please enter my subscription to the American Journal of Orthopsychiatry for: 

one year: PEERS --------student .-----..foreiga |^ ------- foreign student 
d two years: ------foreign 


MSW SOCIAL WORKERS 


2 


CALLING eee 


Positions are available with the State of California 
in challenging and expanding mental health, cor- 
rectional, and youth rehabilitation programs. Out- 
standing opportunities for professional growth. 
Good salaries. 


Meet the California. representatives at Booth A9 
AOA, New York Hilton Hotel, March 17-20 
Or write: Medical Personnel Services 


State Personnel Board, Sacramento, California 


CLINIC PSYCHIATRISTS 
AL PSYCHOLOGISTS 


POSTGRADUATE CENTER FOR MENTAL HEALTH 
124 East 28th Street, NY. N.Y. 10016 


FELLOWSHIP TRAINING PROGRAM FOR PSYCHOLOGISTS — 
in psychoanalytic psychotherapy with adults and children. Full Time and 
Part Time. NIMH grants and other scholarships available. Requirements: 
Ph.D. in Clinical Psychology and two years’ experience. Certification in 
psychoanalysis and psychotherapy on completion of training. For further 
information write to: The Registrar, Postgraduate Center for Mental Health, 
124 East 28th Street, New York, N.Y. 10016. 


TRAINING PROGRAM FOR PSYCHIATRIC SOCIAL WORKERS— 
in psychoanalytic psychotherapy with adults and children. Full Time and 
Part Time. Stipends available for courses and supervision. Certificate in 
psychoanalysis and psychotherapy. Requirements: Master’s Degree from 
an accredited school of social work; three years of experience, including 
one year of clinical work and two years of family casework, Membership 
in the National Association of Social Workers, Psychiatric Social Work 
Section, For further information and application forms, write: Registrar, 
Postgraduate Center for Mental Health, 124 East 28th Street, New York, 
N.Y. 10016. 


Opportunities for Advanced Study for Degree of 


Doctor of Social Welfare 
or for 
Certificate of Advanced Study 

* 
Well-qualified caseworkers interested in a clinically oriented doctorate as prepa- 
ration for advanced casework practice, supervision, teaching, or research in 
casework will find a wide range of appropriate courses at the Columbia University 
School of Social Work. Doctoral courses in advanced casework, psychoanalytic 
principles, comparative personality theory, supervision, education, theory and 
research. in cognitive development, research and related social sciences open to 
both Third-Year and Doctoral students. Combination of Third-Year and Doctoral 
work makes possible field work and completion of all course work for doctorate 
in two years of residence. 

FELLOWSHIPS 

National Mental Health Act Fellowships are available for both Third-Year and 
Doctoral candidates: $3,600 plus tuition for qualified candidates with three years 
of successful practice following the Master's degree in Social Work. 

* 


For complete information write to 


COLUMBIA UNIVERSITY SCHOOL OF SOCIAL WORK 
2 East 91st Street, New York, N.Y. 10028 


IMPORTANT REPRINT ANNOUNCEMENTS! 


AMERICAN JOURNAL OF ORTHOPSYCHIATRY 
VOLUMES 1-32, 1930-1962 


Library bound set...................... 


Paperiboundéseto A A 


THIRTY-YEAR CUMULATIVE INDEX 

to the American Journal of Orthopsychiatry 
COVERING VOLUMES 1-30, 1930-1960 

In cloth bound form 


JOURNAL OF EXCEPTIONAL CHILDREN 
VOLUMES 1-28, 1934-1962 
Library bound set 


Paper bound set 


Kindly address all orders and inquiries to 


REPRINT COMPANY 
S 56 East 13th Street 
New York, N. Y. 10003 


Se, 


Reprinted from the: 


Vol. 39 


"A Communiqué on Communication" 


It is not known how many billions of words 
are written in one year, on every conceivable sub- 
ject, but it is known that effective international 
communication—whether spoken or written—is 
both an important and difficult problem to solve. 
With the recent eus of the International 
Journal of Psyci iatry it appears that “man’s 
painful desire to communicate without coal- 
escing" * has been accom] lished. In several un- 
usual respects the Journal is truly international. 
It will be published uarterly by the International 
Press Inc., Boston, Massachusetts; it is edited by 
Jason Aronson, M.D., instructor in psychiatry 
and assistant psychiatrist at the Massachusetts 
General Hospital; and it has a list of contributors 
who come from all over the world. 

The Journal has been designed to facilitate 
world-wide psychiatric communication. The mo- 
tivation to undertake this complex experiment 
an awareness among physicians 
everywhere that the cold war between East and 
of devastation, is the 
major crisis of modern civilization. 'The concept 
of the Journal arose from conversations Dr. Aron- 
son had had with psychiatrists and sociologists 


couragement here as well, 
mittee was established to give 
roblems ahead and select members of the edi- 
torial board. There are two 
members, Dr. Jack R. Ewalt, Bullard Professor 
of Psychiatry and head of the department of DE 
chiatry at the Massachusetts Mental Health = 
ter; and Dr. David Hamburg, head of the De- 
partment of psychiatry, Stanford University School 
of Medicine, California. The other 11 members 
come from: Canada, Chile, England, France, 
India, Japan, Norway, Nigeria, Scotland and 
Switzerland. There is also a group of 20 physi- 
cians who act as consulting editors; these include: 
Drs. Frank R. Ervin, assistant rofessor of psy- 
chiatry at the Massachusetts. General Hospital, 
Peter H. Knapp '4l, John C. Nemiah '43B, 
assistant pd and tutor in psychiatry, and 
. Quarton '44, associate in psychiatry 
General Hospital. 
both international 
through a unique 


board from 214 journals of peychiany 
dreds of other journals in relevant fields. Each 
article has several specialists 
from different countries, and a summary which 
has been translated into French, German, Span- 


ish, Polish and Russian. 3 
Also in the first issue appeared a controversial 
review on “The Effects of Psychothera) y," by H 
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EDITORIAL: 


Help for the Disadvantaged? 


A™ OF Us who identify with the 

scientific-humanitarian traditions 
which have characterized the Ortho- 
psychiatric Association must derive 
some sense of achievement from the 
growing attention being directed at prob- 
lems of the disadvantaged. Our Associa- 
tion only recently has lost its uniqueness 
in devoting serious attention to the im- 
plications of cultural difference and/or 
disadvantaged status for service in the 
helping professions. Indeed, it appears 
that the Association, which for so long 
stood almost alone in advocating the ap- 
plication of concepts of differential 
psychology, public health, compensatory 
education and aggressive casework to 
mental health, social work and educa- 
tional services, now has many com- 
panions. In addition, isolated and pilot 
programs which for years have struggled 
to stay alive suddenly now face the 
prospects of abundant support and mas- 
sive replication. Private foundations and 
government stand ready as never before 
to pour money and human resources into 
work directed at the disadvantaged. 

It is tempting to anticipate that the 
current outbreak of enthusiasm will pro- 
duce results consistent with the quantity 
of time, energy, money and concern 
being expended. However, in dealing 
with problems for which solutions are 


based upon significant social and scien- 
tific advances, popularity and produc- 
tivity do not necessarily go hand in hand. 
In the present situation there is grave 
danger that work with the unfortunate 
may, unfortunately, become a fad. So 
great is the danger that it may not be out 
of place to suggest that the appropriate 
attitude at this time for those truly con- 
cerned with the long-range goal of sig- 
nificantly improving the life chances of 
disadvantaged populations, is one of re- 
straint and considered action. It is 
obviously not the quantity of effort that 
will solve the problems here involved. 
Work of high quality which more cor- 
rectly reflects scientific and social reality 
finally will give this result. 

Having recently reviewed much of 
the research and most of the current 
programs concerned with the disad- 
vantaged, I am impressed by the pitifully 
small though growing body of knowledge 
available as a guide to work in this area. 
The paucity of serious research attention 
to these problems has left us with little 
hard data, many impressions and a few 
firm leads. What is distressing, however, 
is the slight representation of even this 
research in the rapidly proliferating pro- 
grams. Much of what is being done for 
and to the disadvantaged seems to be 
guided by the conviction that what is 
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needed is more of those things we feel 
we know how to do. Despite the fact 
that much of our knowledge and tech- 
niques of behavioral change have proved 
to be of dubious value in our work with 
more advantaged populations, these 
same procedures and services now are 
being poured into the new programs. 
Although service to the disadvantaged 
has become popular, there remains a 
serious lack of basic research on the de- 
velopmental needs of such children as 
well as on the applicability of specific 
techniques of behavioral change to their 
directed development. 

It is not intended to suggest that the 
extension of known techniques to these 
previously neglected populations is en- 
tirely negative. Humanitarian concern 
calls for the use of all possible resources 
to relieve human suffering. What is sug- 
gested is that there may be vast differ- 
ences between what we feel we know how 
to do and that which must be done. To 
settle for what we “know” while we ig- 
nore new concepts and the exploration of 
new leads renders us less humanitarian, 
less scientific and less professional. Un- 
fortunately, our society has permitted us 
to place the burden of proof of the worth 
of our services on the beneficiaries of 
these services rather than on the pro- 
fessional worker or the system in which 
he functions. This has permitted us to 
ignore or rationalize our failures. If real 
progress is to be made, we as profes- 
sionals must assume greater respon- 
sibility for the success of our work, 
recognizing that it is our role to better 
understand these problems and to design 
techniques and measures more appro- 
priate to their solution. It must be clear 
to all of us that more counseling is not 
going to solve the problems of a popula- 
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tion we have defined as nonverbal. Read- 
ing texts in technicolor are not going to 
solve the reading problems of youngsters 
who we claim are deficient in symbolic 
representational skills. Reduced demand 
curricula and work study programs are 
not going to advance the conceptual de- 
velopment of youth whose conditions of 
life may have produced differential pat- 
terns of intellectual function which are 
so frequently interpreted as evidence of 
mental retardation rather than as chal- 
lenges to improved teaching. Occupa- 
tional information and aspirational ex- 
hortation are not going to provide 
motivation for youth who have yet to see 
employment opportunities, employed 
models with whom they can identify and 
accessible routes to achievement. In- 
tensive psychotherapy is going to have 
little impact on the neurotic mother 
whose energies are consumed by the 
struggle to meet the minimum physical 
needs of herself and her children. 
Similarly preschool programs which 
capture the form but not the content of 
some of the more advanced models are 
doomed to failure. Nor will good pro- 
grams which are not followed by greatly 
strengthened primary, elementary and 
secondary school programs make a 
major difference in the lives of these 
children. Improved and expanded mental 
health services will mean little unless our 
nation comes to grips with the problems 
of economic, political and social oppor- 
tunities for masses of disfranchised and 
alienated persons. 

To honor our traditional concern and 
for the sake of the disadvantaged, it is 
essential to recognize the limitations of 
the current effort. If the products of 
serious research were as well repre- 
sented in this effort as the good inten- 
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tions, the enthusiasm, the “band-wagon 
hopping” and the grant hunting, we 
could be more hopeful that meaningful 
solutions would be found to the problems 
of the disadvantaged. Unfortunately, 
some of us viewing the current efforts 
are left with a nagging suspicion that the 
net result of many of these programs will 
be to provide (for those who choose to 
interpret it so) empirical evidence of 
fundamental inferiority in these popula- 
tions we are trying so hard to help. When 
five or ten years from now the popula- 
tions we now call disadvantaged are still 
at the bottom of the heap, those who 
only reluctantly acceded to the current 
attempts to help may revive their now 
dormant notions of inherent inferiority 
to explain why all the money and all the 
effort have failed to produce results. The 
more likely fact will be that we shall 
have failed to produce the desired re- 
sults simply because we shall have failed 
to develop and apply the knowledge and 
the skill necessary to the task. Unless 
the issues are more sharply drawn we 
may not even then recognize the nature 
of our incompetencies. We see in retro- 
spect that bleeding was an ineffective 
cure for the plague, not because the 
barber-surgeons did not know how to 
draw blood, but because they did not 
sufficiently understand the nature of the 
disease with which they were dealing. 
To honor our commitments to science 
and professional service,‘we must under- 
stand the limitations of our knowledge 
and our practice. Much of what we do 
is based on the hopeful assumption that 
all human beings with normal neuro- 
logical endowment can be developed for 
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participation in the mainstream of our 
society. We believe this because we have 
seen many people from a great variety of 
backgrounds participate and because we 
want to believe it. But we do not yet 
have definite evidence to support our 
belief. We operate out of an egalitarian 
faith without knowing whether our goals 
are really achievable. Yet it must be our 
aim, not only as scientists and profes- 
sional workers, but as humanitarians as 
well, to determine the potential of human 
beings for equality of achievement.* If 
in the light of our most sophisticated 
and subtle evaluations, we conclude 
that such equality is not generally 
achieveable, if in spite of the best we 
can do it seems likely that some of our 
citizens will remain differentiated by 
their own biology, then we shall merely 
have answered a persistent question. We 
will still have no evidence that group dif- 
ferences per se imply any inability on 
the part of particular individuals to meet 
the demands of society. We will then 
be able to turn our energies to helping 
individuals meet those demands. And if, 
on the other hand, as we believe, true 
equality of opportunity and appropriate 
learning experiences will result in equal- 
ity of achievement, then we must so 
organize our professional services and 
our society that no person is kept from 
achieving that potential by our indif- 
ference to his condition, by the inade- 
quacy or inappropriateness of our serv- 
ice, or by the impediments society 
deliberately or accidentally places in his 
path. It is not an unhopeful paradox that 
the only way we shall ever know whether 


* The term equality of achievement is used with an unspecified subgroup reference and 
is not intended to violate or ignore what is known concerning individual differences. 
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equality of human achievement is pos- 
sible is through providing for all our 
citizens, privileged and underprivileged, 
the kind of service and society that as- 
sumes it is possible and makes adequate 
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provision for the same. As we pursue 
the *Great Society" let us not be misled 
by the plethora of activity or companions 
in the cause. 

—Edmund W. Gordon 


EVOLUTION OF ADAPTIVE AND MOTOR BEHAVIOR 
DURING REHABILITATION FROM KWASHIORKOR" 


JOAQUIN CRAVIOTO, M.D., M.P.H.,[ and BEATRIZ ROBLES, Sc.D.t 
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As contrasted with older patients, infants under six months old recovering 
from kwashiorkor did not improve their mental age calculated from their 
psychological test behavior. If adaptive behavior is an analogue to later in- 
telligence, a possible loss of intellectual capacity must be seriously considered. 
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INCE BROCK AND AUTRET ê in 1952 
made the scientific world conscious 

of the magnitude and importance of one 
of the most severe forms of malnutrition 
in children, a great amount of effort and 
research in countries still in the pre- 
industrial phase of development has 
been concentrated on study of severe 
forms. The primary objective has been 
to decrease the presently high mortality 
rate from this pathological condition. 
Programs for economic development, 
such as those presented by the Alliance 
for Progress, have as one of their prin- 
cipal aims the decrease in the mor- 
tality rate of Latin American children 
under five years of age to 50 per cent 
of the present figures. This is possible 
because the majority of deaths occurring 
in the one-to-four age group are due to 


the synergism between malnutrition and 
infection." Nevertheless, it is important 
to bear in mind that the majority of chil- 
dren afflicted by malnutrition do not die. 
It is, therefore, necessary to know the 
permanent or transitory effects that can 
undermine the actual or potential capac- 
ity of the survivors, especially when it is 
considered that there are many com- 
munities in the preindustrial world where 
practically no adult has escaped mal- 
nutrition of some degree during child- 
hood. 

Animal experiments have shown that 
food deprivation, particularly early in 
life, produces permanent organic modi- 
fications, especially in certain para- 
menters such as total length, length of 
lower limbs, dentine composition and 
proportion of muscular tissue present in 


* Presented at the 1964 annual meeting of the American Orthopsychiatric Association. in 


Chicago, Illinois. INCAP Publication 1-307. 


1 Head, Nutrition Department II, Hospital Infantil de Mexico, Mexico City, Mexico. 


t Research Associate, Nutrition Department II, Hospital Infantil de Mexico, Mexico City. 
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REHABILITATION FROM KWASHIORKOR 


FIGURE 1 
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thirteen birds of known age from the same stock. 


the adult.?* 24, $1 FIGURE 1, taken from 
Pratt and McCance,}* illustrates that the 
femoral length in cockerels which were 
kept under malnourished conditions 
during a certain growth period does not 
reach the same size as that of control 
animals although they were fed adequate 
diets thereafter. 

Studies on the recovery of children 
with advanced chronic malnutrition 
seem to confirm the results obtained in 
animals. After the child has recovered 
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from severe malnutrition he is shorter 
and his skeletal development is retarded 
in comparison to that of individuals of 
the same age and ethnic group who have 
not suffered malnutrition.1® 3 

In the biochemical sphere, Arroyave 
et al? have shown that children from 
poor rural areas where weight and 
height retardation during early infancy is 
a common phenomenon present lower 
creatinine excretions for their chrono- 
logical age but normal for their "height 
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age.” This finding has been interpreted 
as indicative of a retardation in the de- 
velopment of muscular mass that seems 
to persist throughout their lives. 

Acheson! has shown that when the 
growth rate is temporarily reduced by 
some pathologic agent in the child, the 
subject never reaches the height corre- 
sponding to his genetic pattern. Chavar- 
ria et al.” have reached similar con- 
clusions through serial measurements 
performed on cretin children who were 
receiving treatment. Prader et 21525 
while not sharing this view, have pub- 
lished a series of cases (including one 
of anorexia nervosa and another of hypo- 
thyroidism) in which height even after 
many years had not reached the percen- 
tile attained before the affliction began. 

When only the growth rate is con- 
sidered, it is easy to recognize that dur- 
ing the initial periods of recovery, mal- 
nourished children present rates from 
two to three times greater than those in 
normal children of the same chrono- 
logical age. Nevertheless, if observations 
are continued during a sufficient time, it 
can be proved that the speeds acquired 
during recovery are similar to those 
shown by normal children of the same 
body dimensions as the undernourished 
ones, but of course, of a much younger 
chronological age. In other words, a 
child who has recovered from under- 
nourishment grows in a pattern similar 
to the normal (Waddington's Home- 
oresis) but with a retardation of months 
or years in relation to the growth rates 
which should have been present if he 
had not been chronologically mal- 
nourished.®: 76 

Although it has been emphasized in 
all descriptions of malnutrition in chil- 
dren that psychological manifestations 
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hold a prominent place among the 
clinical symptoms,!? little attention has 
been given to the subsequent psychologic 
status, notwithstanding reports on elec- 
troencephalographic alterations in under- 
nourished children *° and anatomic and 
biochemical changes undergone by the 
central nervous system in animals fed 
diets capable of producing kwashiorkor 
in children. 

Geber and Dean in Uganda, Africa,'* 
Barrera-Moncada in Venezuela? and 
Robles et al. in Mexico, have reported 
that undernourished children tested with 
the Gesell technique show a marked re- 
tardation in their language, adaptive, 
personal-social and psychomotor be- 
havior. This direct association between 
deficits in height and weight and those 
in developmental quotients is of utmost 
interest. Similar associations have been 
observed in a group of children from a 
rural Mexican zone and another group 
in Guatemala, where mild forms 
of malnutrition (first and second degree 
malnutrition) are highly prevalent.?® 1! 
FIGURES 2 and 3 illustrate these associa- 
tions. 

Because it is recognized fact that in 
experimental animals the magnitude and 
persistence of lesions caused by food 
deprivation depend a great deal on the 
period of life in which they appear, the 
question arises of how long the behavior 
alterations persist in rehabilitated chil- 
dren and what their presence signifies 
for future intellectual development. 
Questions such as these are fundamental. 
The purpose of this report is to present 
the results of serial measurements of 
ability performed after the “initial cure” 
on a group of severely undernourished 
children observed at the nutrition ward 
of the Hospital Infantil de Mexico. 
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FIGURE 2 
RELATION BETWEEN MOTOR (Gesell) DEVELOPMENT QUOTIENT 
AND HEIGHT DEFICIT IN CAKCHIQUEL CHILDREN 
"Operación Nimiquipalg" 
Santa Catarina Barahona - 1962 
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Previous studies performed as a part 
of a program to establish quantitatively 
the influence of the factors determining 
the status of nutrition in Mexican rural 
communities (Operación Zacatepec),!? 
have indicated that the evolution of 
weight during the first five years of life 
may be described by three well defined 
phases. The first comprises a period of 
four to six months after birth and is 


marked by weight gains similar to those 
presented by normal children born in | 
highly industrialized countries. This 
similarity is most apparent when gains 
are expressed as percentages of birth 
weight. The second phase extends from 
the sixth to approximately the thirtieth 
month. During this phase weight gains 
are gradually lower and reach a mini- 
mum between the eighteenth and the 
twenty-fourth month, after which they 
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show a tendency to rise progressively. 
Finally, the third phase marks an ap- 
parent return to the normal values 
according to the chronological age.** 

In view of the foregoing and taking 
into consideration that the animal experi- 
ments lead to the hypothesis that the 
greatest effect of malnutrition on ulti- 
mate size and performance of the 
mature individual may be produced at 
the period of maximum growth, it was 
thought necessary to assess the psycho- 
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logical test performance of severely mal- 
nourished children at least during three 
different age periods: (1) below 6 
months of age, (2) between 6 and 30 
months and (3) after 30 months. From 
all the children admitted to the nutrition 
ward those classified as suffering from 
third-degree protein-calorie malnutri- 
tion were considered suitable for the 
study according to the criteria of Gomez 
et al.17 and Bengoa’s suggestion of con- 
sidering all malnourished children pre- 


FIGURE 3 
RELATION BETWEEN ADAPTIVE (Gesell) DEVELOPMENT QUOTIENT 
AND WEIGHT DEFICIT IN CAKCHIQUEL CHILDREN 


"Operación Nimiquipalg" 
Santa Catarina Barahona - 1962 
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senting edema (regardless of their 
weight) as belonging to the third-degree 
group. 

Immediately after correction of any 
acute infectious and/or electrolyte dis- 
turbances the psychological test be- 
havior of the children was explored 
through the application of the Gesell 
method.!* Tests were repeated at regular 
intervals of two weeks during the entire 
period that the children were hospital- 
ized. 

At the end of one year of study it was 
possible to analyze serial information 
obtained in six infants below six months 
of age, nine children between 15 and 29 
months and 5 children between 37 and 
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42 months. Certain nutritionally relevant 
characteristics of the children on admis- 
sion to the study are shown in TABLE 1. 


RESULTS 


Expressing the Gesell Developmental 
Quotients for a given age on the basis of 
a scale where 100 represents the per- 
formance of healthy North American 
children of the same chronologic age of 
the child being tested, TABLE 2 shows 
that on the first examination the 20 chil- 
dren exhibited a reduction in all develop- 
mental spheres explored by the stimuli 
of the Gesell test. These findings confirm 
previous preliminary observations done 
in a small group of kwashiorkor chil- 


TABLE 1 
CERTAIN CHARACTERISTICS OF THE CHILDREN ON ADMISSION TO THE STUDY 
Percentage of 
Chronological Mean Theoretic "Age 
Age Weight Weightfor Height t for 
(months) (kgs) Age t (cms) Height" 
Sub-Group 1 
No. 1 3 3.25 57 56 2 
2 4 2.24 35 50 0 
3 5 3.25 46 50 0 
4 5 3.86 55 57 2 
el 6 3.10 42 56.5 2 
6 6 2.89 39 56 2 
Sub-Group II 
No. 1 15 4.66 47 63 5 
2 16 8.75 82 73 16 
3 20 6.50 59 74 17 
4 23 6.90 58 69 11 
5 24 6.30 52 72 14 
6 25 7.15 58 78 22 
7 27 6.90 55 75 18 
8 29 7.46 58 78 22 
9 29 5.75 45 78 22 
Sub-Group III 
No. 1 37 8.62 62 86.5 31 
2 37 5.90 45 78 22 
3 38 10.4 72 83 28 
4 41 6.38 43 78 22 
S 42 5.99 40 71 13 


t Ramos-Galván, R.: Medidas convencionales de 


(Conventional tables for height and wei 
Bol. Clin. Ass. Med. Hosp. Inf. Mexico. 


peso y talla para lactantes y pre-escolares 


ight of infants and preschool-age Mexican children). 
1: 19, 1960. 


a 
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TABLE 2 


DEVELOPMENT QUOTIENTS (GESELL) AT THE INCEPTION OF STUDY OF 20 CHILDREN SUFFERING 
FROM SEVERE PROTEIN-CALORIE MALNUTRITION 


Field of Behavior: 
Chronological Personal- 
Me Motor Adaptive Language Social 
Developmental Quotients 
Sub-Group 1 
No. 1 3 67 67 67 33 
2 4 25 25 25 25 
3 5 20 20 20 20 
4 5 20 60 20 20 
5 6 33 33 33 33 
6 6 33 33 zi 33 
Sub-Group II 
No. 1 15 40 40 27 35 
2 16 69 69 56 59 
& 20 75 70 65 75 
4 23 42 42 42 42 
5 24 38 29 4 12 
6 25 46 40 35 44 
7 27 37 37 22 33 
8 29 52 62 48 52 
9 29 31 17 24 24 
Sub-Group III 
No. 1 37 57 49 57 81 
2 37 40 49 35 35 
3 38 39 39 37 37 
4 41 t q 7 7) 
5 42 26 26 31 26 


dren?? and are in agreement with 
similar reports from Venezuela? and 
Africa.!* 

It is realized that the Gesell norms 
obtained in children of European stock 
are not applicable to these children be- 
cause in Africa, México? and the 
Cakchiquel area of Guatemala, healthy 
infants explored by this technique 
showed a more advanced state of de- 
velopment than their European counter- 
parts during the first three years of life. 
However, because the degree of advance 
was greater in the youngest child, the 
developmental quotients in TABLE 2 
were calculated on the basis of the 


American norms in order to make the 
figures comparable with those of pre- 
vious reports. It may be important to 
note that the true quotients at the be- 
ginning of the study are much lower 
than the values stated in the table since 
a normal child of these preindustrial 
areas has at the age of three months an 
adaptive or motor development equi- 
valent to five or seven months on Gesell 
norms. A difference of one month be- 
tween the chronological age and the age 
calculated as from the developmental 
quotient represents a reduction of ap- 
proximately 80 per cent of the actual 
normal value, and not of 33 per cent. 
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FIGURE 4 
RELATION BETWEEN DAYS OF HOSPITALIZATION AND MOTOR BEHAVIOR 


AGE.IN CHILDREN RECOVERED FROM ADVANCED MALNUTRITION 
(children under 6 months of age) 
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FIGURE 5 
RELATION BETWEEN DAYS OF HOSPITALIZATION AND EVOLUTION 
OF ADAPTIVE DEVELOPMENT IN CHILDREN RECOVERED FROM 
ADVANCED MALNUTRITION 
(Children under 6 months of age) 
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FIGURE 6 
RELATION BETWEEN DAYS OF HOSPITALIZATION AND LANGUAGE BEHAVIOR 
AGE IN CHILDREN RECOVERED FROM ADVANCED MALNUTRITION 
(children under 6 months of age) 
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FIGURE 7 
RELATION BETWEEN DAYS OF HOSPITALIZATION AND EVOLUTION 
OF PERSONAL-SOCIAL DEVELOPMENT IN CHILDREN RECOVERED 
FROM ADVANCED MALNUTRITION 
(children under 6 months of age) 


5 


personal-social behavior 
-n u »h 00-4 o o 


Evolution of the development of 


o 


(o) 20 40 60 80 100 120 140 160 180 200 220 


italizati 
Days of hospitalization Incap 64- 7 


458 


As recovery from malnutrition took 
place, developmental quotients increased 
in most patients and the gap between the 
theoretic normal and the actual per- 
formance of the child progressively 
diminished. Not all the fields of behavior 
explored with the Gesell technique ex- 
hibited the same speed of recovery. 
Language, which was in general the most 
affected sphere, also presented the lower 
velocity. 

In order to express the improvement 
in performance, data for each child were 
plotted against days of hospitalization. 
The shape of the curves suggested that 
the findings represented a series of linear 
functions. Data were therefore fitted 
to algebraic expressions of the form 
Y=a+bx. In this equation, Y repre- 
sents the performance calculated as 
months of specific behavior, i.e., the age 
at which a normal child would give the 
score found in the tested child; x is the 
number of days of treatment, and the 
term b is an empirical constant deter- 
mined by the data. The constant b was 
calculated by the least-squares method 
for each age group and for each field 
of behavior. TABLE 3 presents the values 
Of the regression equations thus ob- 
tained, and FIGURES 4 to 11 illustrate the 
phenomena. 
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The theoretical values of Y predicted 
by the equations when x varied from 1 to 
200 were determined and compared with 
the mean of the empirical values. In all 
age groups and fields of behavior the 
probability (chi square test) that there 
was no significant difference between the 
observed data and that of the prediction 
was greater than 0.95. 

From the equations and their cor- 
responding graphs it can be seen easily 
that the rate of recovery from the initial 
deficit varies in direct relation to chrono- 
logical age at admittance. The older the 
group the greater the value of the slope. 
Consequently the difference between the 
chronological and mental ages computed 
on the basis of their psychological test 
behavior diminished in all the children 
except in those younger than six months 
on admittance to the hospital. The in- 
crement in mental age of this group was 
equal to the number of months expended 
in the hospital ward. In other words, in 
the youngest group the initia] deficit re- 
mained constant throughout the obser- 
vation period which in some cases 
extended up to six and a half months. 


DISCUSSION 


Among the factors that contribute to 
the intellectual development of the child, 


TABLE 3 


REGRESSION EQUATIONS (form Y=a+ bx) FOR THE REL, 


QuorieNTS (Y) AND Days 


ATION BETWEEN DEVELOPMENTAL 


OF TREATMENT (X) IN THREE GROUPS RECOVERING 


FROM ADVANCED MALNUTRITION 


Depeloomencat Age Groups (months) 

Quotient 3-6 15-29 37-41 

(months) a b a b a b 
Motor 2.18 0.033 

: 3 j 12 0.06 

Adaptive 2.30 0.033 12 0.08 $50 
Language - 2.0 — 0.033 9 0.05 15 0.07 
Personal-social 2.1 à à 


i -11 0.033 10.5 0.07 16 0.11 
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TABLE 4 are considered among the most influen- 
DEVELOPMENTAL QUOTIENTS OF A GROUP OF tial. TABLE 4 taken from Knobloch and 
FuLL TERM BORN NEGRO CHILDREN Pasamanick?! shows the variation of 


ACCORDING TO THE MOTHER'S 


FIBDOXTIONAL LEVEL 31 the developmental quotients according 


to the level of maternal education and 


DA how this influence is progressively more 
Maternal Level at the Age of manifested as the child grows older. 
of Education 40 weeks 3years Similar findings of direct association be- 
Less than 9 years tween the child's IO and the parental 
of schooling 100 90 rt 
BEA And 11 years IO es been reported by Kagan and 
of schooling 104 102 Moss. 
High School graduates Although the influence of these fac- 
QU orh 207 105 tors has not been quantified in the case 
FIGURE 8 


RELATION BETWEEN DAYS OF HOSPITALIZATION AND MOTOR 

DEVELOPMENT IN CHILDREN RECOVERED FROM ADVANCED 
MALNUTRITION 

(Group 15-29 months of age) 
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the educational level of the parents, of malnourished children, it is known 
especially the mother, and the maternal that the great majority of these patients 
attitude toward intellectual development have parents who are either illiterate or 
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FIGURE 9 E 
TALIZATION AND EVOLUT: 
RELATION BETWEEN DAYS OF HOSPI 
OF ADAPTIVE DEVELOPMENT IN CHILDREN RECOVERED FROM 
ADVANCED MALNUTRITION 
(Group 15-29 months of age) 


Development of adaptive behavior (months) 
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have a very low scholastic achievement. 
In a study to characterize the environ- 
ment in which these severely mal- 
nourished children live Martinez, De la 
Fuente and Ramos-Galván?? found a 
great number of mothers with low in- 
telligence quotients. Furthermore it is a 
recognized fact that children suffering 
from protein-calorie malnutrition gener- 
ally come from homes where economic 
pressure hinders the parents from giving 
adequate stimulation for development. 
The diagnosis of subnormal mentality 
seldom can be established before 16 
weeks of age because the tests that can 
be used during this period of life bear 


mean age 


Y * 124 0.08X 
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a very poor correlation with measure- 
ments of intelligence at subsequent 
ages. After the 16-week period the pre- 
diction of intellectual potential is more 
reliable, especially in those groups of 
individuals from whom a rich cultural 
environment is not expected. 
Knobloch and Pasamanick,?! in sum- 
marizing the influence of certain vari- 
ables on the prediction of later intelli- 
gence conclude that it is necessary to 
abandon the generally accepted concept 
that the level of motor development is an 
index that will predict the future intellect 
of the child; accelerated motor behavior 
does not necessarily represent a superior 
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intellectual potential and children with 
serious mental defects may have a 
normal motor development. Therefore, 
without overlooking that it is indispens- 
able to know the status of the motor de- 
velopment in order to make a correct 
diagnosis of actual behavior, this is not 
sufficient by itself when an estimate of 
the future intellectual potential is at- 
tempted. 

If intelligence is defined as the 
mental adjustment to new circumstances 
and is characterized by increasing com- 
plexity in the channels through which the 
subject acts on objects, it can be seen 
that, as Knobloch and Pasamanick have 
suggested, the adaptive sphere, as ex- 
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plored by the Gesell method, is precisely 
the area of behavior that can best serve 
as an analogue to the later intelligence 
since it is concerned with the organiza- 
tion of stimuli, the perception of interre- 
lationships and the separation of the 
whole into its component parts with sub- 
sequent resynthesis in a manner ade- 
quate to solve a new problem. 

Taking into account all the previous 
considerations, the persistence of low 
scores of performance in adaptive be- 
havior during rehabilitation in the group 
of infants that suffered protein-calorie 
malnutrition before six months of age 
seems to indicate a probable loss in in- 
tellectual potential. In the older groups 


FIGURE 10 
RELATION BETWEEN DAYS OF HOSPITALIZATION AND LANGUAGE BEHAVIOR 


AGE IN CHILDREN RECOVERED 
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it is possible that the initial deficit will 
completely disappear if other relevant 
factors do not interfere. 

These proposals seem to be supported 
by the findings of Barrera-Moncada,* 
who reported that intelligence tests given 
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agrees with the results of the present 
study and suggests the possibility that 
when malnutrition strikes at a later age, 
its impact on the intellectual capacity is 
less marked, more transitory or even 
nonexistent. 


FIGURE 11 


RELATION BETWEEN DAYS OF HOSPITALIZATION AND EVOLUTION 
OF PERSONAL-SOCIAL DEVELOPMENT IN CHILDREN RECOVERED 
FROM ADVANCED MALNUTRITION 
(Group 15-29 months of age) 
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2 years after discharge from the hospital 
to 20 rehabilitated cases all older than 
2 years and 10 months at the time of 
admission to the study revealed normal 
intelligence quotients. 

Keys et al.2° in their classic study of 
malnutrition in adult volunteers found a 
decrease in intellectual performance but 
not in intellectual Capacity. This also 
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Regarding the mental rehabilitation of 
the malnourished child, neither the num- 
ber of children studied nor the length of 
the observation period guarantees any 
final conclusion. However, the results 
indicate the possibility of permanent 
damage and the value of using tests in 
the adaptive sphere of development 
(without discarding other tests or ignor- 


"X 
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ing other factors affecting mental status). 
These findings demand confirmation 
through longitudinal studies, especially 
since confirmation would affect a group 
that constitutes in certain areas the ma- 
jority of the future population. 


SUMMARY 


The psychological test performance 
during rehabilitation of a group of 20 in- 
fants and preschool children suffering 
from severe protein-calorie malnutrition 
was studied by the Gesell method as 
soon as they had been cured of any 
acute infectious episode and/or electro- 
lyte disturbance and afterwards at in- 
tervals of two weeks during their stay in 
the nutrition ward. 

All cases showed lower scores than 
those obtained from children of the 
same chronological age and ethnic group 
not affected by severe malnutrition. 

As the patients recovered from mal- 
nutrition, the difference between the 
chronological age and the developmental 
age in the fields of adaptive, motor, lan- 
guage and personal-social behavior was 
found to decrease except in the group of 
children whose chronological age on ad- 
mission was below six months. In these 
patients the initial deficit remained con- 
stant during the entire observation pe- 
riod, which in certain cases was pro- 
longed to six and a half months. 

If it is accepted that the adaptive be- 
havior of the infant can be considered as 
analogous to the later intelligence of the 
adult, there is a high possibility that at 
least the children severely malnourished 
during the first six months of their lives, 
might retain a permanent mental deficit. 

Testing of this hypothesis and trying 
to assess its significance in societies with 
various levels of industrialization is a 
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major endeavor of a research unit that 
the Hospital Infantil de México has es- 
tablished for the specific purpose of 
studying the influence of nutrition on 
mental development. 
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The Illinois Test of. Psycholinguistic Abilities (ITPA) is presented as a new 
diagnostic instrument which goes a step closer to a useful union of individual 
diagnosis and recommended educational or treatment procedures. The em- 
phasis is on individual program planning and away from global categorization 


and labelling of disorders. 


PECIAL EDUCATION SHARES with many 
disciplines an interest in improving 
both diagnostic skills and program plan- 
ning techniques with the mentally re- 
tarded. It is true that the prevention of 
a great deal of mental retardation looms 
as a utopian goal; and several exciting 
strides have been made toward this goal 
by medical and biological research in the 
past decade. Nevertheless we have with 
us and will continue to have with us 
millions of mentaly retarded children 
and adults. One responsibility of the so- 
cial scientist in this area is to design the 
most effective procedures possible to 
promote maximum functioning of the 


retarded individual. The research de- 
scribed here is hopefully one step in this 
direction. 

Effective program planning for the 
mentally retarded requires a kind of di- 
agnosis that yields direct information 
about what types of treatment or remedi- 
ation are most appropriate in a given 
case. The traditional classification tests, 
such as the Binet or WISC, provide in- 
formation about the degree of retarda- 
tion present, but suggest little about what 
techniques will or will not prove effective 
in promoting learning. Two children may 
have IOs of 60 and MAs of four years 
and still show radically different or even 
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opposite patterns of intellectual func- 
tioning. For example, on the Binet, one 
child may do well on those items requir- 
ing verbal understanding or expression 
and very poorly on visual-motor per- 
formance tasks. The reverse pattern may 
hold for another child. 

A global intelligence test or score also 
fails to reveal adequately the range of a 
child's abilities. Two children may have 
IQ's of 75 and MA's of five years. The 
first child, functioning at or near the 
five-year level in all intellectual processes, 
shows an even or general retardation; 
the second may function like a two- 
year-old in some areas and like a nine- 
year-old in others. 

Too often children who differ mark- 
edly in patterns of cognitive abilities and 
disabilities are placed in the same special 
class with no information for the teacher 
beyond an IQ and possibly a diagnostic 
label, such as "possible organicity" or 
"familial" retardation. The educational 
techniques or methods selected by the 
teacher or parent may be appropriate for 
one child but not for another. 

The Illinois Test of Psycholinguistic 
Abilities (ITPA) is a diagnostic test of 
language abilities which recently has been 
developed to help bridge this gap be- 
tween diagnosis and program planning. 
The test yields language ages for nine 
specific psycholinguistic areas. A profile 
of these nine abilities shows the disability 
areas for which special training is needed 
and shows the intact abilities that may 
be used or avoided, depending on the 
case. A wide discrepancy among the 
levels of various language abilities sug- 
gests a specific learning disability; a flat 
profile showing level (although perhaps 
retarded) development does not indicate 
specific psycholinguistic problems. 
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In order to construct a test which 
would assess language behavior in such 
a way as to pinpoint precise areas of dis- 
ability, it was necessary to have a com- 
prehensive theoretical model of language 
from which to start. The problem of ex- 
act diagnosis can be illustrated by refer- 
ence to the difficulties encountered in 
interpreting performance on certain 
traditional test items. If, for an example, 
a child fails on a Binet verbal absurdities 
item, it is difficult to know if he failed 
to understand the auditory stimulus, 
failed to detect the absurdity in the state- 
ment or was unable to adequately ex- 
press his understanding. By simplifying 
the test items so that only one ability is 
required on a given subtest, it becomes 
possible to analyze more precisely the 
areas of disability and often to determine 
the primary disability in a cluster of 
language problems. The necessary theo- 
retical models of discrete language be- 
haviors were found in the work of Os- 
good * and Wepman.!5 

The complete communication model 
on which the ITPA is based includes: 
(1) three processes of language: decod- 
ing (comprehension), association (inter- 
mediary processes) and encoding (ex- 
pression); (2) two levels of language: 
conceptual (meaningful) and perceptual 
(discrimination, imitation and the like) 
and (3) three sensory input or stimulus 
modalities and two response output mo- 
dalities combined into six channels of 
language: auditory-vocal, auditory-mo- 
tor, visual-vocal, visual-motor, haptic- 
vocal and haptic-motor. 

In brief, then, the ITPA is a diag- 
nostic test of psycholinguistic abilities, 
based on theoretical constructs of lan- 
guage acquisition and function. The test 
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is designed to help fill the gap between 
diagnosis of language disorder and the 
development of remedial techniques for 
those areas of disability. 

The ITPA in the present experimental 
edition includes only 9 of the 36 possible 
combinations of process, level and chan- 
nel. These nine subtests are shown in 
model form in FIGURE 1. These subtests 
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plotted on a profile. Common patterns of 
disability seen in our clinical experience 
include: 

1. Auditory-vocal channel disability. 
When deficiencie$ are seen in all 
auditory-vocal channel subtests, 
remediation usually must begin 
with auditory decoding, or some- 
times with auditory discrimination. 


FIGURE 1 


A MODEL OF THE COMMUNICATION PROCESS 
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comprising the ITPA were standardized 
on 700 normal children, ages two 
through nine years as reported by Mc- 
Carthy and Kirk. Reliability data and 
discussions of concurrent, predictive, 
content, construct and diagnostic valid- 
ity of the ITPA are available.” * 2 
Raw scores for each of the nine sub- 
tests may be converted to either lan- 
guage ages or standard scores and then 


2. Visual-motor channel disability. 
Children with “minimal brain in- 
jury,” “perceptual disorganization” 
or the “Strauss syndrome” fre- 
quently show difficulties on the 
visual-motor subtests, especially 
visual decoding and motor encod- 
ing. 
. Perceptual (imitative or automatic- 
sequential) level. Mentally retarded 
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children most often show lower 

'scores on the memory and closure 
tests at this level than at the con- 
ceptual (meaningful) level. 

4. Encoding process. Not infrequently 
we find children, often labeled ex- 
pressive aphasics, whose profiles 
are characterized by much higher 
performances in decoding (com- 
prehension) than in encoding (ex- 
pression). 

Other disabilities occur, singly or in 
patterns. Remediation must be planned 
individually for each child and largely 
based on these specific psycholinguistic 
disability areas even though other fac- 
tors should be taken into account. Since 
remedial planning is individually based 
on a given child's pattern of psycho- 
linguistic functioning, one of the earliest 
stages of research in the efficacy of re- 
mediation necessarily was based on Ns 
of one, in which each child served as his 
own control. The severe limitations of 
this type of design are obvious; it cannot 
be conclusively demonstrated that 
change was due solely or even partially 
to the procedures employed. 

Two brief case histories are presented 
below, not to demonstrate the efficacy of 
the procedures, but rather to illustrate 
the use of the ITPA in diagnosis and 
program planning. 

When Sally first was referred to the Institute 
for Research on Exceptional Children she was 
four years old and had no speech. She had 
been seen by several neurologists from the 
time she was nine months of age through 
four years. Their impressions were: (1) 
Severe mental retardation, (2) possible “atonic 
diplegia” and/or (3) possible apraxia. All 
physicians felt there was cerebral dysfunction. 
bui they were unable to find definitive neuro- 
logical evidence of such dysfunction. 

At the age of 4-1 Sally was unable to ob- 


tain a basal mental age of 2-0 on the Stanford- 
Binet. Consequently her Binet IQ was below 
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50, On the Kuhlmann-Anderson she scored an 
IQ of 56. On the Minnesota Preschool Verbal 
Scale she was again below norms of IQ 50. 
Had "diagnosis" stopped at this point, the rec- 
ommended program could have been only 
placement as a trainable mentally handicapped 
child. However, on the Columbia Mental Ma- 
turity Test and the Ontario School Ability Ex- 
amination she obtained IQs of 100 and 90, 
respectively. 

The ITPA profile of her nine separate psy- 
cholinguistic abilities is shown in FIGURE 2, 
PROFILE A. 

On the ITPA she scored below norms or 
was unable to respond at all on six of the nine 
tests. However, her visual-motor sequencing 
or visual memory was above her chronological 
age level and both decoding tests were near 
her age level. These kinds of discrepancies 
suggested that this child was not an ordinary 
trainable, mentally handicapped youngster, but 
rather a child with severe specific language 
disabilities, 

It was hypothesized that: (1) vocal encod- 
ing was her primary disability, (2) the intact 
visual abilities could be used to teach her to 
read and that (3) reading could in turn be 
used as a stimulus to vocal encoding. 

Two and a half years of remedial work and 
ongoing reevaluation were undertaken. FIGURE 
2, PROFILE B, shows that at age 6-9 her vocal 
encoding or verbal expression ability was at 
the five-year level. At this time her Binet IQ 
after successive rises was 82 and therefore too 
high for her to be eligible for a special class 
for mentally handicapped. She was placed in a 
regular first grade. 

A very different pattern of abilities can be 
seen in Casee's profile (FIGURE 3, PROFILE A). 

Casee was enrolled in a class for educable 
mentally handicapped (EMH) children. Her 
Binet IQs were consistently in the high 60's 
and low 70's. Her WISC Verbal IQ was in the 
high 70's. Her Performance IQ was 30 points 
lower. Her auditory-vocal skills were highly 
developed. In fact, she was an excessively 
verbal child who was apparently compensating 
for her severe visual-motor disabilities by this 
verbalization, For example, she had had much 
difficulty in learning to print letters and finally 
was successful only when she gave herself 
audible cues, 

Immediately prior to remediation Casee 
spent 17 months in a special class for EMH. 
FIGURE 3, PROFILE B, shows that she made no 
significant changes during this period. Her case 
illustrates that “appropriate” placement alone, 
without individualized treatment, may nct 
train areas of deficiency. 
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Her motor encoding disability (great diffi- 
culty in expressing meaning through motor 
responses) was felt to be her primary defi- 
ciency. 

After seven months of tutoring specifically 
designed to develop motor encoding in con- 
junction with certain visual skills, she gained 
three years in motor encoding and a year and 
a half each in visual decoding and visual asso- 
ciation (FIGURE 3, PROFILE C). 

Casee made no substantial gains in IQ even 
though there were significant psycholinguistic 
and behavioral changes. 


SUMMARY 

Work was begun on the ITPA more 
than ten years ago. It is impossible here 
to review the stages of development sys- 
tematically, but an attempt will be made 
to summarize some of the highlights and 
indicate the directions of future work. 

The need for a differential diagnostic- 
language test grew from several different 
areas: (1) the lack of a suitable lan- 
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guage abilities test for severely handi- 
capped children, (2) the difficulties in 
precisely analyzing specific language dis- 
abilities from test items which required 
different language skills and (3) the 
need for an instrument which would lead 
directly to program planning to alleviate 
disabilities. 

The ITPA in its present experimental 
edition was based on theoretical models 


of the language functions and modified 
to meet the demands of clinical practice. 
After several preliminary revisions it was 
standardized on 700 normal children. 
Future revisions perhaps will be re- 
quired to extend the age range upward, 
eliminate and modify certain items, 
revise certain subtests, add further 
subtests (especially at the perceptual- 
imitative or automatic-sequential level), 
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establish norms for certain subgroups, 
and perhaps develop a group administra- 
tion form of the test for screening pur- 
poses. Each of these possible changes 
suggests limitations in the present test. 

Remedial work has been conducted 
with individual cases * * using each child 
as his own contrast subject (pre- and 
post-remediation testing) in order to (1) 
explore the modifiability of psycholin- 
guistic abilities through remediation and 
(2) to examine the effects of increased 
psycholinguistic functioning on intelli- 
gence, achievement and general behavior. 
The results obtained so far are encour- 
aging, and are now being studied in 
groups and with control subjects. 

Two studies !5 * of the effects of tutor- 
ing on groups of children found signifi- 
cant gains were made but the perma- 
nency of these gains when language 
training ceases is undetermined. Fur- 
ther group studies are underway, and at 
least one!? has demonstrated striking 
success in developing motor encoding 
abilities in kindergarten children of low 
average intellectual ability. 

The usefulness of the ITPA with cer- 
tain groups of handicapped children, e.g., 
reading disabilities, partially seeing, 
cerebral palsied,®: 1° auditorily impaired 
and aphasic!! and speech defectives ? 
has been explored. Further research, in- 
cluding several factor analysis studies 
and controlled evaluations of remedia- 
tion, is summarized by Bateman.? One 
study 17 used a matched pair (matched 
on IO, MA, and ITPA profile) design 
in which the 10 subjects who received 
remediation did significantly better than 
their controls in the areas of specific 
remediation. 

At the present time considerable work 
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is underway on developing further re- 
medial techniques and presenting them 
for maximum usefulness to the teachers 
and diagnosticians involved in planning 
and executing remedidl programs for 
children who have psycholinguistic 
disabilities. 
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MOTHER-INFANT INTERACTION" 
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Several conceptual and methodological problems involved in the selection 
of variables for studying maternal care in infancy are considered: defining 
the effective environment of the infant in terms of developmental sensitivities 
and response capabilities; dealing with reciprocal influences in mother-infant 
interactions; communication of the mother’s underlying feelings and motiva- 
tions. Data from a longitudinal study are presented to illustrate these issues. 
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OR A LONG time our orientation toward 
Busca care in infancy has been 
fixed in the context of socialization func- 
tions and bound compellingly in a frame 
of reference dominated by concepts of 
disorder or pathology in the mother. 
From these perspectives the range and 
dimensions of the mother-infant interac- 
tion have been limited, and the context 
of the interaction has been restricted. 


From the orientation of pathology there 
has been a tendency to view mothers as 
either rigid or flexible, accepting or re- 
jecting, hostile or warm. The preoccupa- 
tion with the socialization functions of 
the mother has led to concentration in 
research on a few aspects of maternal 
care, such as feeding and toilet training 
in early infancy and impulse control 
somewhat later. 
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. Many of us who have studied mothers 
in nonclinical settings have been troubled 
by the generality of the categories that 
have become the standard bases of clas- 
sification of maternal care. Moreover, 
we have been vexed by the distortions in 
reality inherent in the classification of 
mothers at the extremes of these broad 
categories. The varieties, subtleties and 
complexities of mother-infant interac- 
tions become blurred. Just as we find a 
broad range of strengths and weaknesses 
in normal personalities, so mothers show 
a range in positive and negative patterns 
of maternal care. Some mothers may be 
uniformly “good or bad,” but most 
mothers have both areas of competence 
and areas of weakness and distortion. 
Since maternal care is one medium for 
the expression of core personality char- 
acteristics, the specific competences, anx- 
ieties and distortions probably reflect 
the range of the mother’s experiences 
and personality characteristics. In per- 
sonality evaluation we have developed 
complex and differentiated diagnostic 
and evaluative concepts to characterize 
a broad range of individual variation. 
A similar orientation is needed in evalu- 
ating maternal care. We need to develop 
a more differentiated view of maternal 
care—a view which would permit analy- 
sis of varied aspects of mothering and 
which would facilitate conceptualization 
of maternal care at different depths and 
on various levels of complexity. It also 

` would be desirable if we could begin to 
attempt to fit maternal care into a sys- 
tematic conceptual framework so that 
these variables might be handled as one 
among other sets of environmental and 
Ko cu conditions operating on the 
child, 


In this paper we shall touch on a num- 


ber of conceptual and methodological 
issues which arise in the selection of 
variables for studying maternal care in 
infancy. Among the major problems to 
be considered are: defining the effective 
environment of the infant; attempting to 
deal with reciprocal influences in mother- 
infant interactions; the interactions be- 
tween the infant's and the mother's 
temperamental and personality character- 
istics, and finally, dealing with the com- 
munication of basic feelings and attitudes 
between mother and infant. 

Our own awareness of these problems 
has developed in the course of our re- 
search on the effects of a change in 
mother figures during infancy on per- 
sonality development. This is a longitudi- 
nal study of adopted children in which 
we have made periodic assessments of 
mother and infant relationships. In dis- 
cussing some of the variables used in 
this assessment and in considering some 
selected data from this research, some 
of these conceptual and methodological 
problems became apparent. 


MATERNAL CARE 
VARIABLES 

In the selection of variables for study- 
ing maternal care during infancy a pri- 
mary concern was that the variables 
Should be meaningful from a develop- 
mental orientation, that is, in terms of 
the infant’s capacities and sensitivities. 
(We shall consider this issue further in 
discussing the concept of the effective 
environment.) In addition, we attempted 
to choose variables which met the fol- 
lowing specifications: those that could 
be defined in terms of behavioral cate- 
gories; those having clinical reality, (i.e., 
variables which in a naive, experiential 
sense seemed to represent significant di- 
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mensions of maternal behavior) and 
finally, variables that could be ordered 
within a conceptual framework. The 
variables of maternal care fall under four 
main categories: (1) the amount and 
varieties of stimulation provided by the 
mother; (2) the activities of the mother 
primarily concerned with need gratifica- 
tion and tension reduction in the infant; 
(3) the conditions under which stimula- 
tion and need gratification are provided, 
broadly conceived as learning condi- 
tions, and (4) the underlying feelings 
and attitudes of the mother toward the 
infant. 

Amount and Varieties of Stimulation. 
The significance for development of the 
amount and kinds of stimulation given 
in infancy has been strikingly docu- 
mented in studies of grossly deprived 
infants, such as infants in institutions. 
It seems clear now that extreme stimulus 
deprivation is associated with develop- 
mental retardation in infants. We know 
relatively little, however, about the sig- 
nificance of the variations in the middle 
range of stimulation or in the modes 
of stimulation. In our analysis we dis- 
tinguished two main types of stimula- 
tion; (1) passive stimulation derived 
from physical contact with the mother's 
body and (2) active stimulation involv- 
ing attempts on the part of the mother 
to elicit response from the child—to 
practice motor skills, to vocalize, to solve 
problems, to respond socially. In addi- 
tion, we analyzed the environment in 
terms of the level of inanimate stimula- 
tion, such as the kinds and varieties of 
play materials and the variety of experi- 
ences provided. 

Variables Concerned with Need Grat- 
ification and Tension Reduction. In 
helping the infant to satisfy his needs 
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and in bringing about tension reduction, 
the mother carries out a large number of 
activities. Many of these activities are 
the same as those performed in providing 
stimulation, i.e., holding the infant, rock- 
ing him, patting and stroking, talking to 
him, giving him nourishment. With ref- 
erence to need gratification and tension 
reduction, we analyzed these activities 
in terms of the quality of stimulation. 
Three main variables were distinguished: 
physical involvement, which was con- 
cerned with the degree of physical close- 
ness and the degree of adaptation in 
passive physical contact; the immediacy 
of response to the infant's expression of 
needs, and the soothing quality of the 
maternal behavior—the eflectiveness of 
the mother's behavior in reducing ten- 
sion. 

Variables Concerned with Conditions 
under which Need Gratification and 
Stimulation are Provided. There were 
two major variables concerned with the 
conditions under which need gratifica- 
tion and stimulation are provided: 

1. Stimulus Adaptation. Stimulus 
adaptation deals with the mother's 
activities in buffering, enhancing 
and organizing stimuli for the in- 
fant. Our ratings were based pri- 
marily on an evaluation of the 
extent to which the stimulation 
given by the mother was related 
to the infant's capacities and indi- 
vidual characteristics. 

2. Communication. This variable is 
a measure of the extent to which 
the mother responds to the in- 
fant's attempts to communicate 
his needs. Infants very early ex- 
press their needs—through vocal- 
ization, physical activity and the 
like. The extent to which their at- 
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tempts to communicate with the 
mother meet with response and 
need gratification is likely to in- 
fluence their patterns of communi- 
cating their needs. 

Variables Dealing with Maternal Feel- 
ings and. Attitudes. Three major sets of 
variables concerned with maternal feel- 
ings and attitudes were distinguished: 
emotional involvement, individualization 
and acceptance. 

1. Emotional involvement. 'This vari- 
able is concerned with the salience 
of the infant in the mother's life. 
At the one extreme we have de- 
tachment and indifference towards 
the infant. At the other extreme 
we have involvement of such 
strength that everything that hap- 
pens to the infant is vital to 
the mother. (Concerning this var- 
iable there might be controversy 
about optimal levels. A high de- 
gree might be desirable in very 
early infancy, but undesirable 
later.) 

2. Individualization. This category 
included two aspects of maternal 
behavior which in future research 
it might be desirable to distinguish: 
the mother's degree of awareness 
of the individualized character- 
istics of the infant (the degree to 
which she differentiates him) and 
the mother's ability to differenti- 
ate herself from the child and to 
treat him as an entity outside of 
herself. 

3. Acceptance. As distinguished from 
the more common usage of ac- 
ceptance in terms of the mother's 
like or dislike for the child, the 
crucial aspect of this variable, as 
we defined it, is the extent to which 
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the mother is able to accept the 
child as he is—the extent to 
which she accepts without reser- 
vation the infant's behavior, abili- 
ties and personality characteristics. 

In working with these variables a 
number of problems became evident. 
The variables are on different levels of 
abstraction and are vastly different in 
the extent to which they can be opera- 
tionally defined. The stimulation varia- 
bles are clearly the simplest to define 
and measure. They are of the order of 
the conventional stimulus variables in 
which the focus is on the degree or in- 
tensity of stimulation acting on the in- 
fant. The second and third classes of 
maternal variables (need gratification 
and conditions of stimulation) are inter- 
actional variables. Variables such as 
soothing and stimulus adaptation require 
analysis of the entire mother-infant in- 
teraction sequence rather than simply 
the action of the mother on the infant. 
There are rather difficult methodologi- 
cal and conceptual problems involved 
in dealing with interactional variables. 
These variables do not fit into our con- 
ventional frame of reference of stimulus 
variables as simple antecedents. 

By far the most difficult variables to 
evaluate are those concerned with af- 
fectional relationships. From observa- 
tion of the mother's behavior and from 
her verbal statements about the infant 
rather high-order inferences are required 
to evaluate her feelings and attitudes. 
Although we achieved adequate inter- 
rater reliability on these variables, it has 
been difficult to be explicit about the 
bases for these inferences. We have be- 
come acutely aware of the need for con- 
ceptual clarification as a step toward 
the formulation of behavioral criteria. 
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In the course of our intensive study 
of mothers, data on underlying motiva- 
tions often emerged. We did not, how- 
ever, include in analysis variables on the 
level of the determinants of maternal be- 
havior. Underlying motivations are not 
directly observable and are often difficult 
to ascertain through interview because 
they are too deeply buried or too well 
defended. We can only raise the ques- 
tion as to whether or under what con- 
ditions this level of analysis is impor- 
tant. From a therapeutic standpoint if 
we are interested in changing the moth- 
er’s feelings and patterns of care, an 
analysis of the sources of her behavior 
and affect may be essential. However, 
from the point of view of understanding 
the impact of different types of maternal 
behavior on the infant, study of the un- 
derlying motivations may be less impor- 
tant than an adequate analysis of the 
varieties of behavior. This is an issue 
that needs careful theoretical considera- 
tion and ingenious research. For exam- 
ple, can we determine whether there are 
differing impacts on infants of the same 
“raw behavior” from mothers with dif- 
ferent motivations? 


MATERNAL CARE AND 
INFANT CHARACTERISTICS 


In evaluating the meaningfulness of 
these particular variables of maternal 
care, several questions can be raised. 
First, do they relate significantly to any 
aspects of infant functioning or to later 
behavior? In considering whether a dif- 
ferentiated analysis of maternal care is 
more useful than a global rating we need 
to ask whether there are selective rela- 
tionships between particular variables 
and specific aspects of infant behavior. 
We must also ask to what extent these 
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dimensions of maternal care are inter- 
related and to what extent they measure 
different functions. 

To consider briefly the latter question, 
we find consistently positive and mod- 
erately high intercorrelations among the 
maternal care variables. The size of these 
correlations indicates that many aspects 
of mothering are significantly related to 
each other, but the correlations are not 
of sufficient magnitude to suggest that 
they are measuring identical functions. 
(They range from .40 to .80; the ma- 
jority cluster around .60.) When we 
look at the relationship between these 
variables of maternal care and specific 
aspects of infant behavior and develop- 
ment during the first six months, we find 
a number of highly significant relation- 
ships. Moreover, these are selective re- 
lationships. Certain variables of maternal 
care are more highly related to develop- 
mental progress than to the infant's emo- 
tional adaptation. 

Most highly related to the infant's de- 
velopmental progress are the stimulation 
variables. The three variables of ma- 
ternal care most highly related to IQ at 
six months are achievement stimulation 
(r—72), social stimulation (r—.65) and 
stimulus adaptation (r—.69). Neither 
the need gratification nor the tension re- 
duction variables relate as highly to IO 
as the stimulation variables. 

On the other hand the variables deal- 
ing with the mother's feelings and atti- 
tudes are highly related to other charac- 
teristics of the infant. For instance, the 
maternal variables of emotional involve- 
ment, individualization and communica- 
tion are highly related to the infant's 
capacity to cope with stress, a measure 
of the degree of integration the infant 
shows in response to stressful situations. 
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(Pearson product moment coefficients of 
correlation are .62, .65 and .64 respec- 
tively.) Most highly related to this aspect 
of the infant’s functioning is stimulus 
adaptation, r—.85. Of the need gratifica- 
tion variables several show a moderate- 
to-high relationship to coping with stress, 
e.g., physical involvement, r—.66. The 
stimulation variables show a positive 
but lower relationship to this aspect of 
infant behavior. 

These findings give some empirical 
bases for assuming that these variables 
measure some significant aspects of ma- 
ternal care during early infancy. The 
interpretation of the meaning of these 
correlations is not simple, however. 
From an environmental point of view 
the correlations between the maternal 
care variables and infant characteristics 
might be interpreted as evidence of the 
impact of maternal care on the infant. 
However, from an interactional frame of 
reference we could interpret these corre- 
lations as reflecting the infant's impact 
on the mother. The infant with the higher 
level of alertness and responsiveness is 
likely to elicit more stimulation. He may 
be held more, talked to more frequently 
and given more achievement stimulation. 
It is probably most meaningful to con- 
sider these correlations in terms of re- 
ciprocal influences. 


RECIPROCAL INFLUENCES 
IN MOTHER-INFANT INTERACTION 
The notion of reciprocal influences in 
mother-child interaction has been gen- 
erally accepted in clinically oriented 
studies of individual cases. But the subtle 
interplay between the mother's needs and 
the idiosyncratic characteristics of the 
child has been difficult to handle system- 
atically in research on mother-infant re- 
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lationships. There is a good bit of experi- 
ential evidence that mothers differ with 
different children. These changes may, 
however, reflect changes in the life situa- 
tion of the mother and changes in her 
skill and child-rearing attitudes with 
successive children. 

In our research we had a unique op- 
portunity to explore this issue in study- 
ing foster mothers who had two infants 
of the same sex and approximately the 
same age at one time or within a very 
short period. We found that some foster 
mothers showed a high degree of con- 
sistency in feelings, attitudes and infant- 
care practices from child to child. Others 
showed strikingly different patterns of 
behavior with different children. In 
analyzing for relative consistency of 
mothers on different aspects of maternal 
care, we find the greatest consistency in 
general aspects of physical care and the 
greatest variability from one infant to 
another in the maternal care variables 
which we might assume would be most 
susceptible to interactional influences, 
e.g., emotional involvement. However, 
case analyses reveal striking differences 
from child to child in an individual fos- 
ter mother’s behavior on such variables 
as the amount of physical contact, the 
degree of physical involvement and the 
amount of stimulation toward develop- 
mental achievement. 

In our research we have had another 
special opportunity for investigating in- 
teractional effects in mother-infant rela- 
tionships in studying infants who are 
moved from foster to adoptive homes. 
We have looked at the extent to which 
an infant elicits the same kind of re- 
sponse from two mothers. We have been 
impressed by some infants who make a 
Strong impact on their environments. 
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Some infants who are very "aggressive" 
in demanding attention and response 
seem to manage to elicit similar kinds 
of responses from two different mothers. 
On the whole, however, we find low and 
insignificant relationships between the 
kinds of maternal care provided by two 
different mothers to the same infant 
within a short time interval. These 
analyses are of the mother-infant inter- 
action within two months after adoptive 
placement. Case analyses suggest that 
some time may be required before the 
infants impact on the mother is felt. 
Analyses of maternal care at a later pe- 
riod are planned. 

It is likely that neither the infant nor 
the mother is the sole determinant of 
the relationship; rather the relationship 
results from a subtle interaction of the 
mother's and the infant's characteristics. 
This issue of reciprocal influences is a 
difficult one to study systematically. 'Thus 
far, we have many impressions based on 
case analyses. For example, we find that 
where there is great incompatability be- 
tween infant's and mother's characteris- 
tics, a disturbed relationship is more 
likely. We have been very much aware 
of disturbances associated with incom- 
patibility in such characteristics as activ- 
ity level. For example, when infants with 
low activity levels are placed with ex- 
pressive mothers with a high energy 
level, the infants may withdraw or de- 
velop behavior patterns that appear to 
be protective defenses against overstimu- 
lation. These patterns in turn generate 
feelings of dissatisfaction in the mother 
and may lead to rejection. If on the 
other hand infants do not successfully 
defend themselves against overstimula- 
tion, they may develop other kinds of 
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behavior disturbances resulting from 
their inability to handle the tension re- 
sulting from overstimulation. 


THEORETICAL CONSIDERATIONS 


Defining the Effective Environment of 
the Infant. In choosing variables for 
studying maternal care during infancy it 
is apparent that we must consider the in- 
fant’s capacities and sensitivities. The 
theoretical emphasis on the importance 
of the mother-infant relationship during 
the early months of life implies that the 
infant is an extremely sensitive organism, 
perhaps more sensitive at this time than 
at any other developmental period. From 
the standpoint of the effective environ- 
ment of. the infant there are several con- 
cepts of sensitivity which need to be 
distinguished: sensitivity as a general 
vulnerability to trauma; sensitivity in 
terms of differential thresholds of respon- 
siveness to stimuli of differing intensities 
and in different sensory modalities, and 
sensitivity in terms of the capacity to 
make fine discriminations and to respond 
to subtle nuances in feelings. 

The concept of a special vulnerability 
during the earliest period of infancy 
which has dominated theoretical think- 
ing rests on several assumptions: the 
assumption of a high degree of modifi- 
ability or learning capacity, the assump- 
tion that the young infant is highly sen- 
sitive to trauma or injury and the 
assumption that response patterns estab- 
lished during this period show greatest 
fixity. Data from a variety of sources in- 
dicate that significant learning can take 
place during the earliest weeks of life. The 
data are not yet very clear as to whether 
vulnerability is greatest at this time or 
whether response patterns acquired dur- 
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ing this period are more "fixed" and less 
susceptible to modification than behavior 
patterns acquired during later periods. 

Most relevant to the problem of con- 
ceptualizing thé effective environment of 
the infant is the issue of differential sen- 
sitivities during different periods of in- 
fancy. At the moment we can make some 
broad inferences about infant sensitivi- 
ties in relation to our knowledge of 
normative developmental characteristics. 
The effective environment probably var- 
ies greatly from one developmental pe- 
riod to another. For the young infant 
these periods probably encompass very 
Short time intervals, that is, months or 
even weeks. 

Regarding modalities of stimulation, 
certain modes are likely to be more im- 
portant at some developmental periods 
than at others. For example, the tactile 
and kinesthetic receptors are probably 
more highly developed in the first weeks 
of life than are the visual and auditory 
receptors. Therefore, one might hypoth- 
esize that the amount and quality of 
physical contact are most important as- 
pects of the mother-infant relationship 
during the very early months of life and 
become less important later in infancy. 
(Some of the data on institutional care,* 
a situation in which there is an extremely 
low level of tactile and kinesthetic stimu- 
lation, point to the serious retardations 
and deviations in infant development 
which are associated with deprivation of 
these kinds of stimulation, Usually in 
these situations auditory and visual stim- 
ulation also are reduced.) We also have 
some direct data on the effects of sensory 
deprivation from experimental studies.2. 3 
It has been difficult to study the effects 
of differential stimulation or differential 
deprivation experimentally in humans. 


It may be possible to study this problem 
in natural settings by the slow accumula- 
tion of data on mothers who differ char- 
acteristically in the use of tactile, visual 
and auditory stimulation. Experimental 
programs involving systematic stimula- 
tion of infants in institutional settings 
also offer some promise. 

In our research we have not attempted 
systematic study of the relative signifi- 
cance of specific aspects of maternal 
care variables at given periods in in- 
fancy. But case data point to the chang- 
ing significance of given patterns of ma- 
ternal care at different developmental 
periods. For example, we find that in- 
fants with foster mothers who provide 
adequate physical stimulation but who 
are unable to individualize babies show 
good developmental progress for the 
first five or six months and then begin to 
show deviations in patterns of social de- 
velopment. They tend to be indiscrimi- 
nately friendly and fail to show stranger 
differentiation at the appropriate age. 

Communication of Underlying Feel- 
ings and Attitudes. One of the most per- 
plexing issues in studying maternal care 
in infancy is the problem of how under- 
lying feelings and attitudes are commu- 
nicated. At the simplest level we can say 
that variations in feelings are expressed 
through the mother's patterns of handling 
the infant, that is, in indirect ways, 
through roughness in handling or ex- 
treme gentleness and sensitivity. For ex- 
ample, "rejecting" mothers may provide 
an inadequate amount of tactile stimula- 
tion or tactile or kinesthetic stimulation 
of a quality not soothing to the infant. 
We have little knowledge of the range 
of variation in maternal feelings that can 
be expressed through handling. It is 
probably limited. It is likely, too, that 
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the same basic feelings may be expressed 
in different ways by two different moth- 
ers. In terms of the infant's neurological 
development and in terms of observable 
behavior we have no solid bases for as- 
suming that young infants are capable of 
making fine discriminations. We have no 
evidence that infants distinguish subtle 
nuances in maternal feelings or emo- 
tional involvement. The infant probably 
is not able to respond to differences in 
underlying motives. He may not be able 
to distinguish rough tactile stimulation 
given by a rejecting mother from that 
given by an anxious or simply inexperi- 
enced mother. From our knowledge of 
the infant's neurological development we 
must assume that his perceptions are at 
the level of patterns of stimulation asso- 
ciated with feelings of tension and pain 
or feelings of satisfaction. He probably 
cannot perceive or discriminate attitudes 
and feelings at a level of greater cogni- 
tive complexity. We can remain open to 
the possibilities of subtle patterns of 
communication between mothers and in- 
fants, but at the same time we need to 
be wary of adultomorphic inferences 
about infant experiences. At some de- 
velopmental point the infant begins to be 
capable of apprehending more complex 
stimuli; the basic quality of the mother's 
feelings begin to be communicated to him 
and begin to have a direct impact on 
him. To study this problem requires es- 
sentially normative developmental re- 
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search, i.e., systematic study of maternal 
care at many developmental points dur- 
ing early infancy with use of highly dif- 
ferentiated categories of maternal care. 


CONCLUSION 

The importance of maternal care for 
the development of infants and young 
children can hardly be claimed as a re- 
cent discovery of the psychological and 
social sciences. For a very long time the 
gross ill effects of lacks or distortions in 
mothering have been recognized. Scien- 
tific study of “normal environment” can 
give us a clearer appreciation of signifi- 
cant variables of maternal care and 
eventually an understanding of the 
varied consequences of variations within 
a broad range of maternal characteristics. 
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METHODOLOGICAL ISSUES IN STUDYING 
MOTHER-INFANT INTERACTION" 


RD A. MOSS, Ph.D. 
HOWARD. 4 Branch, National Institute of Mental Health, Bethesda, Maryland 


Direct observation is a highly suitable method for studying mother-infant 
relations. Although there are problems associated with this method they can 
be allayed through the use of certain tactics. On the other hand, indirect 
procedures (questionnaires, interviews) have serious limitations that are not 
easily overcome. The design and methodology of an observational study on 
25 mother-infant pairs are presented. 
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T IS SOMEWHAT paradoxical that until 
recent years there has been little direct 
study of mother-infant relations although 
most theories consider these early ex- 
periences as fundamental for determin- 
ing subsequent personality development. 
Instead, earlier studies in this area relied 
heavily on indirect methods such as 
questionnaires, anecdotal reports, and 
interviews to retrieve information about 
past events concerning the mother-infant 
interaction. Quite predictably these in- 
direct approaches have proven to be 
highly fallible. Mothers are the most 
common informants in such studies, and 
they either do not remember, distort in 
terms of cultural expectancies about ap- 
propriate mother-infant behavior or most 
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frequently lack the skills and background 
for accurate reporting of their relation- 
ship with their child. The collection of 
direct observational material seems es- 
sential if we hope to describe the mother- 
infant relation with any degree of pre- 
cision. 

The advantage of the observational 
method is clear. You can directly see 
what is happening without having to rely 
on poorly established, contrived tech- 
niques. There also is an array of disad- 
vantages associated with the observa- 
tional approach. First, it is sometimes 
difficult to know if observations are 
representative. The observation could 
lead the mother to be self-conscious, 
guarded and inhibited and thus distort 
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the natural situation. In addition, impor- 
tant but infrequent events may not occur 
during the course of a particular obser- 
vation. Some rare events, such as an 
open expression of anger, cannot be pre- 
dicted. Other infrequent events may be 
missed because of their timing in the 
diurnal cycle. For example, unless the 
Observer knows when the infant's bath is 
scheduled and arranges his observation 
accordingly, he very well may miss this 
aspect of daily mother-infant interaction. 
I am reminded here of an observation 
with a new mother who commented as 
she was placing her two-month-old baby 
into a tub filled with two inches of water 
that her baby was "terribly frightened of 
water." The baby remained placid and 
tractable throughout the bath but the 
mother was tense, awkward and ver- 
balized her own apprehensions. This 
unique and revealing information could 
not have been obtained if we were not 
present when the bath occurred. One 
can see what distorted information we 
would have received if we had used a 
questionnaire or interview to ask this 
mother about her baby's reaction. 

Another aspect of direct observation 
that can be construed as a disadvantage 
is that you are confronted with too much 
information. Considerably more occurs 
than one can conceivably record with 
the possible exception of the use of 
movies. This technique often is not a 
practical choice. One has to be selective 
about what he observes and records. 
Decisions have to be made concerning 
what the investigator is interested in and 
the observations slanted in that direc- 
tion. Observational material does not 
constitute a portrayal of reality but is a 
slice of data concerning the problem 
one is interested in. 
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A problem, if not a disadvantage, in 
direct observations involves the method 
that is used for recording data. There 
are a number of choices. One can ob- 
serve for a period, take ‘notes and later 
prepare a narrative report. However, this 
approach is unreliable since it maximizes 
opportunities for observer bias. In addi- 
tion, in note-taking the observer is re- 
quired to look away frequently while 
writing. Since many events occur with 
lightning speed, important transactions 
may slip by unnoticed. 

Another approach is to time-sample a 
precoded set of variables. The type of 
time sampling I have in mind is where 
one observes for a period, e.g., 30 sec- 
onds, and takes a 30-second period for 
recording before proceeding with the 
next observational unit. This provides an 
objective, systematic record but does not 
obviate the problem of losing data during 
the recording interval. Moreover, most 
time-sampling schemes are unable to 
capture the sequencing (patterning) of 
events so that the all-important interac- 
tions between the mother and infant are 
Obscured. Another disadvantage with 
time sampling is that it frequently does 
not differentiate certain events because 
of their tempo. For example, if one re- 
cords a cry once a minute he may not 
distinguish. between an infant who cries 
at an intense level continuously for five 
minutes and another infant who gives a 
series of intermittent, shallow cries over 
a ten-minute period. In this case the re- 
cord inappropriately will show the sec- 
ond infant to have cried more. 

Naturalistic observations by definition 
lack standardization. This holds true for 
ecological as well as psychological fac- 
tors. The physical living situation varies 
considerably from home to home and 
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this may be an important determinant of 
mother-infant interaction. Some families 
live in cramped quarters; others have a 
spacious living area. Some are in apart- 
ments and others in homes. Some live 
in a quiet section of town while others 
are located only a shade away from the 
incessant whirring and rumbling of heavy 
traffic. These factors may be of consider- 
able importance in shaping the amount 
and nature of contacts the mother has 
with her infant. 

Lack of standardization is both a 
strength and weakness for naturalistic 
Observations. One cannot effectively 
equate mother and infants on ecological 
factors. However, these factors do influ- 
ence the dynamics of the interaction, and 
if one is interested in the actual life situ- 
ation, the natural structure and unique 
qualities of the home are relevant vari- 
ables that should be considered for study- 
ing mother-infant relations. Inclusion of 
these factors increases the complexity 
and also the meaningfulness of the data; 
it decreases the clarity of findings as 
compared with carefully controlled ex- 
perimental studies in which one or more 
variables are allowed to vary and the 
remainder are held constant. A com- 
promise approach in which one can use 
observational techniques and still retain 
à reasonable semblance of control over 
the number of variables, is to set up a 
structured situation within which the 
mother and infant interact, Examples 
are: asking the mother to momentarily 
withdraw the nipple from a hungry baby 
during a feeding, to quiet her baby dur- 
ing a crying spell or to attempt to get 
the baby to smile. Such situations can 
be standardized effectively but the re- 
sulting data would be confined to a lim- 
ited number of variables and one cannot 
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be certain how relevant these variables 
are in the life circumstances of respec- 
tive mother-infant pairs. 

The problems encumbering the ob- 
servational situation can be allayed by 
employing certain tactics. We have 
learned that it is best to deemphasize to 
the mother her status as a subject. In- 
stead we stress that it is the baby who is 
being observed. Of course, anything that 
impinges on the baby is noted and ob- 
viously the mother is thus included. How- 
ever, mothers are less self-conscious and 
seem less inhibited and guarded when 
their prominence is underplayed. The 
overall effect is in the direction of im- 
proving the naturalness and spontaneity 
of the situation. 

We never can be completely certain 
of the influence of the observer on the 
mother-infant interaction. In any case we 
would have to assume some observer in- 
fluence as we would for anyone’s be- 
havior when an outside person was pres- 
ent. But this influence can be monitored 
efficiently so that the effects are mini- 
mized. 

Capturing the rare but significant 
event from naturalistic observations in- 
volves a dual strategy: spending a con- 
siderable amount of time in the home 
and arranging observations for a time 
of day when more things are likely to 
happen. With young infants the mornings 
seem optimal for seeing the greatest 
amount of activity. Concerning the time 
involved, an investigator who is inter- 
ested in collecting observational data 
has to make a commitment to a heavy 
observational schedule. In an interview 
with all its limitations a person can sum- 
marize with varying degrees of skill a 
lifetime of experience in a few hours. 
With observations you have to just sit 
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and wait for things to happen. Perhaps 
this is the basic advantage of the struc- 
tured situation where certain actions are 
induced. Another argument for long and 
frequent observations is that they facili- 
tate naturalness in the mother. If a 
mother is inhibited because she is being 
observed, the chances are that she event- 
ually will lower her guard. In addition, 
mothers sometimes attempt to exhibit 
what they regard as the idealized forms 
of maternal behavior. However, it is 
extremely difficult to behave for a long 
period of time in ways contrary to char- 
acteristic behavioral tendencies. Not only 
because one eventually betrays himself 
but also because the tension is too great 
to sustain ego-alien behaviors for an 
extended period of time. 

In review, we feel that direct observa- 
tion (despite its limitations) is the best 
method for studying mother-infant re- 
lations. We have a study in progress at 
the Child Research Branch in the Na- 
tional Institute of Mental Health on 
early mother-infant interaction. In con- 
ducting this study we took into account 
many of the above factors. I will briefly 
outline the scope of this project. Since 
the data collection has not yet been com” 
pleted, this presentation will be limited 
to describing the project and methods 
and discussing the concepts and objec- 
tives of the study. 

A sample of 25 mothers and infants is 
being studied by means of direct observa- 
tions. The purpose of the study is to 
evaluate the reciprocal influence of 
mother-infant behavior and to determine 
sex differences and short-term develop- 
mental changes. Also, in a separate proj- 
ect extensive marital and personal data 
are being collected on the parents prior 
to the birth of these infants. In another 


485 


independent project the infants are as- 
sessed during the first few days of life 
before they come in contact with the 
parents. Consequently we also hope to 
determine whether certain mother-infant 
interaction patterns are predictable on 
the basis of our knowledge of the infant's 
congenital predisposition and the moth- 
er's preparental characteristics. 

For the mother-infant study observa- 
tions are made in the home and cover 
the first three months of life. Two periods 
are studied during this three-month in- 
terval. The first period includes a cluster 
of three observations made at weekly 
intervals during the first month of life 
in order to evaluate the initial adaptation 
process of mother and infant in relation 
to one another. The second period con- 
sists of another cluster of three observa- 
tions made around three months of age 
when relatively stable patterns of be- 
havior are likely to have been estab- 
lished. Each cluster includes one eight- 
hour and two three-hour observations. 
The three-hour observations are made 
with the use of a keyboard that operates 
in conjunction with a 20 channel Ester- 
line-Angus Event Recorder. Each of 30 
keys represents a maternal or infant be- 
havior. When a key is depressed it ac- 
tivates one or a combination of pens on 
the recorder and leaves a trace that 
shows the total duration of the observed 
behavior. As many as 10 behaviors can 
be recorded simultaneously. This tech- 
nique allows for a continuous record 
showing total time and sequencing of 
behavior, and it permits the observer to 
record the observation without interrup- 
tion and without having to look away. 
For the eight-hour observation the same 
behaviors are studied but with the use of 
a modified time-sampling technique. Ex- 
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amples of some of the behaviors studied 
are, for the mother: (1) holds infant, 
(2) feeds infant, (3) stimulates infant 
to feed, (4) smiles at infant, (5) talks 
to infant and (6) stimulates and arouses 
infant. A few representative infant be- 
haviors are: (1) crying, (2) sleeping, 
(3) looking at mother, (4) smiling, (5) 
vocalizing and (6) sucking nipple. 

The recordings are made in such a 
way that they provide a complete de- 
scriptive picture of the mother-infant 
interaction during the observation. Even 
behaviors not explicitly recorded can be 
derived from this record. For instance, 
the amount of time a mother spends 
holding her infant in other than care- 
taking activities can be determined by 
subtracting from total holding time the 
sum of feeding, burping and bathing 
time. In addition to the recordings of 
specific behaviors a large number of ma- 
ternal ratings are made at the end of 
each observation for global variables 
such as (1) affection, (2) roughness in 
handling infant, (3) restrictive-control- 
ling behavior, (4) security and confi- 
dence in the maternal role, (5) intimacy, 
(6) pleasure and (7) apprehension over 
infant’s health. 

The fact that infants are capable of 
shaping maternal treatment through 
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their behavior has gained increasing 
recognition. We intend to explore the 
way the arousal level (behaviors ranging 
from crying to sleep) of the infant acts 
to influence the amount and quality of 
maternal attention. It is proposed that 
the amount of time the infant is awake 
and crying is a potent modifier of mater- 
nal treatment since wakefulness and 
crying are likely to lead to greater 
maternal surveillance and contact. Some 
early trends in our data indicate boys 
sleep less and cry more than girls. It 
would be interesting if this related to 
differential experiences with the mother 
for the sexes. We also plan to use our 
data to study the function and use of 
stimulation in the care of the infant. The 
need for stimulation recently has been 
given fairly widespread attention. It is 
relatively obvious to anyone who has had 
contact with babies that they often are 
successfully quieted by mild stimulation. 
It seems likely that certain agitated 
states in infants are provoked by needs 
for stimulation as well as by hunger. 
The mother is the primary agent for 
monitoring the stimulus needs of infants. 
This function of mothers may be as in- 
strumental in establishing her tie with 
the infant as are more standard caretak- 
ing activities, such as feeding. 
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THE SOCIAL INTERACTION OF COLLEGE STUDENTS 
AND CHRONICALLY ILL MENTAL PATIENTS" 


JULES D. HOLZBERG, Ph.D., and ROBERT H. KNAPP, Ph.D. 


Connecticut Valley Hospital and Wesleyan University 


For several years college students have been volunteering as companions to 
chronically ill mental patients. Anecdotal data support the conclusion that 
the patients derive benefit from this interaction. More systematic data indicate 
that students undergo an enlargement of their conceptions of mental illness, 
and at the same time manifest a series of quasi-therapeutic personality changes. 


me CoMPANION PROGRAM estab- 
lished at the Connecticut Valley Hos- 
pital in Middletown, Connecticut, pro- 
vides for weekly visits by a number of 
volunteer college students to selected 
patients. It was begun in 1958 and was 
continued with substantial growth each 
year. The program was indirectly in- 
spired by a similar effort initiated at Har- 
vard and Radcliffe to bring students and 
psychiatric patients into association 
with each other.® 

There are two distinctive features of 
the Companion Program. First, each 
student is matched with a single patient 
whom he visits weekly throughout the 
academic year. Second, these visits are 
supplemented by group meetings of stu- 
dent companions led by a member of 


the hospital staff. During these meetings 
each student is able to discuss and re- 
view his relations to his patient-com- 
panion and to share in the experiences of 
others. 

From the beginning the program had 
three major objectives. First, it was in- 
tended to provide a rewarding educa- 
tional experience for the student both 
emotionally and intellectually. While it 
was hoped that in some instances the 
program would attract college students 
to professional careers in the field of 
mental health, it was expected that at 
least it would influence future leaders of 
American society in terms of their grasp 
of the problem of mental illness.* Second, 
the program was designed as part of a 
rehabilitation program for patients who 


* The studies on which this paper is based are currently being supported in part by a 
United States Public Health Service project grant, Number MH 01499, i 
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had significantly withdrawn from social 
intercourse and social relationships. As 
such it was part of a genuine program of 
treatment. Third, it was hoped that the 
program would positively affect the 
morale of the institution by bringing in 
young people whose social idealism was 
at its height and whose vigor would not 
permit attitudes of helplessness and 
depair. 

A word should be said concerning the 
selection of patients. All were considered 
chronically ill, but they presented no 
symptoms or behavior that would be 
especially disturbing to students having 
their first experience in a mental hospital. 
Care was taken to avoid selection of 
patients who were so regressed that they 
would be more appropriate for a re- 
motivation program. At the same time 
it was felt that they should not be so 
socially developed that they might be 
suited for the more intense interpersonal 
relationships involved in formal psycho- 
therapy. The “forgotten” patient with 
minimal or no contact with the outside 
world was accordingly favored for this 
program. 

The present report directs its attention 
to the effects of this program on the par- 
ticipating student rather than upon the 
patient. To this date we have accumu- 
lated little more than anecdotal data on 
the effects of this program on patients 
although more systematic studies have 
been undertaken by Dr. David Kantor 
and his associates of a similar program 
at Harvard. However, there is abundant 
anecdotal evidence to suggest that the 
introduction of young, intelligent adults 
on a nonprofessional basis has proved 
an enlightening and invigorating factor 
in the hospital environmen: and a posi- 
tive influence on patients. This effect 
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probably is heightened by the fact that 
the companions are not professionals, 
but volunteers. 

Anecdotal data show the striking ex- 
tent to which patients desire companion- 
ship and seek to maintain it. There also 
are frequent reports of patients become 
ing more verbally interactive with com- 
panions than they have been known to 
be in many years. Ward personnel often 
report that the patients show an in- 
crease in self-confidence and a greater- 
interest in their surroundings. Students 
as well as ward personnel note that many 
patients show positive changes in their 
personal appearance and their social be- 
havior. Although it is hardly likely that 
the relationship between student-com- 
panion and patient affects the core of 
the schizophrenic process, there have 
been persistent reports of patients show- 
ing less disturbance in thinking and con- 
siderable improvement in their mood. 

In this report we should like to touch - 
upon two main questions: (1) what sort 
of student volunteers for the Companion 
Program? (2) what effects does the ex- 
perience have upon the companion? In 
a series of studies we obtained partial 
answers to both of these questions. The - 
full answer to the second awaits the com- 
pletion of a three-year study. 

Let us turn to the first question: what 
are the qualities and characteristics of 
the student volunteers? 5 Fortunately, - 
Wesleyan University has for years main- 
tained a very thorough freshman testing 
program which enabled us to compare 
the attributes of student volunteers with 
control groups of students who did not 
volunteer. The so-called control groups - 
should be thought of as a relatively un- 
selected sample from our student body. 

We have available scores on five 
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standardized tests for both companions 
and control subjects. The first of these is 
the Minnesota Multiphasic Personality 
Inventory which measures the disposi- 
tion to various psychopathological dis- 
orders. The examination of the scores on 
each of the prime 10 scales for the two 
groups failed to reveal any instance in 
which there was a significant difference 
at even the five-per-cent level of con- 
fidence. The second test, the Allport- 
Vernon Scale of Values, showed that the 
control group was distinctly higher in 
economic value and interest. The com- 
panion group tended to be somewhat 
higher in religious and social concerns. 

The third test, the Edwards Personal 
Preference Scale, seeks to measure a 
number of social needs. Here we find 
that the companion group is significantly 
higher than the control group in a quality 
called "intraception," which generally 
may be defined as capacity for sympathy, 
identification with others and empathy. 
None of the other 14 scales of the test 
yields a secure difference. 

A comparison of the two groups with 
respect to intellectual abilities on both 
Scholastic Aptitude and Terman Con- 
cept Mastery Tests shows no differences 
of significance. Thus it would appear 
that our companion group differs very 
little in psychological soundness or in- 
tellectual abilities from the general run 
of the Wesleyan student body. The small 
differences which we have obtained on 
these testing devices suggest that the 
companions are somewhat more sensi- 
tive to others, more altruistic in their 
concerns and less involved with worldly 
success. 

Recently we evolved a new psycho- 
logical test designed to reveal the struc- 
ture of the moral sentiments of indi- 
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viduals. Briefly, this test requires an indi- 
vidual to rate a number of desirable 
attributes according to their value and 
a number of undesirable attributes ac- 
cording to their repulsiveness. The 
desirable attributes are divided into two 
classes, namely, those associated with 
power (e.g., bravery, strength and the 
like) and those associated with moral 
virtues (e.g., generosity, kindness, faith- 
fulness and the like). The negative attri- 
butes are similarly divided into weakness 
(e.g., inferiority, slowness, unfitness) 
and vices (e.g., selfishness, greediness, 
meanness). We have been able to 
demonstrate that our companions are 
disposed to organize their moral atti- 
tudes around the axis of virtue-vice 
rather than that of power-weakness. 
That is, they are disposed to rate the 
positive virtues more highly than the 
positive powers and the vices as more 
abhorrent than the weaknesses. This 
finding is consistent with the known con- 
cern of our companions with social and 
religious values and with the quality of 
intraception, noted earlier. 

We are currently engaged in compar- 
ing a sample of 163 of our companions 
from Wesleyan in recent years with a 
carefully matched control group with 
respect to a number of educational, 
familial and socioeconomic variables. In 
the main, we find that our companions 
do not constitute a distinctive segment of 
the population with respect to any vari- 
able that would brand them as a deviant 
group, just as test scores failed to identify 
them as atypical. 

Still, it is possible to show that our 
companions have significantly less fre- 
quently been on academic probation 
despite the fact that their ability levels 
are indistinguishable from our control 
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population. This suggests that they are 
somehow more disciplined and better 
organized than the control group. We 
also find that they tend to come from 
smaller families and are more fre- 
quently only children. We shall not ex- 
plore the theoretical implication of this 
at this juncture though it may be that 
they occupy a rather preferred position 
within their family and that this position 
engenders certain attitudes of respon- 
sibility and optimism which predisposes 
them to enter the Companion Program. 
Beyond this it may be observed that stu- 
dents in certain departments in the col- 
lege, notably biology and psychology, 
enter the program more frequently than 
might be expected; other departments, 
notably the social sciences which deal 
with institutional structures, i.e., govern- 
ment, economics, and history, yield 
fewer than their share of companions. 
Certain fraternities tend to contribute a 
higher percentage and others a lower 
than expected percentage of companions, 
But this may be explained easily by a 
variety of hypotheses and does not in 
any event constitute an important find- 
ing. 

Factors which prove to be of no im- 
portance include such things as the death 
of one or the other parent or divorce 
within the family. The incidence of such 
events was surprisingly small in both 
groups, and no differential between our 
companions and others could be dis- 
cerned. Surely our companions are not 
children of familial disaster. Neither are 
Our companions drawn from homes of 
higher paternal or maternal education 
than Our control group, nor is there any 
distinction with respect to the occupa- 
tion of either fathers or mothers. Com- 
panions do not hold scholarships sig- 
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nificantly more frequently than controls, 
nor did they attend private preparatory 
schools more frequently. Finally, there is 
no difference between the groups in 
terms of participation in college athletics, 
Thus, on balance this evidence leads us 
to the conclusion that our companions 
are not distinctively different from our 
controls in any obvious and demon- 
strable academic, economic or socio- 
logical dimensions. 

Let us turn now to the second ques- 
tion which we posed, namely, what is 
the effect of participation in the Com- 
panion Program on the student? Here 
we obtained a number of measures at the 
beginning of the companion experience 
both for companions and a control 
group. Then we measured both groups at 
the end of the nine-month academic year. 
We are thus in a position to compare 
changes occurring in the companions 
with those occurring in members of the 
control group during the same time in- 
terval. This research design permits us 
to ignore any changes which characterize 
all students generally and to make note 
of only those which distinguish the com- 
panion population. 

In one study ? a 23-item questionnaire 
incorporating questions of fact as well as 
attitudes was given to 39 of our com- 
panion group and to a control group of 
20 who had volunteered for other social 
Service activities. This instrument was 
administered again at the end of the 
academic year, and it proved possible 
to show that the companions had grown 
more knowledgable concerning the prob- 
lems of mental illness and harbored more 
enlightened and informed opinions con- 
cerning it. Thus, one of the aims of the 
Program, namely to create a cadre of 
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well informed citizens on the issues of 
mental health, appeared to be advanced 
by the program. 

A. second study ? examined the differ- 
ences between the self-image and the 
ideal self of both groups before and after 
the companion experience. It proved 
possible to show that the discrepancy be- 
tween the self-image and ideal-self rat- 
ing, which may be taken as a self- 
acceptance score, differentiated the two 
groups significantly. The companions 
showed a substantial and reliable in- 
crease in self-acceptance during the 
course of the year whereas the control 
group showed an opposite tendency of 
almost the same magnitude. 

A third way in which companions and 
controls differed proved to be in their 
moral attitudes before and after the com- 
panion experience.’ In this instance a 
questionnaire of 36 items was developed. 
These items described various behaviors 
which conceivably could be viewed as 
possessing different degrees of moral op- 
probrium. Nine of these items concerned 
sexual behavior and nine involved ag- 
gressive behavior. The remaining were 
buffer items. The subjects were asked to 
rate each item on a five-point scale rang- 
ing from “never right” to “always right.” 
It transpired that at the initial adminis- 
tration the companion group proved 
somewhat more severe in their moral at- 
titudes toward sex and aggression than 
did the control group. At the end of the 
year’s experience, however, the com- 
panions showed a significant movement 
in the direction of greater tolerance; the 
control group showed a slight but insig- 
nificant movement in the opposite direc- 
tion. 

Another effect of the Companion Pro- 
gram may be reported here. There is 
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some evidence that the companions in- 
crease slightly in anxiety and intro- 
spection during the course of the year as 
compared with a comparable control 
group. This finding is somewhat difficult 
to interpret and rests upon the so-called 
anxiety scale of the Minnesota Multi- 
phasic Personality Inventory. It is our 
judgment that this relatively small dif- 
ference may reflect the greater sensitivity 
and constructive self-examination which 
the program presumably fosters. 

In summary it would appear that as 
a result of their experience companions 
tend to acquire more enlightened atti- 
tudes concerning the field of mental ill- 
ness, to become more self-accepting and 
more tolerant of others and to show a 
tendency toward increased self-aware- 
ness and self-examination. 

At present we are engaged in a further 
study of the effects of this program. We 
are employing a social values scale de- 
veloped by Dr. Bales at Harvard, a test 
of fluency of imagination evolved by Dr. 
Guilford at Southern California and a 
more sophisticated form of our device 
for measuring the moral life space of the 
individual in terms of power and virtue. 

The prime focus of our interest thus 
far has been upon the educational as- 
pects of this program as they influence 
the personality and character develop- 
ment of student participants. We have 
every reason to believe from direct ob- 
servation and from the accounts sub- 
mitted by companions themselves that 
this singular relationship may have pro- 
found and meaningful importance to the 
individual and constitute a kind of “non- 
intellective” education of genuine im- 
portance. By “nonintellective” we imply 
that the gains acquired by the com- 
panion are not primarily the acquisition 
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of facts or information. They appear to 
be related to an enlarged imagination 
concerning the human predicament and 
a sense of being of immediate and direct 
importance to another human being. It 
is an unfortunate fact, well known to 
many counselors, that students in our 
colleges and universities are sometimes 
afflicted with a feeling of emotional dry- 
ness and given to perceiving their lives 
as being ritualistic and barren. Most sig- 
nificant attainments are reserved for later 
decades of life. It appears to us that the 
Companion Program presents the oppor- 
tunity for a younger person to be of 
direct and vital significance to another, 
It offers an avenue for the expression of 
those resources of untapped altruism 
which makes possible a beneficial matur- 
ing of the personality. 
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TRAINING OF VOLUNTEERS IN THE FIELD : 
OF MENTAL RETARDATION—AN EXPERIMENT" 


LEON CYTRYN, M.D.,] and AUDREY UIHLEIN, B.A. 


An experimental project using adolescent volunteers in an institution for the 
mentally retarded was carried out for eight months. The problems inherent 
in such a volunteer project are discussed in detail. Our findings are encourag- 
ing and might point the way to alleviate the shortage of personnel in the 


field of mental retardation. 


HE SHORTAGE OF trained personnel 

in the field of mental retardation is 
well known and recently received added 
publicity through the Report of the 
President's Panel on Mental Retarda- 
tion.t The existing training facilities are 
very inadequate. Moreover, the field of 
mental retardation fails to attract stu- 
dents of superior intellectual quality. 

There are a number of reasons for 
this sad state of affairs. It suffices here to 
mention the lack of a financial incentive 
(in contrast to the situation in other 
countries) and the failure to expose top 
students in high schools and colleges to 
the field of mental retardation and to 
present it to them as an intellectual and 
moral challenge. 


The proposal of the President’s Panel 
on Mental Retardation to fill the gap in 
the ranks of the specialists in mental re- 
tardation by using a voluntary Domestic 
Peace Corps aims at tapping the im- 
mense reservoir of intellectual and moral 
potential of our young people on the 
threshold of their career. 

This paper will describe a Domestic 
Peace Corps experiment designed to ex- 
plore the following questions: 

1) Can bright young people on the 
high school and college level be used 
successfully under supervision in help- 
ing to provide personalized care for 
mentally retarded children and adoles- 
cents? 

2) Can the same people be induced 


* Presented at the 1964 Annual Meeting of the American Orthopsychiatric Association in 


Chicago, Illinois. 


+ Department of Psychiatry, Children's Hospital, and George Washington University 


Medical School, Washington, D.C. 


t Jewish Foundation for Retarded Children, Washington, D.C. 


493 


494 


or strengthened in their intentions to 
choose the field of special education as 
their life's career by a planned exposure 
and a first-hand contact with the men- 
tally retarded? > 

The authors are both active in a re- 
cently founded residential and day cen- 
ter for the mentally retarded in Wash- 
ington, D.C. We were struck by the fact 
that some children with behavioral dis- 
turbances almost reaching psychotic pro- 
portions improved greatly when assigned 
to individual child care workers with 
only modest professional and educa- 
tional backgrounds, who were aided by 
very brief supervision and guidance by 
one of the authors. 

Since our  personnel/child ratio, 
though probably higher than in most 
‘similar institutions, still falls short of our 
ideal requirements, it would be ex- 
tremely difficult to divert many members 
of our regular staff to intensive work 
with individual children without impair- 
ing the normal functioning of the Home. 
Our institution enjoys the wide support 
of a dedicated group of volunteers. They 
became the natural choice for providing 
individuals willing and able to work 
under supervision with our more dis- 
turbed children, who were badly in need 
of a one-to-one constructive relationship. 
Our choice of adolescents in high school 
and first year of college was dictated by 
our desire to explore the above men- 
tioned objectives of our study. 


METHOD AND SETTING 


Recruiting young people for the 
Project proved to be a fairly simple pro- 
cedure. We were able to reach a large 
Broup of teenagers and to interest many 
who had had no previous contact with 
the Home. News of the project spread by 
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word of mouth. In a short time many 
young people were expressing a desire 
to participate. 

Our selection of the seven group 
members was based on their intelligence, 
emotional stability, a high degree of 
motivation and their desire to learn to 
work with children. Since this was a 
pilot project with no preestablished ^ 
guide lines for selection, much was left 
up to the intuitive judgment of the 
authors. 

In selecting the children for the 
project, emphasis was placed upon their 
capacity to respond, potential for 
growth, and a likelihood to show im- 
provement during the relatively short 
time the project was to be in operation. 
The children ranged from five to eleven 
years of age. Their IQs ranged from 30 
to 85. 

An attempt was made to match the 
volunteers with the subjects by taking 
into consideration complementary per- 
sonality traits, e.g., an aggressive nine- 
year-old boy was paired with one of the 
older, more mature, male volunteers. A ? 
younger, rather shy, female volunteer 
was matched with a  five-year-old 
moderately retarded, extremely respon- 
sive child who related well to adults. 

Meetings were held once a week and 
lasted approximately an hour. The first 
few meetings were spent in general 
orientation which consisted of a presen- 
tation of goals, a description of the 
characteristics of retarded children and 
a general discussion of the overall nature 
of the program, including what volun- 
teers might expect by way of student 
behavior. At the next few meetings, case 
histories of the students were presented 
and assignments of individual children 
were made. The emotional, social, and 
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educational aspects of the diagnosis in 
each case were explored. The child's 
current progress in the classroom and 
every day living situations, including 
parent-child relationships, was discussed. 
At the remaining meetings the partici- 
pants discussed the problems they had 
encountered in their work with the chil- 
dren and pointed out gains the children 
had made. Theoretical issues were intro- 
duced only as they pertained to ques- 
tions raised. The project lasted for eight 
months. 

The volunteers were instructed to pro- 
vide recreational activities for the chil- 
dren. We encouraged short trips to local 
parks, zoos, short walks, etc. Our in- 
structions were kept flexible in order to 
encourage imaginative thinking on the 
part of the volunteers. The importance 
of combining a warm, accepting attitude 
with well defined limit setting was 
stressed. In some instances tutoring in 
specific areas, such as language develop- 
ment and reading, was recommended. 
The volunteers were to see the children 
at least once a week for a period of one 
to three hours. 


PROGRESS OF VOLUNTEERS 


Our group members started out with 
great enthusiasm and determination, but 
they lacked self-confidence and required 
very detailed instructions in the initial 
phase of our work. This picture changed 
gradually as time progressed. They be- 
came more realistic in their assessment 
of the children and able to handle them 
with greater competence. As their self- 
confidence increased, the reliance on our 
guidance gradually was reduced and re- 
placed by imaginative, creative thinking 
in planning the children’s activities. 
More self-reliance resulted in greater 
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frankness in our group discussions, bet- 
ter acceptance of their fellow volunteers 
and increased interest in children not 
entrusted to their care. There was grow- 
ing awareness of the dynamics deter- 
mining the behavior of the individual 
children. This awareness led to better 
understanding of the children’s parents 
and their often erratic behavior and un- 
reasonable attitudes. 

Of the seven volunteers, three showed 
great improvement, two showed moder- 
ate improvement, and two did not sig- 
nificantly improve. This evaluation re- 
fllects the joint judgment of the authors 
based on three criteria: motivation, self- 
reliance and ability to handle the chil- 
dren. Need for more stringent and ob- 
jective evaluation methods in the future 
is obvious. 

As many as five out of the total num- 
ber of seven volunteers became deter- 
mined to choose a career in work with 
the mentally retarded or in a related field. 
Their criticism of the program centered 
mostly on the need for a more thorough 
theoretical preparation, especially in the 
initial phase of the study. 


EVALUATION OF PUPIL PROGRESS 


Evaluation of pupil progress was 
based on reports from the teachers, the 
child care staff, the recreational staff and 
on observations by the authors. Em- 
phasis was placed on indications of 
growth in personal and social develop- 
ment, in adjustment to the Home and 
its routines, improvement in inter- 
personal relationships and evidence of 
intellectual growth. 

B. a 10-year-old moderately retarded boy 
(IQ, 51), was shy, afraid of his peers, dis- 


ruptive in the classroom, and presented a 
serious management problem when out in 


496 


public. At the end of the project, he had made 
outstanding gains in all areas. He appeared to 
be more interested in his personal appearance. 
His speech improved greatly. He also began 
to express his emotions verbally and to react 
appropriately to most situations. There was a 
growing awareness of the other children and 
their needs, In the classroom he was able to 
take direction and to assume some small re- 
sponsibilities. At home he displayed more af- 
fection toward his mother and became easier 
for her to manage. 

M. is an 8-year-old, severely retarded boy 
(IQ below 30). When first admitted he was 
an extremely fearful, hyperactive child, who 
showed little response to people in his environ- 
ment and to classroom routine. The volunteer 
who worked with M. had chosen him because 
he felt that he could "reach him." Despite his 
heroic efforts, there was no change in any 
area of functioning. Speech was not affected 
at all. 

B. an attractive, moderately retarded (IQ, 
57) five-year-old, brain damaged child, pre- 
sented a different problem. She was very re- 
sponsive, but delayed speech and language 
development had hampered her progress in 
the classroom. The volunteer attempted to 
provide new experiences that would incor- 
porate meaningful speech and also broaden 
her experiences in order to build up her 
vocabulary. At the end of the project, the 
staff noted a definite improvement in this area. 
Echolalia had disappeared and B. seemed less 
frustrated when confronted with new situ- 
ations. 

„D. was a moderately retarded (IQ, 63) boy 
eight and a half years old with a diagnosis of 
severe emotional disturbance dating back to 
the age of three. He presented more of a 
challenge, He had entered the Home as a 
frightened child who viewed himself as bad 
and very inadequate and the world as a 
threatening place. He had a tendency to lose 
contact with reality, was hyperactive and used 
peed speech. 

e volunteer’s accepting friendly attitude 
toward the boy permitted him to ptus her 
às someone he could confide in. At the end 
of the project D's progress was considerable. 

classroom, he was able to concentrate 
for periods as long as one and a half hours. 
He was able to tolerate his mistakes and 
Use them constructively rather than regard 
them as proof of inadequacy. His general re- 
sponse to his environment was socially more 
acceptable and he was beginning to cope with 


his emoti i i 
nes ons without being overwhelmed by 
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The parents, too, noticed a great change in 
D. during this period, particularly in his 
ability to communicate with them and to ex- 
press some of his fears and anxieties about 
events that had occurred in the distant past. 
Apparently, for the first time they began to 
enjoy him at home. 

D. an eight-year-old brain damaged boy 
with a serious emotional maladjustment (IQ, 
85) had been placed in a residential school 
when he was four. During the next four years, 
he was transferred to two other institutions, 
Home visits were very infrequent and the 
parents were only superficially involved with 
him. At the beginning of the project he was 
an unhappy, hyperactive child, unable to 
compete academically with his peers and de- 
structive and disturbing in the classroom. At 
the end of the project he was more relaxed 
and was reaching out to the people in his 
environment. He showed improvement in 
reading skills and in other classroom activities. 


As one can see from the above case 
histories, the program was not a uni- 
formly standardized one, but rather 
tailored to fit the particular needs of 
each child. The children who experi- 
enced most difficulty in their social ad- 
justment were helped to overcome their 
handicaps through a consistent, friendly 
relationship with someone exclusively 
available to them. This relationship was 
fostered through joint activities centered 
around home and play and the readiness 
on the part of the volunteer to respond 
to the child's verbal and non-verbal 
clues. The regularity of these contacts 
and the volunteers ability to set limits on 
the child's behavior were stabilizing 
factors helping to allay the child's 
anxiety. In some children unable to 
profit from class experience more em- 
phasis was placed on tutoring in various 
Special skills such as language develop- 
ment and reading. Some volunteers took 
the children on trips to the zoo, park, 
etc. All these activities of the volunteers 
supplemented and reinforced the work 
of the regular staff. Having a dependable 
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friend improved the children's self- 
image which in turn affected positively 
all their relationships and performance 
in the classrooms. 

The following table illustrates the 
overall progress of the children involved 
in our study: 
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some volunteers with their assigned 
patients. This became evident in their 
tendency to monopolize the child and 
in their often voiced fear that regular 
staff members or the.child's parents 
might spoil the good work they had 
done. 


TABLE 1 
Social Interpersonal Overall 

Name adjustment relationships Intellectual adjustment 
B.N. Much improved Much improved No change Much improved 
B.N. Much improved Much improved Much improved Much improved 
D.F. Mildly improved Much improved Much improved Much improved 
D.H Mildly improved Mildly improved Mildly improved Mildly improved 
M.G. No change No change No change No change 
T.B Mildly improved No change No change Mildly improved 
T.C Much improved Much improved Mildly improved Much improved 


Of problems encountered in the study, 
one of the most serious was the feeling 
of hopelessness and futility on the part 
of some of our volunteers when con- 
fronted with an extremely retarded child 
who showed very little or no progress 
and who was incapable of any response 
to the most heroic efforts. The authors 
were aware of these hazards and at- 
tempted to assign volunteers to moder- 
ately retarded children who had some 
capacity for progress. An exception 
was made in a case where an extremely 
retarded boy was included at the 
specific request of a participant. This 
proved to be a mistake and pointed to 
the need for a careful choice of patients. 
It also confirmed our belief in the desir- 
ability of using in similar programs only 
children who are capable of rewarding 
the volunteers by some progress, whether 
in interpersonal relationship, intellectual 
performance, or both. 

Another difficulty was an excessive, 
emotional involvement on the part of 


All this was at times complicated by a 
very real distrust of the volunteers on 
the part of the. children's parents and 
the members of the regular staff. The 
parents often resented strangers being 
able to get very close to their children 
while they failed in their own efforts to 
do so. The members of the regular staff, 
themselves understandably eager for 
supervision and professional recognition, 
resented all this attention showered on 
these “outsiders.” 

We managed to alleviate most of these 
problems by: (a) soft pedaling the zeal 
and monopolistic tendencies of our 
volunteers, (b) working with the parents 
through our social service department 
toward acceptance of our project and 
(c) helping the staff members under- 
stand that the volunteers were supple- 
menting their own efforts. In time most 
of the participating children improved. 
This fact more than anything else gained 
our volunteers the gratitude of the 
parents and respect of the staff. 
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These complications highlighted the 
need for more thorough spadework in 
similar programs by preparing staff 
members and parents well in advance 
for understanding and accepting the 
project and its participants: 

A serious difficulty was the volun- 
teers' occasional confusion in handling 
of the children. The very hyperactive, 
impulse-ridden patients caused the most 
anxiety. Very close supervision and 
guidance proved very necessary in these 
cases, and the children's need for a very 
firm and consistent discipline was 
stressed repeatedly, 


DISCUSSION 


Unlike Rioch and others ?, we did not 
intend to provide a complete training 
program designed to fully equip its par- 
ticipants to work as competent specialists 
in their field. Our primary aim was to 
expose these young people to a variety 
of problems in the field of mental re- 
tardation in the hope of attracting them 
to this or related educational fields of 
endeavor. Since the majority of the par- 
ticipants either became inspired by the 
program to choose special education as 
a career or turned their original tentative 
intentions to do so into firm commit- 
ments, we may consider our experiment 
successful in this regard, 

Our second objective was to over- 
come the shortage of personnel in our 
institution, to provide individualized at- 
tention and a personal relationship on a 
one-to-one basis and thus further the 
intellectual development and social ad- 
justment of the mentally retarded. It 
seemed doubtful at first whether the 
children could benefit substantially from 
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our program, considering its rather 
limited scope (one to two hours a week 
spent with each child) and the lack of 
experience of our volunteers. Contrary 
to our doubts, however, the progress of 
the children participating in our pro- 
gram was most gratifying. Most of them 
made important gains in several areas, 
above all in social adjustment and im- 
proved interpersonal relationships. 
Several of the children who had been 
initially withdrawn, very fearful, unco- 
operative and hyperactive, became well 
adjusted to the Home and School routine. 
and much easier to handle. Information 
on these gains was reported indepen- 
dently by teachers, child care workers 
and parents. 

Our experience taught us several 
things about the selection and prepara- 
tion of volunteers. The need for a 
Breater initial scrutiny, based on pro- 
longed individual screening, seemed im- 
perative. Persons with serious emo- 
tional difficulties should be excluded. 
This would help to insure a minimum of 
interference in our work—an important 
factor considering the brief time avail- 
able to supervise each volunteer. 

Finally, we would like to stress the 
need for a more theoretical preparation 
than was offered in our project. This 
would help to insure better understand- 
ing and handling of the patient's be- 
havior. Furthermore, it would contribute 
toward our most important goal, 
namely, to stimulate the intellectual 
Curiosity and interest of these young 
People so that they might be attracted 
to the field of mental retardation on à 
permanent basis. 
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SUMMARY : 


An experimental project using adoles- 
cent volunteers in an institution for 
mentally retarded children was carried 
out over an eight-month period. The 
seven participants were assigned to indi- 
vidual children and had contact with 
them at least once a week. They also met 
weekly in informal meetings with a 
psychologist and child psychiatrist. 
These meetings included some theo- 
retical discussions centering around 
mental retardation and child develop- 
ment and supervision of individual 
cases. 

The study confirmed the authors' 
original following assumptions: 

1) Adolescents on the high-school 
and college level can be used success- 
fully on a voluntary basis in institutions 
for the mentally retarded in helping to 
provide personalized care for individual 
children. 


499 


2) Gifted adolescents can be at- 
tracted to the field of mental retardation 
by a properly planned and supervised 
contact with mentally retarded children. 

Similar groups of adolescents through- 
out the country, working under super- 
vision of psychiatrists, pediatricians, 
psychologists, or educators could con- 
tribute significantly to the quality of care 
and realization of the existing potential 
of mentally retarded children. Over and 
beyond this objective the most important 
outcome of these efforts might be the at- 
traction of enthusiastic, capable young 
people to the ranks of specialists in 
mental retardation. 
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A 


Data are presented from the psychiatric evaluations of 263 children of “blue- 
collar" families divided into two groups according to the father’s occupational 
status, "skilled" or “unskilled.” These data are analyzed and compared with 
special reference to the clinical and social questions which are raised as the 


result of the differences between the two groups. 


N 1919 Freud ? called attention to the 
| implications of social class differences 
when he predicted that it would be more 
difficult to treat lower-class patients. He 
felt that they would be less willing to 
give up their illness to face the hard and 
unattractive life which awaits them when 
they recover. Forty years later Redlich 
and Hollingshead * demonstrated that 
among the adult population of New 
Haven, Connecticut, there was, in fact, 
a definite relationship between social 
class and mental illness. We have come 
to accept these results and their implica- 
tions, but the importance of class dif- 
ference among children may be less easy 
to accept. Equality among children is a 
sacred American ideal. The implication 
that differences do exist and that these 


differences might possibly influence our 
attitude toward various groups of chil- 
dren challenges this sacred heritage. 

In an attempt to explore the possibility 
that a relationship between social class 
and mental illness among children ac- 
tually might exist we decided to examine 
the data available from our clinical ex- 
perience at Children’s Psychiatric Hos- 
pital over the past several years. A pilot 
study of these data as reported by Har- 
rison, et al., found that there was indeed 
a distinct correlation between the father’s 
occupation and the particular kind of 
psychiatric diagnosis and dispositional 
recommendation that we made.* Most 
striking were the contrasts between the 
extreme ends of the social scale, for 
example, between the children of pro- 


—— — 
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fessional persons and those of unskilled 
laborers. There was, however, one find- 
ing that we had not anticipated regard- 
ing the children of the “blue-collar 
group." 

The “blue-collar group" was divided 
into two subgroups: children of skilled 
workers and those of unskilled workers. 
One might have expected that these two 
subgroups, being neighbors on the socio- 
economic scale and presumably sharing 
overlapping cultural factors, would have 
been highly similar in terms of psychiat- 
ric diagnosis. Such was not the case. 
Our curiosity about the basis for dif- 
ferential diagnosis within the “blue- 
collar group” led to a further investiga- 
tion and the attempted explanation to be 
described here. 


METHOD 

The records of 450 children evaluated 
at University of Michigan’s Children’s 
Psychiatric Hospital during the year July, 
1961-July, 1962, were examined. Using 
the father’s occupation as the indicator 
of social class,7 263 of these children 
were assigned to the “blue-collar group.” 
The “blue-collar group” was then further 
broken down into the categories of “un- 
skilled” and “skilled.” The “unskilled” 
group was defined as those who were 
employed for tasks involving either no 
training or a very small amount of train- 
ing, e.g., janitor or assembly line worker. 
The “skilled” category was defined as 
consisting of those who were employed 
in a manual activity which required train- 
ing and experience, e.g., machinist, self- 
employed small farmer. 

One hundred forty-eight children fell 
into the “unskilled” group, and the re- 
maining 115 into the “skilled” group. 
These two groups were matched for 


relevant variables (FIGURE 1). Code 
sheets which had been filled out by psy- 
chiatrists and social workers at the time 
of the children’s evaluation were then 
used. These forms were employed to 
compare the two groups in terms of diag- 
nosis, symptomatology and historical 
data. Symptoms were assigned to the 
categories of “benign” or “malignant” as 
indicated in FIGURE 3 and 4. Assign- 
ments were based on our observation of 
the attitudes toward these symptoms 
prevalent among the mental health 
workers at our clinic. It is our impression 
that these attitudes are shared by many, 
if not all, clinics throughout the country. 


RESULTS 

The variables listed in FIGURE 1 (age, 
sex and the like) were found to be es- 
sentially constant in both groups. 

Differences emerged in the diagnostic 
evaluations of the two groups. (FIGURE 
2). Most notably personality disorders, 
including borderline psychoses, were 
diagnosed significantly more often in the 
children of the unskilled workers 
(x2—3.93, df=1, p<.05). Furthermore 
there appeared to be a grouping of the 
symptoms indicated by psychiatrists. 
These symptoms, although not statistic- 
ally significant by themselves, suggested 
a trend when viewed together. Overt 
hostility, impulsivity, paranoid reactions, 
affective disturbance and withdrawal 
were seen to be more characteristic of 
the “unskilled” group. Anxiety, obses- 
sive compulsive behavior and somatic 
complaints were seen to be more char- 
acteristic of the “skilled” (FIGURES 3 
and 4). 

Children in the “unskilled” group 
were characterized by the evaluators as 
coming from “unstable, conflict-ridden 
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3-4 30 34 
WORKING MOTHER 
(PAST OR PRESENT) 34 30 
PHYSICAL HEALTH ALWAYS GOOD 53 55 
FiGURE 1 


homes,” in contrast to those of the 
“skilled” group (x?=10.29, df—1, 
p«.005) (FIGURE 6). 

A comparison of the history of the 
Broups pointed up the following factors. 
Although the families of both groups 
rated their children alike with respect to 
adjustment at home, they reported a 
marked difference in the children's ad- 
justment to the "academic" standards 
of the school. The upper end of the rat- 
ing scale (doing very well at School) was 
weighted by the “skilled” group 
(x?—5.45, df—1, P<.02) and the low- 
est (doing very poorly at school, failing 
grades) by the “unskilled” (x°=4.57, 
df=1, p<.05) (FIGURE 7), 

In fact, general school maladjustment 


more frequently was considered the 
primary reason for referral to the clinic 
in the unskilled group (x?—5.90, df—1, 
P<.025). Home maladjustment was the 
chief complaint just as often in both 
groups (FIGURE 5), Finally, it was 
found that there was a significantly 
longer delay in referral of the “unskilled” 
group to the clinic from the time that 
their problems first became apparent 
(x2—6.70, df=1, p<.01) (FIGURE 5). 
DISCUSSION 

How are we to account for the dif- 
ferences between the children of “un- 
skilled” and children of “skilled” 
workers? One explanation may lie within 


the heterogeneity of the blue collar group 
itself. 
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In our complex and changing social 
system traditional class distinctions have 
become more difficult to identify and 
follow. Blue-collar workers no longer 
can be considered a homogeneous group. 
Redlich and Hollingshead,‘ in their de- 
velopment of an index which employs a 
five-point social scale were able to place 
the “unskilled” workers in one category 
without much difficulty. But they found 
that “skilled” workers spanned at least 
two positions on the social scale and 
were much harder to define according to 
education and residential area, Thus, the 
traditional blue-collar classification has 
become blurred, with the skilled worker 
absorbed into the other classes, Perhaps 
the change leaves the unskilled worker 

even more isolated from the main stream 
of American life, 


Although the isolation of the "un- 
Skilled" might account for differences 
within their offspring, we have yet to 
speculate about the nature and direction 
of these differences. Should we conclude 
that weaker egos and lessened ability to 
check impulses (the Significance often 
assigned to the diagnosis of personality 
disturbances and Psychoses) actually 
exist in the “unskilled” group? If so, why 
should there be a correlation with the 
father’s work skill? 

Knowing the influence of such factors 
as loss or absence of primary parental 
figures, we look naturally to the home 
environment for clues in the develop- 
ment of disturbed object relationships. 
It often is assumed that the lower the 
Socioeconomic position, the more fre- 
quent is disruption of the family unit by 
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HISTORICAL DATA 


PERCENT 
(o) l0 @0 30 40 50 
paco qp T NL — J 
WM 


REFERRED BY VT ¢ 


Yds, 


REFERRED BY TEACHER 


PRIMARY REASON FOR REFERRAL 
a, HOME MALADJUSTMENT LL. zm 


b. SCHOOL MALADJUSTMENT COMM Ll Ld 


— 


LESS THAN 2 YEARS DURATION 


Z UNSKILLED (N=148) E] SKILLED (N=115) 


FIGURE 5 


HISTORICAL DATA (cont.) 


PERCENT 
o 10 20 30 40 50 
E S a E a aE 


EARLY EATING PROBLEMS -— 


EARLY SLEEPING PROBLEMS LLLA 


UA 


SEPARATION FROM PARENT(S) rr 


UNSTABLE, CONF LCT- MMMM 
RIDDEN HOME 


UNSKILLED (N=148) E] SKILLED (N=115) 


FIGURE 6 


506 


SOCIAL CLASS AND MENTAL ILLNESS IN CHILDREN ' 


HISTORICAL DATA (cont.) 


DOING WELL AT HOME 


DOING WELL AT SCHOOL 
(ACADEMICALLY ) 


DOING POORLY AT SCHOOL 


PERCENT 


10 20 30 


o 
A 


A 


WM 


UNSKILLED (N=148) 
SKILLED (N=115) 


FIGURE 7 


desertion, divorce or a generally incon- 
stant makeup. Yet a similar, large major- 
ity of children in both of our groups were 
living with both parents at the time of 
evaluation. In fact, separation from 
parent or parents due to all causes in- 
cluding divorce was noted slightly more 
frequently in the upper, or “skille: d 
group than in the lower Broup (FIGURE 
4). On the other hand, in spite of the 
apparent intactness of the family units, 
the evaluators rated almost one-half of 
the “unskilled” homes as unstable and 
conflict-ridden (twice as many as in the 
"skilled" group). The subjective nature 
of this evaluation should be noted. The 
similarity of sleeping and eating prob- 
lems also would seem to be inconsistent 
with psychopathological development of 
the children of the “unskilled” group. 


What then accounts for our tendency 
to diagnose "acting out" disorders more 
often in the unskilled group? This ques- 
tion has implications, not only in terms 
of favorability of prognosis, but also in 
shaping future attitudes of the commu- 
nity and the kinds of help these children 
will be offered. 

We must keep in mind that the assess- 
ment of ego strength is partially subjec- 
tive, depending upon the examiner as 
well as the patient. Is it possible that 
those of us who appraise behavior as 
normal or abnormal unwittingly view the 
“unskilled” differently because of our 
Own values? Perhaps what is described 
as withdrawal, paranoid thinking, hos- 
tility and impulsivity is Partially the re- 
action of a child who is uncomfortable in 
our office. He is in a totally foreign set- 
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ting equipped with unfamiliar objects 
such as desks and soft chairs, in which 
he is expected to "talk" about his prob- 
lems or to express himself through toys 
and games with which he also is un- 
familiar because of his background. It 
has been postulated that lower-class in- 
dividuals have fewer alternatives avail- 
able to them in adjusting to stressful 
situations.! There may indeed be cul- 
tural differences in the way in which 
reality is handled that do not reflect 
analogous degrees of individual pathol- 
ogy. A psychological distinction, for 
example, must be made between a child’s 
ego weakness and feelings of social in- 
feriority, since in either case he might 
use projection and denial of his inade- 
quacy. 

The discomfort of the “unskilled” in 
the psychiatric setting would seem to 
have its counterpart in the school, where 
all children must meet the standards of 
the prevailing middle-class culture. It is 
not surprising then that problems center- 
ing around maladjustment in school were 
given as the primary reason for psychi- 
atric referral 50 per cent more frequently 
in the “unskilled” group. 

In addition to standards of behavior 
children react to the academic process 
itself in various ways. We might pre- 
sume from the studies of several au- 
thors * 5 8 that the lower-class children 
hear encouragement from their parents, 
who earnestly express a desire for their 
children to have the education they 
missed and who are said to be more con- 
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cerned about their children doing well in 
school than middle-class parents.5 They 
consistently express the hope their chil- 
dren will finish high school to get good 
jobs, or even to go on to be professional 
persons (paradoxically, perhaps, often a 
doctor or a teacher). Yet our findings in- 
dicate a sharp difference in scholastic 
performance between the children of the 
“skilled” and those of the “unskilled.” 
Twice as many of the "skilled" group are 
considered to be performing “well” or 
"very well academically. Twice as many 
of the unskilled perform “very poorly or 
are failing” (FIGURE 7). The discrep- 
ancy between the degree of presumed 
parental encouragement and actual per- 
formance may partly result from uncon- 
scious parental conflict. A father may 
claim to want his son to rise above his 
surroundings and have a better future 
than he, but is it really natural for a 
father to wish his son to succeed where 
he has failed, to surpass him as a man, 
when he himself is insecure in his occu- 
pational role, one aspect of manliness? 
It has been noted that lower-class fami- 
lies place great emphasis on masculinity. 
Physical force is commonly used by the 
fathers, and “toughness” is stressed. In- 
trospection (the opposite of impulsive 
action), learning and discussion of feel- 
ings and issues may be considered to be 
weak and unmasculine and may produce 
tension which cannot be tolerated. In 
any event, it is probable that educational 
ambition is a source of inner conflict for 
both father and son.* 


* ible lanation for the discrepancy between the school achievement in 
Te. e: pis P RES and the professed expectations of their parents may lie in the 
difference between the expressed attitudes of lower-class parents and their actual expectations 
for the future. Although these parents may echo current standards about how they would like 
their children to succeed in school, they may in fact not believe it possible and convey this 
by subtle cues to the child. The pessimism is confirmed by the child's observations and imita- 
tions of parental social patterns which are incompatible with success in the middle-class school 


setting. 
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And yet despite the greater difficulty 
of the “unskilled” in making a good 
school adjustment, a considerably longer 
time elapses before professional help is 
requested for them. (Twice as many 
"unskilled" as “skilled” were seen as hav- 
ing problems two years or longer prior 
to referral.) It may indicate that difficul- 
ties actually are identified by the teacher, 
or family or both, but early intervention 
is less likely to occur with children of 
the lower group. Yet we generally as- 
sume that serious problems can be pre- 
vented by early identification and early 
application of corrective measures. This 
finding also may contribute to the fact 
that more "serious" diagnoses are made 
for the “unskilled” group when they 
finally reach the clinic. 

Tn conclusion, it would appear that the 
professionals of the community do view 
these two groups of children differently 
both in the psychiatric clinic and in the 
school. It may be that this actually re- 
flects some degree of psychological dif- 
ference acquired through life experience, 
Which becomes even more pronounced 
because of current social forces. Yet 
there may be factors in us, the commu- 


nity of professionals, which also must be 
considered. 


SUMMARY 


Two hundred sixty-three children of 
“blue-collar” families evaluated during a 
one-year period at Children’s Psychiatric 
Hospital were divided into two groups 
on the basis of their father’s Occupation, 
i.e., “skilled” or “unskilled.” Historic and 
Psychiatric data collected on these chil- 
dren were analyzed and compared. 

The “unskilled” group was seen as 
having a significantly higher incidence of 
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diagnosed personality and borderline 
states. School and home adjustment 
also were compared for the two groups, 
Although the home adjustment ratings 
were comparable within the two groups, 
the “unskilled” group was seen as pre- 
senting a significantly greater problem in 
school. Referrals for professional treat- 
ment nonetheless were found to be made 
relatively later for the “unskilled.” 

Speculations concerning the above 
findings were made with special atten- 
tion being given to the cultural implica- 
tions of social class. A suggestion was 
made that subjective factors such as un- 
witting social biases within the profes- 
sional community may be partly respon- 
sible for the differences in diagnosis 
characteristically assigned to the two 
groups, 
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A COMPARISON OF PSYCHOPATHOLOGY: 
ISRAELI CHILDREN FROM KIBBUTZ AND 
FROM URBAN SURROUNDINGS" 


MORDECAI KAFFMAN, M.D.+ 
Child Clinic of the Kibbutzim and Haifa Mental Health Clinic of the Workers Sick Fund 


The Kibbutz nontraditional system of upbringing has been carried out for 
about half a century without objective findings of specific pathogenicity at 
any age range. In the present study the author has investigated the compara- 
tive psychiatric diagnostic distribution, characteristics and intensity of emo- 
tional pathology in two groups of seriously disturbed Kibbutz and urban 


children referred for diagnosis and treatment at two outpatient child clinics. 


HILD-REARING PRACTICES in the Kib- 

butz constitute a unique social ex- 
periment. Detailed characteristics of 
child rearing in the Kibbutz have been 
well reported + è 3 so that only the bare 
outlines will be described. 

In the Kibbutz educational system the 
concomitant interaction of three emo- 
tional centers (the parents, the educators 
and the children’s group) constitutes a 
specific and strikingly distinctive char- 
acteristic when compared with any other 


* This paper was presented in part at th 
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family or institutional framework. A 
similar division of roles and tasks is 
found in no other society. Kibbutz chil- 
dren are brought up in houses physically 
separated from the parents’ houses and 
constituting a functionally independent 
unit. Each house provides quarters for a 
relatively small, homogeneous and stable 
peer group. The children’s group is a 
distinct cohesive unit and remains for 
the child a most important and early so- 
cial group experience second only to 
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family group interaction. Theoretically 
the children's group represents the adult's 
Kibbutz group, which actively transmits 
through appointed educators and nurses 
its communal values and educational 
goals to the children's interacting social 
group. Kibbutz children keep regular 
daily contact with both parents and see 
them in the parents’ room for about 
three hours in the interval between the 
parents’ return from work and the child's 
bedtime. In late evening the child is 
taken back to the children's house by 
his parents. Additional contacts for 
Shorter periods during the day occur 
when the parents' work schedule and the 
planned activities of the children’s 
group make them possible. The meta- 
pelet (nurse) and the teacher assume 
decisive roles in each group as care- 
takers, training and socializing agents. 
In the Kibbutz as in the traditional 
family situation the parent remains 
the most significant and stable object of 
emotional attachment for the child de- 
spite the important and manifold func- 
tions performed by nurses and educators. 
The parents are the only consistent ob- 
ject of emotional attachment belonging 
exclusively to the child. This is true de- 
spite the transfer to the metapelet in the 
Kibbutz of several basic tasks which are 
considered as parental functions in most 
western societies. The metapelet is not a 
single, permanent and consistent figure 
although maximal continuity and Tegu- 
larity are sought. There are trained 
nurses for each age group, and conse- 
quently the child is exposed to a succes- 
sion of nurses throughout the years. 
The difference in the quality and 
meaning of the child’s emotional tie to 
the metapelet and parent easily can be 
perceived and demonstrated in regular 


CHILDREN FROM KIBBUTZ AND FROM URBAN SETTINGS 


situations as well as in clinical material 
with disturbed children. At every 
level from the first half year of life the 
child happily separates from the meta 
pelet to join his parent. Usually we do 
not see obvious expressions of jealousy 
leading to disturbing behavior among. 
children of the group as a desire f 
monopoly of the metapelet. The child: 
seem to accept the established fact that 
the metapelet constitutes a shared pos- 
session of the group. On the other hand 
sibling rivalry in the Kibbutz family set 
ting follows the traditional pattern. , 

The different types of “western” par 
ental attitudes, including all the degrees” 
and varieties of normal and abnormal. 
parent-child relationship, can be found: 
in the Kibbutz family life. Kibbutz group. 
cohesiveness creates a direct and indirect: 
pressure on the “deviant parent" to con- 
form to Kibbutz principles and practices. 
of child care. However, it appears that 
the basic patterns of the family interac- 
tion are not significantly changed or 
modified by the Kibbutz society. In the 
Kibbutz we have found every possible 
variance of parental behavior from ac- 
cepting love to neglect and rejection, 
from encouragement of autonomy to 
control and dependency fostering, from 
adequate stimulation to understimula- 
tion or overstimulation, from adequate 
Protection to underprotection or over- 
protection, from consistent handling to: 
inconsistency and perplexity, from ade- 
quate frustration conditioning to poor 
frustration adjustment. Therefore it is 
clear that a stereotyped Kibbutz parent 
or parent-child relationship does not 
exist. In keeping with this conclusion it 
is unrealistic to anticipate the shaping 
of a single typical Kibbutz child person- 
ality or psychopathology. 
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The outside observer might be tempted 
to think that an increased incidence of 
separation anxiety reactions might be 
expected among Kibbutz children be- 
cause of the existence of separate chil- 
dren’s houses and the fact that the 
children’s night watch is the only adult 
present during the night hours. Sympto- 
matic manifestations of separation anx- 
iety, namely, anxiety associated with 
leaving one of the parents (usually the 
mother) and intense need to maintain a 
parent-child close physical proximity are 
by no means more frequent in the Kib- 
butz setting than in the traditional family 
situation. Separation in the vast majority 
of Kibbutz children is accomplished in a 
natural way and follows the normal pat- 
tern where the child remains happy and 
satisfied after the daily parent-child 
contact. 

No objective findings of emotional de- 
privation determined by the Kibbutz 
rearing practices have been found on 
close observation of hundreds of Kibbutz 
children. Kibbutz children do not appear 
to deviate from the “normal-abnormal 
range" of emotional development and 
behavior characteristics seen in unse- 
lected groups of children reared in the 
more familiar patterns of western cul- 
ture,* 5 


RESEARCH 


For several years we have been study- 
ing the incidence and characteristics of 
Psychopathology among Kibbutz chil- 
dren.*-* We have been particularly con- 
cerned with the determination of per- 
centage of emotional disturbances at 
different age levels, prevalent types of 
diagnostic categories, specific and non- 
specific pathogenic factors, dynamic fam- 


SII 


ily diagnosis in child emotional disturb- 
ances and comparative psychopathology 
of Kibbutz and urban children. 
Evaluation of mental health and path- 
ology of two social groups'based on dif- 
ferent value systems is necessarily diffi- 
cult. Any assessment of the quality and 
frequency of emotional disturbance 
among Kibbutz children must take into 
consideration the influence of numerous 
specific variables and differences in the 
social framework which do not allow di- 
rect comparison of the findings in rela- 
tion to other “control” groups. In general 
terms one should expect increased diag- 
nosis of overt emotional disturbances 
among Kibbutz children as compared to 
other Israeli groups of children. This has 
nothing to do with the real epidemiologi- 
cal rate of psychopathological disturb- 
ances which remains to be investigated 
for Kibbutz, and especially non-Kibbutz 
children. Presently the Kibbutz is much 
more sensitive and better prepared to 
deal with child emotional problems than 
any other Israeli social group or setting. 
Kibbutz mental health services for chil- 
dren are comprehensive; these include 
preventive, diagnostic and therapeutic 
activities. These services are accessible 
to every Kibbutz child. Family social 
status and economic position play no 
part here. Furthermore the existence of 
stable peer groups where children inter- 
act freely from birth onwards provides 
comparative criteria for parents, nurses 
and teachers. The extended, more ob- 
jective and closer observation of the in- 
fants and children allows for an earlier 
detection of deviations in behavior and 
performance of individuals in the group. 
Thus the continuous observation carried 
out by experienced nurses, the presence 
of comparative peer standards in the 
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groups and the easy availability of con- 
sultative professional services tend to 
produce a higher rate of total referrals 
of Kibbutz children with emotional 
disturbances. ` 

Taking into consideration the above 
factors and reservations, we have com- 
pared the characteristics of child psycho- 
pathology in two groups of Kibbutz and 
urban children referred for psychiatric 
examination and treatment at two out- 
patient child clinics. The data for this 
study were drawn from psychiatric inter- 
views with 300 families seen by the au- 
thor during the past two and a half years 
(1962-64) as a consultant child psychi- 
atrist at the Oranim Clinic of the Kib- 
butzim and Haifa Kupat Holim Mental 
Health Clinic. All the families were re- 
ferred because of a distressing child- 
centered emotional problem. 

The Kibbutz families came from more 
than 100 Kibbutzim scattered through- 
out the country. The referred Kibbutz 
children were considered seriously dis- 
turbed patients either because previous 
therapy had failed or because of the initi- 
ally severe symptomatology, which in 
the opinion of the trained nurse and spe- 
cial educators required psychiatric ad- 
vice. It should be stressed that the ma- 
jority of Kibbutz emotionally disturbed 
children are treated in their own Kib- 
butz and not referred to a clinic. Special 
educators or therapists who receive sys- 
tematic supervision at the Oranim Clinic 
help the child in his Kibbutz with his 
emotional conflict. The special therapist 
is in regular contact with the child and 
his significant environmental figures. It 
follows that most of the Kibbutz chil- 
dren and families which have been re- 
ferred to us at the Oranim Child Clinic 
represent an already selected sample of 
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more severe or chronic emotional path- 
ology. In the majority of the cases the 
clinician’s help usually was required 
after unsuccessful and prolonged thera- 
peutic trials. 

The urban children came from a more 
varied socioeconomic group. The fami- 
lies included unskilled workers with low 
income and poor sociocultural standards 
as well as lower middle class, white- 
collar workers and professionals. We at- 
tempted to evaluate the family social 
status in this group by the use of Hol- 
lingshead’s Index of Social Position. 
Soon we found that the indicators of so- 
cial status used in this Index cannot by 
any means be mechanically transferred 
to Israeli society. For the purpose of 
appraisal and comparison, however, the 
urban families of our clinical material 
could in general be evenly distributed 
through Classes III, IV and V. Even the 
families with a higher social status and 
good economic position in the urban 
sample lacked effective community serv- 
ices similar to those established in the 
Kibbutz in order to prevent, diagnose 
and treat the emotionally disturbed 
child. Consequently the urban group in- 
cluded more neglect although not neces- 
sarily more severe psychopathology than 
the Kibbutz group. The most outstanding 
common feature in both groups was the 
chronicity and seriousness of the emo- 
tional pathology. 

In our clinical material we have at- 
tempted to establish a comprehensive 
family diagnostic assessment by evaluat- 
ing the nature and severity of the child 
pathology, the significant parental atti- 
tudes, the focal areas of conflict and the 
assumed essential pattern of child-en- 
vironment interaction. The diagnostic 
procedure included analysis of data pre- 
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viously collected at the intake process 
and successive psychiatric family inter- 
views with the joint family group as well 
as with family subgroups and separate 
members of the family. It is important 
to emphasize that all the psychiatric di- 
agnostic interviews for both the Kibbutz 
and urban children were performed by 
the author so that uniform criteria of 
diagnostic evaluation could be fully as- 
sured. The methodological details have 
appeared in previous publications.® 1° 

The present paper gives a preliminary 
report on characteristics of child psycho- 
pathology in both groups, including 
analysis of differences by age, sex, diag- 
nostic distribution and severity of symp- 
toms. Additional data and evaluation of 
comparative family dysfunction, parental 
attitudes and detailed study of the di- 
verse diagnostic categories will be the 
subject of a subsequent paper. The scope 
of this paper does not permit the ap- 
praisal or qualification of the respective 
incidence of the diverse diagnostic en- 
tities among unselected samples of Kib- 
butz and urban children. 

In order to obtain two parallel groups 
focused on more or less pure emotional 
disorders of childhood we excluded from 
our study children in which “organicity” 
or mental deficiency was disclosed or 
suspected at the psychiatric examination 
or through the use of additional diag- 
nostic tests, 

The study is based on analysis of data 
of a total sample of 181 children (84 
Kibbutz and 97 non-Kibbutz children) 
which included all the “nonorganic” 
children and adolescents up to the age 
of 18 referred for psychiatric evaluation 
and treatment at the Kibbutz and Haifa 
Clinics from the beginning of 1962 dur- 
ing a period of two and a half years. The 
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original figure amounted to 300 chil- 
dren, but 119 were excluded either be- 
cause of organicity or because of “mixed” 
rearing, that is, partly in the Kibbutz and 
partly in a regular family setting. For 
this comparative study we included only 
children who were born and reared ex- 
clusively either in the Kibbutz or in the 
traditional family framework. 


FINDINGS 


TABLE 1 shows the comparative age 
distribution in both groups of emotion- 
ally disturbed children. We can observe 
a similar age group distribution except in 
the lower age range. Below the age of 
six years the urban group consisted of 
11 per cent of total referrals—nearly 
four times that of the comparative Kib- 
butz group, which constituted only three 
per cent of their referrals, We assume 
that the difference might be partly ex- 
plained by the efficient preventive, ad- 
visory and therapeutic services estab- 
lished for the preschool age in most of 


TABLE 1 


DISTRIBUTION OF 181 EMOTIONALLY Dis- 
TURBED KIBBUTZ AND URBAN CHILDREN BY 
AGE. AGE RANGE: 1 TO 18 YEARS 


Kibbutz Urban 
Children Children 
Group Age 

(years) N 9b N 96 
1-6 3 3 11 11 
6-12 42 50 43 44 
12-15 24 28 30 30 
15-18 15 18 13 13 


the Kibbutzim. An additional explana- 
tion seems to be the more than average 
good physical and emotional care of the 
Kibbutz child in early childhood as con- 
trasted with different degrees of under- 
stimulation and emotional deprivation 
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in the lower socioeconomic section of 
the Haifa group, which constituted about 
one-third of the urban group. It appears 
therefore that the Kibbutz setting pro- 
vides more adequate prevention and 
care for emotional troubles in early 
childhood than the urban community 
and thus minimizes the need for psy- 
chiatric advice and outside referral. In 
our clinical experience the majority of 
the Kibbutz preschool children referred 
for psychiatric diagnosis and therapy 
belonged to the “organic” diagnostic 
categories which have not been included 
in this study. 

From a diagnostic standpoint the pre- 
school group included the following 
categories: 


Kibbutz Children 
Diagnosis 
Primary behavior disorders 
Temporary anaclitic depression (after 
prolonged hospitalization because of 
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organic illness) 1 
Haifa Children 

Primary behavior disorders S. 

Neurotic traits 3 


Emotional and intellectual underdevelop- 
ment due to understimulation (socio- 
cultural backwardness) 2 

Early childhood autism 1 


The single enumeration of the diag- 
nostic distribution gives a fair idea of 
the more severe quality of the emotional 
problems of the urban children at the 
preschool age. 

A similar sex distribution (TABLE 
2) is seen when both groups are com- 
pared. There were more boys than girls 
in each of the two groups; the ratio was 
1.5:1 for the Kibbutz children and 1.2:1 
for the urban children. We observed for 
Kibbutz and non-Kibbutz children a 
clear-cut male preponderance before 
puberty (67 and 63 per cent respectively 
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under the age of 12). At the "teenage" 
range the proportion of girls increases 
considerably and matches gradually the 
male percentage of emotional disturb- 
ances. In the 12- through 18-year-old 
group the female percentage of psycho- 
pathology as contrasted with boys of the 
same age range was 46 per cent in the 
Kibbutz group and 53 per cent in the 
Haifa group. At the age range of 15-18 
the number of girls referred to us for 
psychiatric help exceeded slightly that 
of the boys. 

Until the beginning of adolescence the 
incidence of reported emotional pathol- 
ogy was higher in boys than in girls for 
each one of the different tabulated diag- 
nostic categories (primary behavior dis- 
orders, neurotic traits, psychoneurosis, 
psychosomatic conditions and the like) 
for both Kibbutz and non-Kibbutz chil- 
dren. However, we are certainly not 
convinced that the overt, clear-cut male 
prevalence of emotional pathology be- 
fore adolescence can be accepted as an 
incontrovertible fact. The analysis of the 
clinical data of female psychopathology 
after the age of 12 revealed that the emo- 
tional problems in the majority of the 
cases already were present at earliest 
ages but disregarded or neglected be- 
cause of their less distressing impact on 
the families and social environment. Be- 
yond any doubt obviously disrupting 
symptoms like aggressive and antisocial 
behavior, learning problems and enure- 
sis have a significantly higher incidence 
in boys than in girls. 

The diverse psychiatric diagnostic 
categories found in both groups of chil- 
dren (Tables 3 and 4) were compared 
with regard to general characteristics 
and intensity of emotional pathology. In 
order to establish a comparative criteria 
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TABLE 2 
DISTRIBUTION OF 181 EMOTIONALLY DISTURBED KIBBUTZ AND URBAN CHILDREN BY SEX 
Kibbutz Children Urban Children 

Boys Girls Boys L Girls 
Age (years) N 926 N % N % N % 
1-6 1 — 2 — 82072 3 27 
6-12 29 69 13 31 26 60 17 40 
12-15 14 58 10 42 15 50 15 50 
15-18 i 47 8 53 5 38 8 62 
Totals 51 61 33 39 54 55 43 45 

regarding the severity of the clinical pic- TABLE 4 


ture, all the present deviant symptoms, 
signs and behavior were evaluated and 
scored by the author so that an integra- 
tive assessment of intensity of pathology 
could be obtained for each child. At 
the end of the evaluation process a single 
three-point scale for the comprehensive 
scoring of the varied degrees of intensity 
of psychopathology was used. Final rat- 
ings included three categories: (1) mod- 
erate disturbance; (2) marked distur- 
bance and (3) severe disturbance. 

The overall comparison of severity of 
psychopathology (TABLE 5) demon- 
strated that although both Kibbutz and 
the urban children were very seriously 


TABLE 3 


DIAGNOSTIC DISTRIBUTION OF 84 SEVERELY 
DISTURBED KrzBBUTZ CHILDREN (EXCL. OR- 
GANIC CASES AND MENTAL DEFICIENCY). 
AGE RANGE: 1 TO 18 YEARS 


Diagnosis N % 
Primary behavior problems 20 24 
Neurotic traits 26 30 
Psychoneurotic disorders 26 30 
Personality trait disturbance 2 2 
Borderline psychosis 1 1 
Overt psychosis 5 6 
Bronchial asthma 3 he § 


Miscellaneous conditions 

* Four out of these five asthmatic children 
are included in other psychiatric diagnostic 
categories. 


DIAGNOSTIC DISTRIBUTION OF 97 EMOTION- 

ALLY DISTURBED URBAN CHILDREN (EXCL, 

ORGANIC CASES AND MENTAL DEFICIENCY) 
AGE RANGE: 3 TO 18 YEARS 


Diagnosis N % 
Primary behavior problems 22 23 
Neurotic traits 32 33 
Psychoneurotic disorders 22 23 
Personality trait disturbance 2 2 
Sociopathic personality 7 7 
Borderline psychosis 2 2 
Overt psychosis 6 6 
Bronchial asthma se 5 
Miscellaneous conditions 4 4 


* These five asthmatic children are in- 
cluded in other psychiatric diagnostic cate- 
gories, 


disturbed, Kibbutz children showed on 
an average a lesser degree of psycho- 
pathology. Cases of more severe pathol- 
ogy (category 3) included 47 per cent 
of the Kibbutz children, contrasted 
with 60 per cent of the non-Kibbutz 
children. In the majority of the different 
diagnostic entities psychopathology of 
the urban children was appraised as 
consistently more severe than that of 
Kibbutz children. This difference ap- 
pears to be even more significant when 
one considers the fact that the Kibbutz 
group constituted a more or less repre- 
sentative sample of the most distressing 
pathology to be seen in the Kibbutz 
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while the urban group was more selected 
and excluded some of the severely ill 
children who were referred directly for 
residential treatment. 

The inciderce of PBD was about the 
same in Kibbutz and the urban chil- 
dren (24 and 23 per cent, respectively). 


TABLE 5 


OVER-ALL ASSESSMENT OF SEVERITY OF 
PSYCHOPATHOLOGY IN 84 KiBBUTZ 
CHILDREN AND 97 URBAN 


CHILDREN 

Kibbutz Urban 

Children Children 
Degree of 
Severity N % N % 
1 Moderate 2 2 5 5 
2 Marked 42 50 33 34 
3 Severe 40 47 59 60 


The age distribution, sex, ratio and pre- 
vailing symptoms were similar for both 
groups. Among the most common re- 
ferral complaints we listed abnormal ag- 
gressiveness, fears, enuresis and learning 
problems. The percentage of severe 
cases (category 3) was slightly higher 
among the urban children (54 per cent 
of the group, than among Kibbutz chil- 
dren (35 per cent of the group). Girls 
in the urban group presented much more 
Severe disturbances than the Kibbutz 
girls with PBD but no definite conclusion 
can be drawn in view of the small sample. 

We consider it important to describe 
briefly a distinct Kibbutz clinical variety 
of PBD conditioned by the very special 
Kibbutz child group dynamics, 

It is not surprising that a powerful 
group feeling is steadily built up through 
the early and constant group experience 
of the child and the shared internaliza- 
tion of adults transmitted standards and 
values. The formation of a cohesive 
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group with internalized common values 
determines the crystallization of collec- 
tive features in child behavior and atti- 
tudes although it obviously does not 
exclude the parallel growth of individua- 
tion. Nevertheless individuation would 
be tolerated by the group as far as it 
conforms with the agreed group frame- 
work and standards. The group tends to 
react with marked hostility and rejection 
against the dissident child who excludes 
himself from the shared group life and 
shows antisocial characteristics affecting 
the continuity of group life. 

We have seen six cases of Kibbutz 
children (all boys ranging from 8 to 12 
years) showing the severe clinical pic- 
ture of what we have come to call the 
“outcast child.” In these instances a mu- 
tual antagonistic relationship between 
the child and his group is found with a 
circular reaction of self and group ex- 


clusion, The child lives and feels like an ~ 


outcast. He keeps himself apart from 
the rules, tasks and activities of the chil- 
dren’s community, which does not con- 
sider or accept him as being a regular 
member. He is not included in spon- 
taneously organized activities or games 
of the children. The outcast child does 
not attend school regularly and when 
present would be inattentive or disrup- 
tive. He actively seeks and succeeds in 
being expelled from the class. He does 
not conform to routines, gets up any 
time he likes, eats irregularly in isola- 
tion, refuses to work or go to the shower 
with the other children and wanders 
around in the Kibbutz for hours alone 
truanting without any clear purpose. He 
sometimes seeks the proximity of ani- 
mals, usually cows or dogs, as if they 
would become a substitute for the lost 
human contact. There is a marked arrest 
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in his emotional development. The child. 
has very poor self control and lacks 
capacity to tolerate frustration. He is 
unhappy and lonely yet he develops in- 
fantile compensatory ideas of grandeur 
and an unrealistic feeling of omnipo- 
tence. He would break all the rules and 
obstinately refuse to do anything unless 
it is on his terms. 

The outstanding clinical feature is the 
generalized social withdrawal and isola- 
tion of the child. He is a dissident, living 
apart not only from his group but away 
from any social involvement. There is no 
"gang" substitute or other social equiva- 
lent instead of the regular peer group. 
The relationship with parents and educa- 
tors is also characterized by emotional 
isolation along with defiance, antagonism 
and struggle for control. 

Tn all our cases we saw as the primary 
causal factor in determining the clinical 
syndrome of the “outcast child" a se- 
verely disturbed parent-child relationship 
although the disrupted relationship did 
not manifest itself as a unique or fixed 
pattern. There were two cases of severe 
parental rejection. We also found non- 
Tejective maternal overpermissiveness, 
overindulgence and inconsistency to- 
gether with paternal ineffectiveness. 
Prolonged intermittent absences of the 
father were clearly a pathogenic factor 
in one of the children. 

At the same time and for different 
reasons the children’s group and the edu- 
cational framework failed to serve as 
neutralizing object or corrective experi- 
ence for the children in conflict. In the 
six cases in which this condition was di- 
agnosed the children’s group setting 
became critically affected in its develop- 
ment by stress factors. The factors in- 
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cluded frequent change of nurses and 
teachers and above all the presence of 
an inadequate or disturbed educator. 
This educator usually was emotionally 
cold and rigid and unable to establish 
contact with the child beyond the in- 
structional tasks. A markedly strained 
relationship between parents and educa- 
tor developed with mutual blaming of 
each other as exclusively responsible for _ 
the serious troubles. 

Neglected cases of “outcast children” 
eventually might become structural, anti- 
social character problems. Incidentally 
we have found that current methods of 
treatment, including intensive child psy- 
chotherapy are not effective enough to 
improve things and to reintegrate the 
child in his group. Despite the child's 
aloofness and unhappiness he does not 
show genuine motivation for change or 
treatment. Actually he is so overwhelmed 
by the total group rejection and faces 
daily such a strained and hopeless real- 
istic situation that very little emotional 
incentive and involvement is to be found 
and can be mobilized for regular ther- 
apy. In our experience only a compre- 
hensive therapeutic program which cov- 
ers the total world of the child can be 
successful. The central core of our ap- 
proach consists of the appointment of a 
suitable youngster or special educator 
who accompanies the child several hours 
a day as a corrective object-relationship 
bridging gradually between the child and 
his social environment. Other important 
factors in the treatment program are 
group discussions with the children to 
obtain improved tolerance, acceptance 
and understanding of the dissident child. 
Naturally the parents and educators are 
included in the therapeutic plan. 
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OTHER DIAGNOSTIC 
CATEGORIES 

A similar frequency in the diagnostic 
category of neurotic traits in both Kib- 
butz and nof-Kibbutz children (about 
one-third of the total sample) was 
found. Clinical symptomatology in- 
cluded symptoms such as hyper- 
aggressiveness or inhibition of aggres- 
sion, phobic reactions, infantile fixation, 
emotional insecurity, stuttering and the 
like. 

Kibbutz children differed significantly 
in the diagnostic category of neurotic 
traits from non-Kibbutz children with 
regard to the sex ratio on one hand 
and the severity of the symptoms on 
the other hand. In the Kibbutz group 
there were more boys than girls(2.7:1); 
the urban group had more girls than 
boys(1.3:1). The Kibbutz children re- 
vealed much less severe symptomatic 
disturbance and less “acting-out” be- 
havior than non-Kibbutz children. Out 
of the total number of children with 
neurotic traits in each group 19 per cent 
of the Kibbutz children as contrasted 
with 59 per cent of non-Kibbutz children 
were included in category 3. This sig- 
nificant difference concerning the sever- 
ity of the clinical picture applies to both 
sexes but appears more outstandingly 
with regard to girls. Ten girls were in- 
cluded in the severe category; no single 
female case was disclosed in the parallel 
Kibbutz group. 

The author assumes that the milder 
pathology and the less disrupting effect 
of clinical symptoms in the case of 
Kibbutz girls with neurotic traits can ex- 
plain the decreased referral rate and the 
striking difference in the comparative 
SeX ratio. A proportion of these girls 
with neurotic traits inadequately treated 
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or untreated in their Kibbutz suddenly 
at adolescence might appear to have 
unexpected, serious neurotic conditions, 
This assumption seems to correlate with 
the sharp increase revealed in the post- 
pubertal incidence of psychoneurosis 
among Kibbutz girls. A definite female 
prevalence was found in both groups of 
Kibbutz and the urban neurotic young- 
sters. However, in the Kibbutz group the 
female percentage rose from 27 per cent 
of girls in the neurotic trait category to 
61 per cent in the neurotic category. On 
the other hand the female percentage in 
the urban group remained about the 
same for both diagnostic categories (56 
per cent of girls with neurotic traits; 63 
per cent with psychoneurosis) . 

The diagnosis of psychoneurosis was 
established in 26 per cent of the total 
number of disturbed children. A slightly 
but not significantly higher incidence of 
Psychoneurosis was observed in the 
Kibbutz group with a moderately higher 
percentage of severe cases (73 per cent 
in category 3 as compared with 55 per 
cent of non-Kibbutz children). It is 
the author's belief that the slight dif- 
ference is due to the marked concentra- 
tion of late referrals for Kibbutz neurotic 
girls. 

Clinically the neurotic children, Kib- 
butz and non-Kibbutz, presented a 
similar symptomatic picture: anxiety 
neurosis with phobic elements as the 
Most prevalent diagnostic type. Other 
clinical types, such as obsessive-com- 
pulsion neurosis, conversion or hys- 
terical neurosis and the like, appeared 
less frequently. Psychoneurotic anorexia 
nervosa was diagnosed in four Kibbutz 
and three non-Kibbutz adolescent girls. 
While generally speaking the clinical 
Picture of anorexia nervosa seems to be 
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alike for Kibbutz and non-Kibbutz girls 
regarding frequency, severity, sympto- 
matic characteristics and psychiatric 
diagnosis, there were distinctive specific 
features obviously determined by the 
different environmental framework of 
the children. We plan to discuss this in 
detail in a further publication. 

No significant difference was disclosed 
between Kibbutz and the urban chil- 
dren regarding the frequency, diagnostic 
distribution and severity of psychotic 
conditions. Out of 14 psychotic children 
there were six Kibbutz and eight non- 
Kibbutz children (seven and eight per 
cent respectively of each group). Schizo- 
phrenic process was the most prevalent 
psychotic condition (six cases). In the 
Kibbutz group we did not find a single 
case of pure psychogenic psychosis be- 
fore the age of 12. In all our cases of 
early childhood psychosis (except a 
young child in the urban group) we were 
able to disclose obvious antecedents and 
signs of organicity associated with the 
emotional factors. Nonorganic psychotic 
disorders were more prevalent in boys 
than in girls (11 boys and 3 girls). It 
seems that the female psychotic rate in- 
creases later than the female psycho- 
neurotic rate. The psychoneurotic female 
frequency matches the male rate at the 
age range of 12 to 14; the psychotic rate 
for females begins to rise only after the 
age of 17 to 18. 

No single case of psychopathic per- 
sonality was disclosed in the group of 
84 disturbed Kibbutz children analyzed 
in this study. On the other hand, of 97 
non-Kibbutz children, seven children 
(seven per cent) were found to have the 
unmistakable clinical picture of psycho- 
pathic personality. The total absence of 
Psychopathy in the Kibbutz group con- 


519 


stituted the most outstanding difference 
in the comparative findings of this study 
and provided concrete support to the 
current clinical impression !! of minimal 
incidence of psychopathic’ disturbances 
among Kibbutz born and reared chil- 
dren. The significant difference in the 
incidence of psychopathic disturbances 
appears to be determined by diverse 
factors, the most important of them be- 
ing the Kibbutz child's identification with 
the high adult and child group standards 
regarding adequate social behavior, 
mutual help and moral values. Anti- 
social behavior or antisocial ideals are 
consistently objected to and rejected by 
the Kibbutz social group. The smallness 
of the children's group and the inten- 
sified community care for the normal 
and the emotionally disturbed child fur- 
nish a closer control of antisocial be- 
havior than in the case of the urban 
overcrowded schools. Moreover there 
are no adult socially deprived groups in 
the Kibbutz and no practical possibility 
of "gang" involvement on the children's 
part. 

The psychosomatic diagnostic cate- 
gory was exclusively represented by 
asthmatic children referred to both 
clinics because of a symptomatic com- 
bination of asthma accompanied by 
varied evidences of emotional distur- 
bance. There were 10 asthmatic children, 
5 in each group (6 per cent of the Kib- 
butz group and 5 per cent of the urban 
group) which were included also in other 
diagnostic categories, particularly neu- 
rotic traits and psychoneurosis. No cor- 
relation was found between the severity 
of the asthmatic attacks and the degree 
of additional psychiatric disturbance. In 
five children the asthmatic condition was 
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extremely severe; the concomitant emo- 
tional problems appeared to be less 
marked. 

The most remarkable difference be- 
tween both groups of asthmatic children 
appeared in relation to sex distribution. 
All the five asthmatic Kibbutz children 
were boys; in the urban sample there 
were four girls and one boy. The size 
of the sample does not allow for the 
drawing of comparative conclusions, but 

: we should like to stress the impressive 
male preponderance of asthma among 
Kibbutz children as reflected not only in 
the present study but also in additional 
clinical material examined by us, Out of 
23 Kibbutz asthmatic children seen by 
us in the course of several years there 
were 20 boys and only three girls. It 
seems to us that this clear-cut male 


prevalence deserves special mention and 
further analysis, 


SUMMARY 


This paper reports the comparative 
findings and analysis of differences by 
age, sex, psychiatric diagnostic distribu- 
tion and severity of symptoms of 84 
Kibbutz and 97 non-Kibbutz seriously 
emotionally disturbed’ children. No 
Specific or prevalent “Kibbutz psycho- 
pathology" was disclosed. No Objective 
evidence was found to suggest that the 
Kibbutz system of upbringing could be 
considered pathogenetic at any age 
range. 

With the exception of Psychopathic 
disturbances, which do not appear in the 
Kibbutz group, there is a surprisingly 
similar distribution and percentage of 


CHILDREN FROM KIBBUTZ AND FROM URBAN SETTINGS 


diagnostic entities among Kibbutz and 
non-Kibbutz disturbed children. How- 
ever, distinct differences were revealed 
in the age and sex distribution and 
severity and clinical characteristics of the 
diverse diagnostic entities. Emotional 
pathology in the majority of the different 
diagnostic categories was evaluated as 
being consistently less severe among 
Kibbutz children than among urban chil- 
dren. 
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THERAPEUTICALLY ORIENTED TUTORING 
OF CHILDREN WITH PRIMARY 
NEUROTIC LEARNING INHIBITIONS* 
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Direct intervention in the learning process is often indicated in children with 
psychogenic learning inhibitions. Theoretical and practical issues in the choice 
of brief tutorial interventions within the context of psychotherapy, a collabora- 
tive program of tutoring and therapy, or therapeutic tutoring alone, are con- 


sidered. 


T PAPER WILL describe clinical as- 
pects of tutoring a selected group of 
children with psychogenic learning diffi- 
culties. These children are intellectually 
able elementary school boys with major 
learning difficulties in basic achievement 
skills. These difficulties usually have per- 
sisted since the beginning of school. The 
boys Jack any demonstrable neurological 
or physical defects which would account 
for their academic difficulties. Nor is 


there any evidence that inadequate edu- 
cational opportunities play a significant 
role in their symptom. Although the 
group is essentially monosymptomatic, a 
few boys have had enuresis and some 
have difficulties in peer relationships. 
Accident-proneness, clumsiness and hy- 
peractivity are frequently present. This 
group specifically excludes learning 
problems in the context of organicity, 
delinquency or major psychopathologies 
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in children; it has been designated as 
primary neurotic learning inhibitions in 
a previous publication.* 

Therapeutically oriented tutoring re- 
fers to psychoanalytically based remedial 
efforts directed toward the child's school 
inhibitions whether these lie in his basic 
academic skills (such as reading, spelling 
and arithmetic) or in content areas. With 
the exception of studies by Kunst * 5 
and Sosnoff * 7 literature on the dynamic 
aspects of tutoring children with psycho- 
genic learning problems is scant. Indeed, 
remedial tutoring or language training as 
exemplified in the work, for example, of 
Fernald * and of Gillingham and Still- 
man,' has been largely ignored by the 
psychoanalytically oriented clinician. 
Several reasons may account for this. 
Many of these children are referred for 
psychotherapy only after prolonged fail- 
ure to respond to conventional remedial 
tutoring. In these instances further tutor- 
ing seemed inappropriate. It often was 
felt that further efforts should be di- 
tected toward the nuclear psychological 
conflicts in the hope that the learning 
symptoms would abate when the core 
problems were resolved. Again, the lack 
of attention to complex motivational Sys- 
tems in traditional remedial tutoring 
made it unacceptable to some clinicians. 
Others disregarded tutoring because it 
ordinarily posited neurological and peda- 
gogical etiologies for the learning diffi- 
culty. Finally, the historical stress in 
psychoanalysis on unconscious id dy- 
namics worked apainst an appreciation 
of tutoring as it related to ego skills. 

More recently, several currents have 
combined to reawaken the clinician's in- 
terest in tutoring. Among these on the 
theoretical side, is the increasing empha- 
sis on ego psychology. On the practical 
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side, the clinician's alarm at the progres- 
sive disabling of the child with refractory 
learning difficulties and the lagging re- 
sponse of the learning symptom in some 
children even after a substantial period 
of psychotherapy combined to refocus 
interest on direct intervention in the 
learning area itself. 

There are three alternative arrange- 
ments through which the attack on the 
learning inhibition may be implemented: 
(1) through brief tutorial interventions 
in psychotherapy for the purpose of illu- 
minating the dynamics of the learning in- 
hibition; (2) through a collaborative 
program of tutoring and therapy, the 
tutor and therapist each nonetheless 
functioning separately with different 
techniques and in different areas, and 
(3) through therapeutic tutoring alone 
Which combines aspects of both the 
therapeutic and educational function, 
but retains as its primary emphasis the 
teaching approach. Each of these ar- 
rangements will be discussed in turn. 
While examples will be drawn largely 
from children with primary neurotic 
learning inhibitions, illustrations from 
other kinds of learning disabilities will 
be included as well since the considera- 
tions advanced here appear applicable to 
a broad range of children with psycho- 
genic learning problems. 

The therapist of a child with a neuro- 
tic learning inhibition has a virtually 
unique opportunity to reproduce in the 
treatment hour the referral symptom 
With all its associated affects and fan- 
tasies. He can do this, as he can in other 
types of cases, by encouraging the child 
to recall and explore the manifestations 
of his symptom in his daily living. This is 
a necessary first step but beyond it he can 
confront the child with a situation—the 
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accomplishment of a learning task in 
which the actual working of the symp- 
tom process with its conflictful elements 
becomes manifest. The primary aim of 
the introduction of learning material in 
this plan, then, is not to increase the 
child's skills but to further the therapist's 
understanding (and ultimately the child's 
understanding) of what lies behind his 
symptom. 

There are various significant aspects 
of the achievement situation that lend 
themselves to initial exploration: the 
child's attitudes toward the teacher, a 
common parental displacement; the 
child's relative success in particular aca- 
demic areas and how he accounts for 
this; the role allocation of this child in 
his family and the presence, as is often 
the case, of a sibling who succeeds very 
well in school. All can be investigated. 
Other important areas include the child’s 
views of his parents’ achievements, of 
their wishes for him and of their reac- 
tions to his school difficulty, as well as 
his conscious aspirations for himself. 
The clinician also will want to be alert to 
the child’s description of how the parents 
help him. One often can detect whether 
the parent subtly interferes with the 
learning process while stoutly maintain- 
ing the wish for the child to achieve. 
One child whose parents were distressed 
at his poor work in school reported that 
his parents continually tempted him to 
come down to the kitchen for something 
special to eat while he was trying to con- 
centrate on his homework in his room. 

The clinician then can approach the 
achievement effort proper, eliciting in 
detail the difficulties the child experi- 
ences in his school work. Does he end- 
lessly recopy the messy paper? Does he 
continually forget to get assignments? 
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Does he frequently lose his books on the 
bus? Finally, the therapist can actively 
introduce segments of school work into 
the therapy sessions that may clarify 
the learning inhibitions.- 

Arnold, a ten year old Jewish child of aver- 
age intelligence, would sometimes sit for hours 
struggling to write a composition and often 
end up in tears. During the Christmas holi- 
days, he and his therapist discussed aspects of 
Christ's crucifixion, including the fact, previ- 
ously unknown to Arnold, that Christ was a 
Jew. In a subsequent hour the therapist sug- 
gested that Arnold write a brief composition 
on this subject. He wrote two sentences and 
stopped. When the therapist sought associa- 
tions at this point, Arnold talked about win- 
ning fights which he started with his brother. 
When he won, his parents punished him but 
comforted his brother who displayed his 
"wounds." To Arnold writing had become 
suffused with hostile fantasies which he saw as 
jeopardizing dependent gratifications from his 
parents. In previous interviews Arnold had 
disclosed how his older sister had a perma- 
nent scar from being stuck with a pen by an- 
other child when she was little. Arnold was 
glad that he was left-handed since that meant 
the boy on his right was safe from being acci- 
dentally injured by Arnold's pen. 

Charlie, age 10, a fourth-grade youngster of 
superior intelligence, consistently had difficul- 
ties in spelling. The therapist introduced the 
“hard new word” to facilitate her understand- 
ing of his errors. In this technique a word 
beyond the child’s level is intentionally pre- 
sented to him on the assumption that affects 
which stimulate primitivization will be more 
clearly manifested in the child’s response. 
When asked to write medical hospital, Charlie 
wrote “medikill hopstable.” During the rest of 
the hour he was hyperactive as he associated 
to his own hospitalization and surgery. He 
recalled wanting to run away. Charlie’s spell- 
ing errors appeared to condense his wish to 
retaliate for what he perceived as a sadistic 
attack upon him (“I-kill”), together with his 
attempted denial through hyperactivity of the 
passive vulnerable position (“hops-table”). 
In other spelling errors as well, Charlie’s ac- 
tivity-passivity conflict was dominant. 


Certain conditions govern brief tu- 
torial interventions by the therapist. 
First, the child must be willing to dis- 
cuss and perform certain achievement 
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activities in the treatment hours. Initi- 
ally, many children deny any difficulties 
in school or refuse to consider the values 
of successful learning even as instru- 
mental to a vocational goal. As long as 
such denials persist, it is obviously ill- 
advised to exert pressure in this area. 
When some measure of therapeutic al- 
liance has been formed, however, the 
child often is able to permit such inter- 
ventions, Even at this point they must 
be balanced with continued attention to 
other issues troubling the child rather 
than constitute a relentless attack on the 
learning skills. 

At times, even though there is reason 
to believe that the child would not resist 
them, the therapist may himself be re- 
luctant to make these interventions, If 
the child's difficulty resides in German 
or new math or in some other area in 
which the therapist lacks knowledge, he 
may feel academically unprepared him- 
self. Experience has proved, however, 
that while a knowledge of subject matter 
is helpful, it is not absolutely necessary. 
The therapist, after all, is directing his 
attention to the invasion of neurotic dis- 
tortions and is not undertaking a system- 
atic educational Program. Another 
source of the therapist’s reluctance may 
arise from the feeling that his efforts 
constitute too direct an attack on the 
child’s defenses. As a consequence he 
may allow the child to avoid the learning 
area after he has made a mild inquiry. 
Yet the child will have to bear some 
anxiety for change to take place and 
Most therapists succeed in gauging the 
degree of stress the child can tolerate in 
therapy without undue Teaction. Con- 
siderations of timing, of the child’s 
strengths, of the gratification of achieve- 
ment in therapy, can serve to Tegulate 
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the use of this technique. The therapist 
often can make his interventions more 
acceptable to the child if he clarifies that 
they are not for the purpose of judging 
him but rather for understanding his 
difficulties better. 


COLLABORATIVE PROGRAM 


When the child’s learning skills are 
markedly retarded, major efforts must be 
devoted to tutoring as well as to therapy. 
The use of a separate tutor is the most 
common pattern in dealing with the two- 
fold needs of these children. The maxi- 
mal effectiveness of this arrangement is 
highly dependent on close collaboration 
of the tutor and therapist. Such collabo- 
ration demands a clear understanding of 
the division of functions between the 
professionals involved. Each must under- 
stand and respect the other’s role and 
activities, 

The role of the tutor. The tutor who 
has some grasp of dynamic theory is 
better equipped to collaborate with on- 
going therapy. Without it he will be less 
sensitive to the affects and associations 
that come into play in his work with the 
child, and less able to structure learning 
devices more strategically related to the 
areas of skill impairment and to the gov- 
erning neurotic conditions, For example, 
the tutor who understands that substrac- 
tion may be a difficult process for chil- 
dren who fear losing what little they 
have, is prepared to emphasize how the 
child is gaining rather than losing some- 
thing in the presentation of this concept. 
A simple modification in wording from, 
“Tf you had five blocks and gave me two, 
how many would you have?” to, “If I 
had five and gave you two, how many 
would I have left?” may make the differ- 
ence between success or failure. 
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Particularly in the early phases of tu- 
toring, the dynamically sophisticated tu- 
tor can appreciate cues from the child 
about the conditions he demands of the 
person from whom he will learn. Many 
children with learning problems regard 
the parent or the teacher as the “grudg- 
ing giver," and the tutor must take care 
to avoid this role. Donald, for example, 
reported that he never would ask his 
mother a question because he knew he 
would get a “long song and dance about 
not knowing the answer and why I 
should look it up myself." Another child 
with a severe spelling disability remarked 
crossly that he could spend a year search- 
ing for a word in the dictionary as the 
teacher wanted him to if he didn't know 
the first or second letter. The sensitive 
tutor can perceive the wisdom of sacrific- 
ing academic independence temporarily 
in the interest of helping the child to feel 
that tutoring does not consist wholly of 
demands being made on him, but that he 
also is being given something. The tutor, 
then, concentrates in educational areas, 
but determines his general approach, his 
specific techniques, and his pacing of the 
tutoring in the light of dynamic as well 
as educational considerations. 

The role of the therapist. The thera- 
pist deals with the interpersonal deter- 
minants and the specific affects underly- 
ing the learning inhibition, many of 
which have been mentioned above or de- 
scribed in detail elsewhere (Grunebaum, 
Hurwitz, Prentice and Sperry;?* Sperry, 
Staver, Reiner and Ulrich; Wallach, 
Ulrich and Grunebaum).? Through shar- 
ing in the tutor's observations of the 
child's learning performance, the thera- 
pist increases his understanding of the 
child's inhibition. When it seems advis- 
able to introduce information from the 
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tutoring sessions into the therapy hour, 
the therapist can solicit the child's asso- 
ciations to the specific difficulties that 
have been observed. If the dynamics of 
the inhibition remain unclear from the 
tutors observations, the therapist may 
introduce educational material into the 
therapy hour himself (as outlined above) 
in turn sharing with the tutor his own 
understanding of the factors that inhibit 
the child's academic performance. The 
tutor may then be able to devise tech- 
niques aimed at circumventing some of 
these factors. 

Collaborative issues. While offering 
many advantages, the separate role as- 
signment of tutor and therapist some- 
times poses a problem when the child is 
unable to differentiate appropriately the 
nature of the material to be brought to 
each person. Insofar as this failure of 
discrimination arises from simple con- 
fusion, it is necessary for the tutor and 
therapist to clarify each role for the child, 
verbally and by differentiated activities. 
It should be made clear to the child that 
the tutor and therapist are working 
jointly on the same problem and will 
communicate with each other about it, 
but that each uses different techniques to 
help and that each addresses himself to a 
different segment of the problem. 

Even though repeated attempts are 
made to define the relationship of these 
two roles to the child, the child may con- 
tinue to fail to make the discrimination. 
In these cases, the failure to differentiate 
these respective roles often serves a de- 
fensive purpose for the child. When both 
tutor and therapist understand this, a 
potential difficulty in collaboration is re- 
moved. It then becomes possible to re- 
focus on the child and his defenses and 
to manipulate the situation in such a way 
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as to minimize this pattern. An extreme 
instance of this is the child who strives 
to force both the tutor and therapist into 
opposite role assignments. If successful, 
these attempts enable the child to avoid 
becoming strongly committed to either 
function since the therapist attempts to 
avoid assuming the role of the tutor and 
vice versa. 

For example, Bernard brought his school 
work to the therapist and his troubles at home 
to the tutor. To combat this maneuver, both 
the therapist and tutor reversed their roles. 
When the child saw that he could not flee the 
situation, he accepted the roles of the tutor 
and therapist as they had been formerly de- 
fined to him. 

The phasing of tutoring and therapy 
also is important in facilitating discrimi- 
nation of roles by the child. They rarely 
should begin simultaneously. If tutoring 
has not yet been initiated, a period of 
therapy should precede it in order for the 
child to consolidate his relationship with 
the therapist. For the same reason, dur- 
ing the early phases of treatment, tutor- 
ing should not occur more frequently 
than therapy. 

Problems in collaboration also may 
occur when the therapist and tutor are 
unsure of the value of their own or each 
other's role. The therapist who is unable 
to share his case with anyone else may 
try to assume the tutoring role with the 
child as well despite the existence of the 
tutor, or he may assume too authorita- 
tive a role with the tutor to permit gen- 
uine collaboration to occur. The greater 
risk, however, is that the tutor will as- 
sume the functions of the therapist be- 
cause he accepts the prevailing attitude 
that the important work is done by the 
therapist who modifies basic personality 
components, rather than by the tutor 
who deals only with the less complex 
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and relatively superficial achievement 
skills. As this paper attempts to point 
out, however, the importance and sophis- 
tication of the tutor's function often is 
underestimated. The tutor plays an ex- 
tremely critical role in building ego skills 
and constructive sublimations for the 
child which enable him to cope with 
reality more effectively. Furthermore, 
the lesser estimate of tutoring usually 
does not correspond to the viewpoint of 
the parent or child, both of whom more 
readily can appreciate the pertinence of 
the tutor's efforts to the learning symp- 
toms than they can the therapist's. 
Differentiating activities of the tutor. 
While the tutor places his main focus on 
remedial efforts, the tutoring situation is 
bound to elicit highly charged material 
that cannot be wholly ignored. There are 
ways in which the dynamically sophisti- 
cated tutor can deal with this material, 
that still remain distinct from the ways 
in which it would be dealt with in ther- 
apy. Briefly, the tutor can channel this 
material in constructive ways with the 
child in terms of furthering ego-directed 
activities, clarifying repetitive maladap- 
tive patterns and differentiating conscious 
attitudes, In the presence of material 
conveying an unconscious attitude, the 
tutor must remain committed to support- 
ing ego-directed activities, referring the 
child's behavior back to the reality of 
the achievement process rather than 
stimulating further libidinal regression. 
Tommy lay on the floor between his tutor’s 
legs when being taught arithmetic. To ignore 
this behavior would have been to ignore some- 
thing important the child needed to communi- 
cate. To attempt to curb it authoritatively 
would have deprived the child of a condition 
he felt he needed for learning at the time. To 
have observed, for example, “You think if 


you were a girl that I would like you better,” 
would have been playing the therapist’s role 
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and would have reinforced the child's shift 
away from the achievement process. Instead, 
Tommy’s tutor commented, “It looks like you 
feel only one of us can be a man; but I can do 
arithmetic and I can show you how to do it 
too." 

Through such a clarification, the tutor 
refocused the child on the power inherent 
in the mastery of achievement skills. 

'The tutor also can help the child by 
clarifying repetitive maladaptive patterns 
that he observes in tutoring. For exam- 
ple, he may venture a comment such as, 
“You have a hard job to keep your eye 
on the plus or minus signs," or “You 
seem to have more trouble with little 
words you learned a long time ago." In 
such a way the child is made more aware 
of his method of failure. In instances 
where the need to fail is not too firmly 
established, this awareness may permit 
the child to change the method that leads 
to failure. 

Finally, the tutor can offer clarifica- 
tions that serve to differentiate the child's 
conscious attitudes towards learning. 
Rather than allowing the child to main- 
tain a generalized affective hate toward 
school work, the tutor may differentiate 
segments of the problem, clarifying to the 
child that he gets tired at reading a para- 
graph, or that he feels sleepy when learn- 
ing new words or that he becomes fearful 
at the prospect of moving to a new book. 
Such differentiations undo the secondary 
rejection of learning tasks that follow 
upon the primary neurotic inhibitions. 
Similarly, the tutor’s support of the 
child’s strengths through complimenting 
him on what he can achieve can some- 
times help to open him up at least par- 
tially to the learning task. The child often 
is so conditioned to expect failure that 
he has become completely unable to per- 
ceive his areas of competence. Receiving 
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unconditional praise for achieving a real- 
istic goal is a new experience that re- 
opens his eyes to what he can do. It is 
an educational truism that the child 
should be praised for what he can do, 
not criticized for what he cannot. For 
the child with the learning problem to 
hear an unqualified *Good!" instead of 
a subtly insulting "That's good, but . . .” 
is a real and enormously supporting 
experience. 
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Indications. In certain cases of learn- 
ing problems intervention through 
therapy is either impossible or inadvis- 
able. In these cases therapeutic tutoring 
is often indicated and proves an effective 
device. Children who are very resistant 
to insight therapy, for example, may 
permit only the kind of intervention in 
which tutoring remains the primary em- 
phasis. A similar situation obtains when 
parents are unwilling to agree to insight 
therapy for their child. Such cases 
usually require a long-term relationship 
and respond only gradually to thera- 
peutic tutoring with symptomatic im- 
provement. In other cases insight therapy 
may be contraindicated, as in the in- 
stance of a child clinging tenuously to 
some islands of ego functioning, In these 
borderline children, therapeutic tutoring 
tends to support reality contact through 
focus on important ego skills. Thera- 
peutic tutoring also can be considered at 
the other end of the scale, when the de- 
cline of learning functioning is essentially 
a transient or temporary reaction to de- 
velopmental crises or immediate life 
events. For such children major thera- 
peutic endeavors may not be indicated 
even if readily available. Instead the 
tutor may counter the phobic fantasy 
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successfully with reasonably quick alle- 
viation of the symptom. For example, 
one adolescent girl could not learn 
French because the teacher reminded her 
of her mother. The female tutor who 
presented a reality opposite to the fan- 
tasy was successful in facilitating this 
girl's learning. Finally, therapeutic tutor- 
ing may be indicated in some cases as 
an integrative educational experience 
following a course of psychotherapy 
that has resolved some of the underlying 
conflicts. In older children vocational 
planning may be substantially involved 
in therapeutic tutoring. The tutor may 
have to assess how much further im- 
provement in achievement functioning 
can be realistically expected as against 
how much the vocational goal may have 
to be shaped by the residual limitations 
of the learning symptom. 

Role prerequisites. 'The tutor whose 
role combines both therapeutic and edu- 
cational approaches must have a sound 
working knowledge of psychodynamics, 
particularly as they are concerned with 
the varieties of ego functioning. Within 
the framework of this knowledge his 
primary commitment should lie in the 
learning process rather than in the elicit- 

j ing of unconscious fantasy. Thus pre- 
pared, his role in the affective area 
involves acting on but usually not inter- 
preting to the child the psychodynamic 
material which the tutoring evokes. It is 
especially important for him to be well 
versed in traditional remedial methods. 
In addition, he should possess consider- 
able ingenuity in the innovation of other 
devices that combine educational prin- 
ciples with means of circumventing the 
child’s neurotic blocks. A clinical or 
school psychologist who has had some 
teaching experience pethaps most com- 
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monly combines the role prerequisites of 
the therapeutic tutor although other pro- 
fessionals clearly may be equally suitable 
in this role. 

The remedial process. A vital first 
step in therapeutic tutoring is the de- 
veloping of articulated goals for attack- 
ing a particular child’s learning prob- 
lems. Lack of such planning for remedial 
sessions often results in the stimulation 
of fantasy material and may lead to dis- 
affection in the child who anticipates a 
more structured session. As the tutor 
gains an understanding of the child’s 
neurotic system, he becomes able to 
select devices and contents that avoid 
symbolic representation of conflicts that 
the child has been unable to resolve. For 
example, for the child who fears his own 
destructive wishes, the tutor may wish to 
emphasize putting words together rather 
than breaking them into their parts. 

When tutoring is undertaken col- 
laboratively with a separate therapist, in- 
sight will not as a general rule be em- 
ployed by the tutor. However, when 
therapeutic tutoring alone is conducted, 
the decision may be more flexible. As 
therapeutic tutoring proceeds, some chil- 
dren will allow or will introduce actively 
material relating to the affective com- 
ponents of their learning problems. When 
it is felt that such a shift does not repre- 
sent an avoidance technique, the tutor 
may choose to deal with the material 
more directly, nonetheless maintaining 
his major focus on tutoring. Versatility 
becomes especially important for these 
children where prohibiting them this out- 
let would itself interfere with the rela- 
tionship to the tutor. 


With Joe, the tutor made it clear that his 
learning difficulty was the major concern and 
that worries about his family and how to get 
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along with them were subsidiary. During the 
first half of each hour the tutor focused ac- 
tively on learning tasks while jn the latter 
half he allowed Joe to introduce other con- 
cerns of his own accord. The tutor, however, 
always returned to school work at the be- 
ginning of each session and stressed its 
primacy regardless of the nature of the 
material that had emerged during the last part 
of the previous hour. 

In other cases, of course, therapeutic 
tutoring may involve a decidedly more 
fluid interplay of therapeutic and edu- 
cational emphasis within the tutoring 
session. 

Many cautions must be exercised in 
the therapeutic tutoring process. The 
therapeutic tutor in general avoids elicit- 
ing fantasy material directly. Although 
he may use this material when it arises 
spontaneously, he needs to be most care- 
ful to avoid eliciting fantasy through de- 
vices that stimulate primitivization (for 
example, having the child associate to 
the misspelled word) unless he is pre- 
pared to assume a therapeutic role. 
When the child's defensive structure is 
tampered with and little is done to help 
him deal with the emerging anxieties, he 
is left feeling powerless, frightened and 
angry. In time he may become phobic 
and resistant to the context in which 
these feelings occur, namely, the tutoring 
situation itself. Nevertheless, it is clear 
that transference reactions to the tutor 
as well as the inevitable emphasis on the 
school work are agents that produce 
primitivization. The therapeutic tutor 
has to decide in advance how he will 
deal with the primitive material that may 
be elicited. Sometimes he will interrupt 
the fantasies to offer reassurance and 
shift the child's focus to reality. A well- 
stocked game and toy cabinet can stand 
him in good stead on such occasions, as 
well as on occasions when the child com- 
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pletely resists the learning tasks. The 
tutors comfort in his ultimate goal and 
service to the child can guarantee his 
using games and toys when necessary 
without a sense of guilt..Needless to say, 
the contents of the cabinet should con- 
sist of well-structured, unambiguous 
play materials and not the evocative 
thematic materials that find their way 
into the therapist’s play supplies. 

However, in other situations it be- 
comes unmistakably clear that the primi- 
tive material cannot be deferred or 
avoided, but calls for active intervention. 
To abrogate dealing with the material at 
this point would leave the child feeling 
misunderstood and frustrated. 

Ken became increasingly angry towards his 
father as the tutoring proceeded, and finally 
he rolled on the floor and shouted that he 
would kill himself. The tutor commented 
directly: “I know when we work together it 
reminds you of your father and how angry 
you feel about Ris criticism of your school 
work. But you don't have to kill yourself. You 


haven't killed your father or me. Your angry 
feelings haven't hurt anyone." 


Clearly, the level of therapeutic inter- 
vention needs to be geared to the level 
of the material which the child produced. 
As a general principle, the child's feel- 
ings should be refocused on their rela- 
tionship to his school work. 


SUMMARY 

This paper describes methods of 
therapeutically oriented tutoring of chil- 
dren with primary neurotic learning 
inhibitions. Three alternative arrange- 
ments are considered: brief tutorial in- 
terventions within the context of psycho- 
therapy, a collaborative program of 
tutoring and therapy and therapeutic 
tutoring alone. Theoretical and practical 
considerations in the use of these 
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methods which vary in their therapeutic 
and educational emphasis are discussed 
and illustrated. Direct intervention in the 
learning area through these methods en- 
hances diagnostic understanding and 
allows both therapy and tutoring to be 
more strategically related to the fan- 
tasies sustaining the learning inhibition. 
While this paper is based largely on 
clinical studies of primary neurotic 
learning inhibitions, the methods appear 
generally applicable to a broad range of 
children with psychogenic learning prob- 
lems. 
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Marriage roles may be understood in terms of five functions: solidarity, 
sexuality, external relations, internal instrumentality and division of respon- 
sibility. Disturbed marriage roles may result in disturbed parent-child rela- 
tions within the same function. Many cases of child disorder, then, may be 
corrected by treating the role function of the parents’ marriage. 


TZ MAJORITY OF MEN and women 
everywhere court, mate or marry, Ie- 
produce and rear their young. This uni- 
versal form of human living together is 
but ill understood by social sciences. 
Significant regularities of the marital re- 
lationship have yielded but little to our 
inquiries. It is the implicit faith of be- 
havior analysts that the marriage rela- 
tionship is subject to description and 
explanation in terms of regular patterns. 
Yet 70 years of marriage research are 
behind us, and we have but a small 
ground of knowledge. My purpose here 
is to suggest that further advances must 
involve a shift in our methods and as- 
sumptions of inquiry. 


*Presented at 1964 Annual 
Chicago, Illinois. 


Social science has attempted to order 
marriage phenomena principally through 
the intra-psychic approach—by concen- 
tration on the dynamics of motivation. 
Given the history of psychological re- 
search, it was quite natural that investi- 
gators should have given heavy emphasis 
to the "personality" characteristics of 
spouses, and attempted to discern pat- 
terns by which men—impelled by cer- 
tain motives—would select wives who 
were in turn impelled by particular mo- 
tives of their own. A description of the 
meshing of these motives would thus 
(hopefully) account for attraction, court- 
ship, mating and its vicissitudes. Thus a 
man motivated strongly by a need for 
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succorance would be inexorably drawn 
to and satisfied by a woman highly moti- 
vated by nurturance. The failure of this 
approach has been documented else- 
where.? Most research has failed to show 
any consistent patterns by which one 
personality type is more likely to marry 
another particular personality type. Men 
and women do not mate by matched 
motives. 

Because this fact seems to violate com- 
mon sense, much effort has gone into 
devising methods of inquiry to reveal 
the hidden pattern. Some kinds of 
people must be drawn to other kinds of 
people. The fact remains, however, that 
personality descriptions based on motive 
or need (zonal or modal or categorical) 
do not predict significant phenomena of 
the normal marriage. 

When carefully examined, however, 
this result is perfectly intelligible. After 
all, “personality characteristics” or “mo- 
tives” are inferred from the existence of 
stable, persistent, ubiquitous response 
tendencies. By the use of such constructs 
We predict action in a situation by a his- 
tory of like reactions to a wide variety 
of other situations. Let me illustrate. A 
man comes to us, and we show him a 
series of ambiguous pictures, We hear 
stories told with frequent themes of 
competitiveness and success. A social 
history reveals job changes with a pat- 
tern of advancement. The psychiatrist 
notes an enthusiasm for tennis, and a 
certain quality of challenge in the emo- 
tional tone of the interview. We there- 
fore infer the existence of the motive 
achievement. But certainly we all have 
known such men for whom these needs 
are simply not discernible in their rela- 
tionships to their wives. It is reasonable 
then to assume that though ambiguous 


and open-ended inquiry may reveal some 
rather general motives, if we wish to pre- 
dict to a specific situation, we must use 
methods of inquiry which sample the 
stimuli of that situation. Rather than am- 
biguous stimuli, we need specific ones. 
Rather than use TAT pictures, we need 
to ask about marriage. 

Such considerations have led to the 
emergence of the role-theory approach 
to the study of marriage, wherein we 
assume that husbands and wives are 
moved to action by expectations and 
values which do not necessarily obtain in 
their lives as they occupy other social 
roles. Thus, “the role expectation . . . 
is itself also a motivational unit." 

When this approach is employed in 
research, one can generalize as follows: 
Courtship roles are different in pat- 
terns of needs and expectations than 
are marriage roles, but the greater the 
congruence between them, the greater 
the likelihood of marriage success. For 
marriage, modal role definitions exist, 
are sex-differentiated, and provided for 
by parental identifications. The hus- 
band's role is the more instrumental, the 
wife’s more concerned with emotional 
integration. Since the wife-role is the 
more accommodating, the husband’s pos- 
session of the modal instrumental capaci- 
ties is the most important determinant of 
marriage satisfaction for both spouses. 
Many marriages deviate from the mode, 
however, so that the most general state- 
ment is that marital satisfaction is a func- 
tion of the satisfactions of needs and/or 
expectations specific to husband and 
wife roles.* 

The persistent problem which has de- 
terred the specification of more detailed 
Tegularities has been the plethora of role 
expectations and behaviors. Literally 
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thousands of discrete units might be 
listed, and hundreds have been investi- 
gated. But this mass has been bewilder- 
ing; abstractions have been needed, in 
the form of dimensions—that is to say, 
measurable concepts which will describe 
marriage "space." Recently, I have pro- 
posed a tentative dimensional structure 
for marriage roles, based on the observed 
covariation of discrete units, revealed by 
the analytic technique of factor analysis.? 
Analysis "reduces" some 100 separate 
marriage behaviors to about 11 "'dimen- 
sions" for each sex. These dimensions 
clarify the way certain behaviors tend to 
occur together, give us a conception of 
structure and furnish guidance about 
what to measure. 

Simplifying the conceptual structure 
by which we understand marriage also 
allows a more practical grasp of the func- 
tions of marriage. When the several di- 
mensions are subjected to rational group- 
ing, five functional divisions emerge. 
Five is a more satisfactory number: one 
can maintain such a scheme in the mind. 
The five functional classes are: solidar- 
ity, sexuality, external relations, internal 
instrumentality and division of responsi- 
bility. Indeed, these may be seen as 
functional requirements not only for 
marriage, but for the total family unit. 
(Or, for that matter, for any social unit 
of whatever size—from a therapeutic 
dyad to a total civilization.) This is im- 
portant to bear in mind, because it will 
be argued below that the functions of one 
unit interpenetrate with that of another 
in a very particular way. But let us now 
turn to a detailed examination of the five 
functions. 

Any group which does not disintegrate 
must have elements of cohesiveness: 
thus, solidarity. The separate compo- 
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nents of this function have been labeled 
intimacy, social and emotional integra- 
tion, togetherness, understanding and 
companionship. A minimum of solidar- 
ity must be available for any viable 
group, obviously; the marriage without it 
has ceased to function. (Rather than di- 
vorce or separation, however, the total 
family has yet another alternative when 
spouses lose solidarity; but we shall re- 
turn to that below). 

The second function is that of sexual- 
ity. For the spouses the sexual is again 
one obvious area of function, Our cur- 
rent knowledge of infantile and child- 
hood sexuality also allows us to see that 
the regulation of sexual expression in 
children is also part of the family task. 

External relations, third on the list, 
refers to the negotiations carried on by 
the marriage and family with extra- 
familial individuals and institutions: the 
school, the butcher, friends, relations, 
the tax-collector. 

Next is internal instrumentality, the 
function of work-accomplishment within 
the household: house-work, yard-work, 
maintenance, cooking, budgeting, etc. 

The fifth function, division of respon- 
sibility, is of a different logical base, be- 
cause it refers to arrangements within 
the other four. Whether we are discussing 
the family or some other social group, 
the responsibility and authority for origi- 
nating, maintaining, and terminating any 
activity is differentially delegated to one 
or more members; this is the case also 
for the four primary functions of family 
life: solidarity, sexuality, external rela- 
tions and internal instrumentality. It is 
no longer feasible to maintain that “rel- 
ative influence” or “dominance” or 
“power” in the abstract are useful de- 
scriptions of marriage relationships. Divi- 
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sion of responsibility always occurs over 
something, not in toto. For instance, in 
the so-called "traditional" family ar- 
rangement, the husband has primary re- 
sponsibility in the areas of sexuality and 
external relations; the wife in solidarity. 
Responsibility is shared for various areas 
of internal instrumentality. In the *com- 
panionate" modern family responsibility 
may be more equally divided within all 
four areas and is flexibly shifted accord- 
ing to changing circumstances (illness; 
wife's employment; etc.). 

Now it is certainly true that any sys- 
tem of classification, empirical or ra- 
tional, results in the blurring of similari- 
ties and overlaps. For instance, in mature 
men sexual gratification is closely linked 
to the existence of adequate solidarity 
functioning in the marriage (such is not 
true for women, despite folklore.? In 
spite of these and other correlations 
among functional classifications, the use 
Of this scheme has resulted in certain 
Clarifications of marriage and family dy- 
namics, and has organized clinical ex- 
perience with disturbed families in a way 
which provides intriguing possibilities 
for further exploration, 

Two principal areas of inquiry will be 
discussed. The first has to do with the 
effects of marital discord on family life. 

Let us for the moment make a simple 
assumption: the situation which is op- 
timal for child development is that in 
which the parents provide an environ- 
ment which will allow for strengthening 
emergent tendencies in the child without 
over-challenging him. If these opportu- 
nities are not present in the environment, 
potentials may never develop, analogous 
to the non-imprinted ducklings who wan- 
der forever unsure of their specie. An 


example here might be the tragic failure 
of a parent to allow an infant to experi- 
ence a modicum of gratification-delay; 
tension-binding may be permanently im- 
paired. Other instances may be less seri- 
ous in consequence, as in children who 
are not allowed to develop motor skills 
as early as they might, but who do re- 
coup with only the inconvenience of 
greater effort and temporary awkward- 
ness. Certainly an environment which 
makes excessive demands on a child's 
nascent skills may be equally deleterious. 

Some years ago Anna Freud provided 
the profound observation that the reason 
Why a broken family is destructive for a 
child's development is less in the absence 
of a parental figure of identification than 
in the fact that the remaining parent will 
tend to cast the child into the absent 
parent's place. In such a case the child 
undoubtedly will be challenged too 
broadly, too early, too often. 

Let us examine this issue in more de- 
tail. Talcott Parsons, a pioneer in role- 
theory analysis of family functioning, 
has observed that in the normal mar- 
riage, the wife functions with "expres- 
Sive" primacy toward her husband pro- 
viding emotional, affectional and integra- 
tive elements) while the husband func- 
tions primarily in "instrumental" ways 
(technical, executive, judicial). But the 
husband-wife relation is a sub-system of 
the family collectivity, which involves 
the performance of many other roles, 
some of them Opposite. That is, the 
Woman as mother adopts instrumental 
primacy vis-a-vis her child, while the 
child in his role functions with expres- 
Sive primacy.7 

Thus we can see why a child’s being 
thrust into a “spouse” role by a single 
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parent might well involve a total revisal 
of role-demands upon the child, a situa- 
tion which is likely to be excessively 
demanding. 

What I wish to suggest here is that this 
situation may provide a paradigm for the 
deleterious effects upon children of a 
marriage in distress: (1) family func- 
tioning will and must continue; (2) 
someone must discharge the several 
functions; (3) if parents do not, children 
will, and (4) the over-challenge of in- 
appropriate role demands is deleterious 
for the child's emotional and social 
development. 

Now certainly it has long been as- 
sumed that marital conflict affects chil- 
dren adversely: "either parent may turn 
to a child for certain satisfactions not ob- 
tained from the partner;" and “the nor- 
mal course of development is impeded if 
children are forced to play various un- 
natural roles within the intrafamilial psy- 
chopathology."? These authors go on 
to say, however, that *it seems that 
marital discord itself does not produce 
any specific clinical picture." ° ?: *° In- 
deed, in discussing two pathological 
“roles” children may be forced to as- 
sume, pawn and confidant, various alter- 
nate psychopathological outcomes are 
discussed. Which is to say, as long as in- 
trapsychic models of pathology are the 
concepts under scrutiny, marital discord 
will not predict specifically, but rather 
only adumbrates a general misfortune. I 
believe it is accurate to say that Mahler 
and Rabinovitch represent the most care- 
ful thought in the area of a decade ago. 
More recently, however, even the hy- 
pothesis of general neuroticism in chil- 
dren, resulting from marital conflict, has 
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been seriously challenged. Two inde- 
pendent investigations have attempted 
correlations of marital discord with neu- 
roticism in the offspring, measuring 
both in general terms,‘ with validated 
questionnaires. No relationship was 
shown.*: 1° This finding violates clinical 
experience, clinical assumptions and 
“sood sense.” In the history of social 
science, such a state of affairs has 
usually resulted from the imprecise use 
of concepts in “common-sense” think- 
ing. We know that marital discord is bad 
for children, but I submit that we have 
not “known” where and how. Again we 
have attempted to interrelate variables 
from two separate levels of discourse: 
role-behavior and intrapsychic dynamics. 
Role discord may or may not produce 
intrapsychic conflict; it is much more 
reasonable to assume, however, that 
role discord in a family will ramify in 
its own field—role discord will produce 
other role discords. 

Clinical observations, focused by a 
functional classification of family life, 
support this view, and even further, am- 
plify it. It now appears that marital dys- 
function, within one of the five areas, 
clearly increases the likelihood of parent- 
and-child disturbance within that same 
area; it does not, however, foredoom the 
child to psychopathology. 


A brief case resume will illustrate these 
points. A forty-five-year-old physician and his 
wife presented themselves for psychotherapy. 
He, diagnosed psychotic depressive reaction, 
had been hospitalized, received electroconvul- 
sive therapy, and had resumed his work and 
home life. The marriage virtually was flying 
apart, for he was no longer the submissive, 
withdrawing, compliant man his assertive and 
vivacious wife had made and lived her mar- 
riage with. He suddenly asserted himself both 
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actively and passively and would brook of no 
opposition from his wife. She found her char- 
acter no longer acceptable to him, and came 
to treatment in an acute anxiety state. 

The couple was seen in joint interviews for 
marriage therapy for a period of more than 
one year. As in any case analysis, we must 
focus on "stages" which in fact overlap: the 
stages were, however, clearly discernible from 
one another, and could be labelled according 
to the functional area of disturbance. 

The orginal complaints were those of lack 
of communication, mutual intolerance, bitter 
quarrels in which the content appeared to be 
unimportant, and a total void in the area of 
understanding. In the function of solidarity, 
this marriage was acutely distressed. 

There were two children, sons aged 10 and 
13. During this disturbed solidarity period, 
when divorce seemed often their alternative, 
this couple spoke warmly and softly of only 
one thing—their children, who were described 
as the most understanding, the most tolerant 
of children. The happy moments for both hus- 
band and wife were those when he or she was 
alone with one or both children. The parent- 
child relationship, to the therapist, felt 
"sticky." At a time when a deficit in solidarity 
existed between spouses, an excess formed be- 
tween parents and child, 

This crisis gradually subsided, and divorce 
was implicitly abandoned as an alternative. 
Although solidarity satisfaction has not yet 
been achieved between this couple, the degree 
of disappointment lessened, and with this the 
Pr cnin role relationships altered mark- 
edly. 

Disturbance in sexual functioning emerged 
as the next area of concentration. He said yes, 
she said no; he was disgusted, she was frigid. 
This topic occupied much therapy time, and 
interspersed through this period were frequent 
discussions of the children, although in a 
somewhat different light. The mother, most 
often through symbolic and veiled Statements, 
communicated that she perceived her sons— 
particularly the eldest—to be sexual male 
creatures. She was not altogether unaware: 
she spoke twice in an impatient and unaccept- 
ing way of “all that Oedipus business.” Again, 
a deficit in the satisfaction of a functional area 
between spouses was accompanied by an in- 
tensification of the parent-child relationships 
within that function. At no time were these 
feelings on the part of the mother (or the 
father's vague jealousy) clarified or "treated" 
by the therapist; the concentration was always 
on the husband-wife relationship. After a time, 
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a workable sexual adjustment was achieved by 
them, and the sexual issue between parent and 
child disappeared from therapy. 

As for the issue of internal instrumentality, 
suffice it to say that the husband—for reasons 
of loss of energy, passive-aggressiveness, and 
business pressures—withdrew increasingly 
from doing the work of the household. The 
mother’s resentment grew. Both parents ap- 
plied pressure on the children to increase their 
household chores. The children rebelled and 
sulked. Again, a disturbance within a func- 
tional area spread into family-wide propor- 
tions. 

In this particular family, marriage problems 
within the area of external relations were 
manifested by severe disturbances in division 
of responsibility, although this is by no means 
typical. Here, each partner demanded (and 
sorely needed) primacy in authority and re- 
sponsibility for the family’s pattern of articu- 
lation into the wider community, One spouse 
wanted closer ties with the extended families. 
The other wanted looser ties. One wanted fre- 
quent and varied social contact with friends. 
The other preferred a minimum, As this prob- 
lem spread to the children, it first appeared in 
terms of the younger son’s relation to his 
school, Each parent had a different notion as 
to how the son should represent the family: 
as a scholar or as a more relaxed individual 
of broad interests. The parents competed for 
influence over the boy. This competitiveness 
spread to the other son. As the parents pushed 
harder in this competition, the children (for 
the first time) began rebelling against the 
Parents’ intrusions of authority into areas 
which formerly had been delegated to the 
children themselves. 


Now several points must be made in 
evaluating the analysis of this case. In 
the first place, a disturbance in a par- 
ticular area of marriage function will 
Spread within that function throughout 
the family. Second there was at no time 
during the year’s treatment of this couple 
any indication that the children were suf- 
fering from neuroticism—despite one 
Parent with a diagnosed psychosis, one 
parent with a diagnosed character neuro- 
sis and a critically disturbed marriage 
relationship between them. Throughout, 
however, there were clear indications of 
disturbed role-functioning on the part of 
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the children as the parents’ disturbances 
spread to them. This is not necessarily 
pathogenic of neurosis.* 

Third, such cases as this one are pro- 
vocative in terms of psychotherapy. For 
example, certain role disturbances be- 
tween parent and child can be amelio- 
rated by working through a marriage 
counseling structure without ever seeing 
the children. The scheme presented here 
has two advantages: (1) it allows prob- 
lem areas to be recognized and foci for 
treatment to be selected and (2) it al- 
lows for rational decisions as to which 
members of a disturbed family should be 
seen for therapy, when they should be 
seen, and for what. For instance, it isa 
reasonable hypothesis that a parent-child 
role dysfunction cannot be ameliorated 
unless the corresponding parent-parent 
dysfunction also is altered. This would 
argue for greater emphasis on marriage- 
therapy, even when the child's distress is 
the presenting family symptom. 

A focus on marriage-role functions as 
it is articulated into family role function 
allows for two important advances. First, 
it allows for systematic choices and sys- 
tematic investigations. For instance, 
Ackerman discusses disturbances of 
“mothering” and suggests that the locus 
of disturbance be identified and attacked 
directly; thus a mother-father pair, a 
mother-child pair, or a mother-grand- 
mother pair may be seen in direct thera- 
peutic contact, or indeed the entire 
family group may receive appropriate 
corrective measures at both the social 
and psychologic levels, according to the 
main determinants of the mother’s dis- 


* Only speculation is available to 
be predicted from role-disturbance, 
and number of disturbed areas, together with 
within roles for which the 
satisfy role-needs through 
indicate the extraordinary 
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turbed behavior.) ? Ackerman's results 
have been brilliant, but there are diffi- 
culties with this approach. For instance, 
his check-list scheme for describing 
family interaction lacks: systematic di- 
mensionalizing; is value-laden; concen- 
trates too heavily on “mothering”, as 
opposed to “fathering” or “childing”; 
hopelessly confounds role and personal- 
ity concepts, and is preeminently based 
on considerations of disease (we will 
return to this latter point below). 
Further, a clinical-intuitive basis for 
actual decision-making, while it may be 
highly reliable in the originators’ hands, 
is difficult to teach, to disseminate or to 
research. On the other hand, systematic 
categorizations of family-role function- 
ing will allow for uniform decisions 
across cases and across investigations, 
for precise answers to carefully phrased 
questions, and for a gradual accretion 
of systematic and public knowledge. 
The second advantage from a focus on 
family role function is a more subtle one, 
but equally important. This approach 
implies the conviction that, even though 
our ultimate aim be that of amelioration 
of disorder, we must begin with an ade- 
quate conceptualization of normal func- 
tion. We may profit from our experience 
with individual psychopathology, which 
treats phenomena of less complexity 
than that of group dysfunction. Today 
our principal theories of psychodynamics 
have their roots in observations of the 
disturbed. Although good and clear rea- 
sons for this lie in the sociology and eco- 
nomics of knowledge, and were thus in- 
evitable, we may nevertheless regret one 


us here, but it seems likely that neurosis could (in theory) 
if allowance were taken of length of disturbance, degree 
the press to occupy roles or perform functions 
individual is unprepared; not forgetting relative opportunity to 
extra-familial relationships; etc. 
complexity of such an undertaking. 


etc. This note is designed only to 
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consequence. In both theory construc- 
tion and in the everyday practice of psy- 
chodiagnostics, it becomes much simpler 
to perceive pathological than normal 
function. We ere frequently guilty of as- 
suming that because a given bit of be- 
havior occurs in the pathological, it is 
pathological. 

It would appear much the wiser course 
to begin with a description of the normal. 
In the study of marriage and family rela- 
tions we now have that opportunity. 
Marriage and family therapies, though 
now burgeoning, still operate largely on 
an exploratory and experimental basis. 
It should still be possible to provide 
these enterprises with a backdrop de- 
scription of normal family life, against 
which pathological phenomena will 
stand out in sharp relief. 

The formulations discussed here repre- 
sent only a beginning. They do allow for 
tesearch, which I and others are begin- 
ning to undertake. The inevitable out- 
come of such investigation will be to 
illustrate the inadequacy of the present 
formulations; that is not to be regretted, 
so long as the scheme continues to allow 
questions to be asked, and answers 
given. 
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COMMUNICATION AND COMMUNITY 
READINESS FOR SOCIAL CHANGE" 
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Both interpersonal and mass communications play a vital part in the process 
of social change. This paper is a case study of the preparation of Dallas, Texas, 
to accept school desegregation. It deals with the plan that was employed and 


the function of various forms of communication. 


AN ALWAYS HAS sought some means 
M of social control or the ability to 
motivate his fellows toward desirable 
social behavior. There is almost uni- 
versal consensus that social control in- 
volves communication, but no precise 
model relating communication to social 
action is available. 

Moreover, social change is so varied in 
setting, purpose and scope as to make 
generalization extremely hazardous. 
However, we will attempt in this paper 
to describe one case of social change in 
a large community and to show the role 
that communication played in it. We 
will look for the use and effect of all 


` forms of communication—the print and 


broadcast media, speeches and person- 
to-person communication. 

A study of the preparation of the 
community for desegregation of public 
schools in Dallas, Texas, provides us 
with an interesting case.f Before Sep- 
tember, 1961, Dallas was the nation's 
largest city with a totally segregated 
school system. The community had ex- 
pressed itself as favoring this arrange- 
ment. However, the Dallas Citizens 
Council became committed to the need 
for moving toward desegregation in sev- 
eral phases of community life including 
the schools. 


* Presented at the 1964 annual meeting of the American Orthopsychiatric Association in 


Chicago, Illinois. 4 
+ On leave as Executive Assis! 
i The following observations & 
based upon the author's investigati 
is contained in William Carmack and 
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Defamation League, 1962). 
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This organization was formed in 1937 
and composed of about 250 heads of the 
largest corporations in the city. It at- 
tempted to work behind the scenes, but 
has been the subject of a Fortune maga- 
zine study, two books and comments in 
numerous articles. Its leadership, a 24- 
man board, meets monthly to take up 
"nonpolitical" matters of concern in the 
city. The decisions of the board have 
enormous economic and political impact. 
It was this group that designated from 
its number the committee to plan the at- 
titude changes necessary to accomplish 
desegregation peacefully and without in- 
cidents such as had taken place in Little 
Rock, New Orleans and elsewhere. 

Let us note the communications as- 
pects of their program of preparation, 
beginning with the Who of communica- 
tion. 

The Dallas leaders were sensitive, per- 
haps intuitively, to what the ancient 
Greeks called ethos and the modern 
communications student calls source 
credibility. They knew that the source of 
the message suggesting acceptance of 
change in the racial mores of the com- 
munity must be a thoroughly acceptable 
one. 

Since the appeal to peaceful accept- 
ance of planned change was to go to all 
groups within the community, the seven- 
man committee appointed from among 
members of the Dallas Citizens Council 
realized that there must be Negro repre- 
sentation in planning. Accordingly they 
expanded their group to include seven 
prominent Negro leaders. The two 
Broups formed a 14-man planning com- 
mittee which continues to function to 
this date. The biracial nature of the 
planning group was widely publicized 
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and undoubtedly was important in se- 
curing community-wide acceptance for 
the group. 

Numerous impersonal messages urg- 
ing acceptance of change were issued, 
including posters, payroll inserts, bank 
statement inserts and general advertising. 
But the real heart of the appeal to the 
citizens was more personal. Two target 
groups were identified—the civic leaders 
and the general public. No short-cut for 
reaching the community leaders was at- 
tempted, but as one of the planning com- 
mittee members put it, “We simply 
walked the plan through their offices." 
This person-to-person communication 
among peers was highly effective. Obvi- 
ously it could not be the method used to 
reach an entire city. The basic instru- 
ment of public information and persua- 
sion was a film called “Dallas at the 
Crossroads," produced for the occasion. 

The film was narrated by Walter 
Cronkite although he never was identi- 
fied by name. There was an opening 
section on civic pride, the inevitability 
of change and the disastrous effect on 
other cities of resisting school desegre- 
gation. The film moved to a series of 
short statements by well known local 
Civic leaders who urged peaceful com- 
pliance with the law. A physician warned 
of the physical harm done by fear. A 
law school dean urged the necessity of 
compliance with law. Two lawyers and 
a judge reviewed the role of legal action 
in deciding public issues. The mayor of 
Dallas voiced pride in the city. Next a 
minister, a labor leader and the editors 
of both newspapers pledged the support 
of their groups to peaceful school de- 
Segregation. A former mayor pleaded 
for public cooperation. Finally the chief 
of police compared violence and mob 
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action to murder and made it clear that 
those who disobeyed the law would be 
arrested. The movie closed with school- 
children pledging allegiance to the flag. 

In general, we know that the more 
personal the message, the more effective 
it is. It would have been difficult to 
make a more personal or source-credible 
public appeal. 

Aside from the source, the mes- 
sage or the What of communication is a 
determinant of effectiveness. We already 
have noted a few of the specific appeals 
of the film. But whatever the communi- 
cations medium or the specific message, 
a single theme appeared in all commu- 
nication directed toward preparing Dal- 
las for change. The theme selected was 
civic pride, a theme broad enough to en- 
compass all elements within the popula- 
tion. It continually was stressed that any- 
thing less than full compliance with the 
law was poor citizenship and would re- 
flect discredit on Dallas. This theme 
might be powerful anywhere, but in 
Dallas it was doubly appealing. “Big D" 
is considered by its populace to be the 
cultural, intellectual and social pace- 
maker for the nation. In stressing com- 
pliance with the law for the good of 
Dallas, the planners had adopted a very 
appealing theme. 

The third important component in 
mass communications is in the channel. 
A brief word about the media used in 
Dallas will suffice. 

Every effort was made by the planners 
of change to reduce to consistency and 
harmony all communications offered to 
the people of Dallas. Personal confer- 
ences with publishers of newspapers and 
owners or managers of radio and TV 
stations were held. These conferences 
secured the full cooperation of the mass 
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media in covering the developing plans 
in such a way as to secure the greatest 
acceptance and to minimize the possi- 
bility of organized or spontaneous re- 
sistance. I could raise ethical and philo- 
sophical questions about the extent to 
which the reporting function of the press 
should be subservient to the community 
leadership function. But I will content 
myself here with the observation that 
the mass media, especially the press, 
managed the news of school desegrega- 
tion with a view to the prearranged plan 
and a full exposure of the basic appeals 
that had been selected. 

As we have seen, considerable per- 
sonal contact was involved in preparing 
top community leadership to play its ex- 
pected role. Where large audiences were 
involved, however, the planners discour- 
aged personal contact. They preferred to 
send the film to groups for viewing rather 
than to supply a speaker. At one point 
they contemplated the possibility of a 
speakers’ bureau for clubs, churches and 
other audiences but abandoned the idea 
because of the difficulty of controlling 
the speakers who might go out. By send- 
ing the film together with written intro- 
ductions (one set for white and another 
for Negro audiences) the planners knew 
precisely what would take place. More- 
over, for reasons which I will consider in 
a moment, they did not release the film 
for television until quite late in the cam- 
paign. 

Aside from personal contact, news- 
paper coverage, and distribution of the 
film, the planners used several other 
techniques for distributing the basic ap- 
peals. One hundred thousand copies of 
a booklet called “Dallas at the Cross- 
roads” were distributed to congregations 
in churches on a given Sunday. Slips 
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urging peaceful desegregation were in- 
serted into payroll checks and distributed 
with monthly bank statements. Posters 
were placed in all bars to reach some 
who might miss payroll envelopes and 
bank statements. A 37-page booklet de- 
tailing the story and stressing the basic 
appeals was circulated widely to the out- 
of-town press in an effort to insure con- 
sistency even there. In short, the avail- 
able channels of communication were 
fully exploited, and every effort was 
made to offer a consistent message. 
Much of the detailed planning that went 
into this effort was the work of a pro- 
fessional public relations firm employed 
for the purpose by the Dallas Citizens 
Council. 

A fourth factor to the communi- 
cations situation, the To Whom, focused 
attention on the audience. Understand- 
ing the white community as they did, 
the planners were able to adapt skill- 
fully to its needs and basic drives. The 
appeal to civic tranquility, skillfully con- 
trasted with the Little Rock and New 
Orleans experiences, was highly effective 
among business men. As we have seen 
earlier, the film was designed to feature 
the opinion leaders of most other groups 
—teligious, labor, manufacturing, civic, 
professional and the like. But the prob- 
lem remained of creating the kind of 
EM most effective for viewing the 

m. 

The planners reasoned quite correctly 
that mass exposure on television would 
insure that more people would see the 
message, but in a setting which would 
provide the least impact. More impact 
could be achieved with smaller, more 
homogeneous groups in which it would 
be easier to call to the foreground such 
personal roles as responsible civic 
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worker, religious man, professional per- 
son and the like. So the film was shown 
on request to organized groups, clubs, 
Sunday schools, labor meetings and other 
organizations. It was delivered with a 
projector and operator free of charge 
with the request that the group use the 
prepared introduction and conclude the 
meeting without discussion or questions. 
The planners realized that by going 
through the more effective route of the 
small group they would miss some indi- 
viduals, and they did release the film for 
television viewing by all channels imme- 
diately before September 6. 

By analyzing the audience in terms of 
groups as well as individuals and by 
bringing group opinion leaders into the 
campaign skillfully the planners were 
able to make highly effective use of the 
otherwise rather impersonal mass media. 

If they experienced a measure of fail- 
ure, however, it probably was in the 
Negro community. Several things mili- 
tated against their approach. In the first 
place the Negro community had no or- 
ganization analogous to the DCC with 
obvious leadership firmly established. 
For that reason the seven representa- 
tives on the planning committee were 
not completely representative of the 
Negro group, and no seven individuals 
could have been. Further, the means of 
communication among the Negro group 
Were not as easily manipulated. The plan 
was not well calculated to involve Negro 
churches, which were among the more 
important channels of communication. 
Consequently, early reaction among Ne- 
gro residents was scattered with evidence 
of some disappointment. Considering the 
token nature of the gains made at the 
time, this reaction might have been in- 
evitable, no matter how carefully com- 
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munications had been employed to pre- 
pare the group. I should add at this 
point that integration has proceeded 
steadily and markedly in almost every 
aspect of the community’s life since 
1961. There is considerably less frustra- 
tion and hostility among Negro leaders 
at present than there was then. 

Perhaps the most remarkable aspect 
of all was the meticulous planning that 
went into the communication in prepa- 
ration for change. Other cities facing 
similar problems are turning to the lead- 
ers of the Dallas experience for help in 
structuring social change. 

The second thing that might help ac- 
count for the Dallas success was wide- 
spread involvement. Everyone who had 
any legitimate concern in the matter was 
carefully sought out and involved at all 
stages. Not only Negro leaders but the 
power figures of the city among the white 
community were involved. Moreover, 
the news media were brought in from 
the very beginning. 

A third interesting aspect of the ex- 
perience was the highly successful estab- 
lishment of universally appealing super- 
ordinate goals. 

Fourth, the Dallas planners made ef- 
fective use of the concept of reference 
groups in their appeals to individuals. 
The testimonials of the prominent pro- 
fessional and political leaders and Walter 
Cronkite's narration of the film were 
valuable in this regard. In short, the 
community was perceived by the plan- 
ners in terms of groups, not just indi- 
viduals. The planners rejected mass pub- 
lic speaking as a vehicle and did not rely 
to any significant degree on television. 
They approached small groups. — 

It is not easy to measure effectiveness 
in communication. First, we do not agree 
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on what constitutes effectiveness. Long 
ago Aristotle urged that an effective 
message is one in which all available 
means of persuasion have been used re- 
gardless of the immediate success of the 
cause with which the communication 
was identified. Others have insisted on 
successful accomplishment of objective 
as the criterion. May I side-step the 
issue by suggesting that the Dallas case 
was a general success judged by either 
criterion. Purposes were accomplished 
pretty largely, and available means of 
persuasion were fully exploited. 

I see nothing in the Dallas experience 
to surprise any student of communica- 
tions theory. Some of what we know 
theoretically is well illustrated there. I 
do see in that experience one of the most 
ingenious and concerted attempts to 
make full practical use of what we know. 
And by and large the results are encour- 
aging. Moral and ethical questions are 
raised that are beyond the scope of this 
paper. Long-range effectiveness is un- 
clear, but we can at least call the short- 
run success remarkable. 

I will close with the introduction of a 
second paper. Since Dallas’ recent trag- 
edies, the city has examined itself again 
and embarked upon a new and far more 
comprehensive shift in attitude than that 
of 1961. The same leadership and the 
same social planners now propose to in- 
duce a mood of greater tolerance for 
disagreement than had existed. Some 
leaders must be discredited, others cre- 
ated and strengthened. Many groups 
and institutions must be influenced. The 
planners’ earlier experience has taught 
them a great deal. It will be fascinating 
to watch Dallas in the next several 
months. 


SOCIAL SYSTEM FACTORS AS DETERMINANTS OF 
RESISTANCE TO CHANGE" 
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The activities of the mental health service of a metropolitan general hospital 
in a well-to-do suburb and in a working-class district were analysed with 
respect to community reactions. Although some forms of resistance to change 
appeared to express traditional values, others were related to the realistic 
preconception of deleterious side effects implicit in the program. Careful 
appraisal of such disadvantages and of compensatory adaptive resources is 
required with each step of planning for new community facilities. 
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que IS LITTLE doubt that psychiatry 

as a force in the community is being 
felt at present far beyond the confines of 
the mental hospital. Not only has it 
earned a legitimate place in the general 
hospital and in medical care, but it also 
has become a somewhat controversial 
resource for many agencies and commu- 
nities. The expectations vary from magi- 
cal optimism to pessimism. There is 
much controversy about its usefulness, 
but at any rate it has become a topic of 
entertainment and public enlightenment 
over the mass media. 

I am happy to have an opportunity to 
review with your our efforts at the Mas- 
sachusetts General Hospital to carry psy- 
chiatric work into the population beyond 
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the confines of hospital and clinic. I 
leave it to your judgment as to whether 
we are guilty of unsound programs which 
promise more than they can fulfill or 
whether we are moving forward in the 
only way which can give us information 
indispensable to development of future 
programs. 

I shall start with a description of 
our conceptual orientation, which neces- 
Sitated both action and research in the 
community, and then turn to a review of 
our experiences with psychiatric condi- 
tions in a Boston suburb and in a slum 
area. I also want to share our thinking 
and observations about dynamic proc- 
esses in the community intimately related 
to the emotional well being of its mem- 
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bers. Finally I shall make some sugges- 
tions about the organization of commu- 
nity mental health centers which must be 
developed with due regard for the par- 
ticular needs of a given community. 

Our motivation to leave the clinic 
stemmed from the fact that the vast ma- 
jority of patients arrive at a hospital or 
clinic at a late stage of their illness, when 
it is difficult and time-consuming to rem- 
edy this condition. Also, in connection 
with our studies on bereavement as a 
possible precursor of certain forms of 
somatic illness we had become interested 
in the bereaved state itself and had be- 
come. convinced that transitional states 
such as grief, a condition between health 
and illness, should be understood more 
thoroughly in order to prevent maladap- 
tive responses by timely intervention. Of 
importance here are the cogent formula- 
tions of George Engel +3 in which he 
successfully pulled together into one con- 
ceptual frame the various conditions be- 
tween health and disease. 

Our own inferences from observations 
about bereavement as a state of dis- 
equilibrium involving physiological, psy- 
chological and social systems called 
special attention to the social system 
component. We developed a series of as- 
sumptions about precipitous change in 
social systems which might constitute a 
hazardous situation for persons in- 
volved because it often demands the 
mobilization of responses which are not 
available in the ordinary response reper- 
toire and often requires a reorganization 
both of the social system and the intra- 
psychic organization. » We began to 
speak about crisis behavior as maladap- 
tive or well-adaptive. We began to sepa- 
rate defensive reactions from coping 
mechanisms and tried to find a variety 
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of transition points in the life cycle at 
which the reactions and choices could be 
observed and at which some clues could 
be gained about factors in the social sys- 
tem determining the outcome. Much 
could be said about the studies at the 
University of Rochester of Dr. Schmale * 
and his coworkers, which parallel in- 
quiries of John Bowlby * and Ernestine 
Hilgard * concerning the phenomenology 
of grieving at various age levels, the late 
consequences of unresolved grief re- 
sponses and the opportunities for helpful 
intervention as well as preventive care. 
They have found an impressive correlate 
in Harlow's *!? observations on the ef- 
fects of maternal deprivation in chim- 
panzees on their adult social and pro- 
creative behavior. 

My purpose today, however, is con- 
cerned with the crisis behavior of large 
population groups. They provide the 
matrix for the functioning of individual 
families and their members and afford 
the social structures and the value ori- 
entation which determine the likelihood 
that the response of an individual mem- 
ber will be maladaptive or well adapted. 
In connection with grieving Volkart ™ 
has emphasized the relative isolation of 
the nuclear American family and the in- 
tense mutual investment of this small 
subgroup as a possible origin of the 
many relatively severe grief reactions 
which are seen in clinical practice. The 
now well known studies of Alexander 
Leighton * in Nova Scotia and the 
studies originated by the late Thomas 
Rennie !? in midtown Manhattan have 
tried to relate incidence and prevalence 
of mental disorders to social conditions 
and even to find a way of ascertaining 
subclinical forms of impairment of men- 
tal health. 
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Surely we would wish ultimately to 
make our own contribution to studies of 
prevalence and incidence of a recogniz- 
able disorder. But we believe that a good 
deal of preliminary work with a more 
modest objective will be needed before 
we know the deeper meaning of health 
and illness as an intricate part of com- 
munity life. We admire the work of Hol- 
lingshead and Redlich in showing class 
differences in the treated prevalence of 
neuroses and psychoses; but we agree 
with the critical review of Eliot Mishler 1° 
which points to the absence of observa- 
tions concerning a possible complemen- 
tary function of other than psychiatric 
community agencies and care-taking 
professions which would lead to a new 
interpretation of the findings. One should 
at least try to take a comprehensive view 
of community events in the nonmedical 
as well as the medical area before nar- 
rowing one's focus to the issue of spe- 
cific patterns of prevalence and incidence. 
Our question therefor was, can one make 
useful observations about the response 
of neighborhoods and citizen groups to 
critical events in community life? 

How will a community react to con- 
frontation with psychiatric issues? Will 
We witness responses similar to those 
Observed in individual psychotherapy? 
Is there an equivalent of individual in- 
sight affecting larger groups? Can we 
sce parallels to defensive reactions? Can 
we learn something about coping pat- 
terns on a community-wide basis? Stud- 
ies on family behavior and the behavior 
of therapeutic groups seem to indicate 
that collective reactions do indeed take 
place in terms of insight, resistance, de- 
fiance and cooperation. We were in- 
trigued with the venture of witnessing 
the responses of larger units. 
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Let me illustrate by some observations 
concerning the reactions in a Boston 
suburb to the establishment of a mental 
health agency. A group of investigators 
consisting of psychiatrists and social sci- 
entists had decided with the assistance 
of a small mental health committee of 
the community council to secure a house 
as a base of operations to carry out the 
following functions, all sanctioned by the 
committee: 1° psychological first aid in 
any form of emotional disturbance on a 
24-hour basis; mental health consultation 
for the care-giving professions concern- 
ing individuals who would remain under 
their care; administrative consultation to 
schools, churches and other agencies 
concerning the organization of their cur- 
ricula, and finally joint research with 
Various citizen groups concerning danger 
zones in the community and the timely 
recognition and treatment of emotional 
disturbances. 

Although these objectives were con- 
sidered commendable in ordinary con- 
versation, the actions of community 
groups soon showed profound fears for 
community values of higher priority: 
the good name of the town and the 
safety of its real estate valuation. Staff 
and board members were called before a 
committee of businessmen who searched 
for hidden purposes behind the mental 
health goals and seriously questioned 
the wisdom of discovering and perhaps 
publishing information about the hidden 
Sexual mores, the extent of alcoholism 
and the prevalence of suicide which of- 
ficially does not exist in this suburb. 
Lloyd Warner’s studies and the Kinsey 
Report had seemed to many as deplor- 
able examples of invasion by researchers 
of nonsuspecting communities which 
later were exposed to invidious public 
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view. A watchdog committee was as- 
signed to review all publications and the 
uneasiness about unfortunate publicity 
has remained very near the surface 
throughout the subsequent years. 

Unwanted knowledge became a seri- 
ous concern also with respect to other 
widely known or at least suspected pat- 
terns of community life, such as the ex- 
clusion of minority groups from entrance 
into the community. It was believed by 
many that newcomers to town would be 
the persons bringing trouble, who have 
to be carefully screened. Indeed a survey 
of the newcomers to prove this was 
highly favored, provided only that no 
findings would report the contrary. The 
self-image of a highly respectable com- 
munity with a low rate of delinquency 
and criminality and with a maximum of 
emotional well being had to be main- 
tained. 

Our team was even more surprised 
when after successful efforts to secure a 
home for the agency with the help of 
leading citizens they found themselves 
confronted at the zoning board meeting 
with a newly-formed citizens’ group for 
"neighborhood improvement" of some 
70 members which had the avowed pur- 
pose of protesting the invasion of their 
neighborhood by an agency which would 
be visited by undesirables and lead to a 
devaluation of the surrounding areas. It 
was only by combining the search for 
the home with an obvious good deed, 
(providing income to the widow of a 
suddenly deceased physician) that it was 
possible to become established in rented 
quarters. 

The ambivalence toward the agency 
has continued only slightly submerged 


* Iam indebted to William J. Freeman, 
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and has lead to hostile action at times of 
community crisis, Since we were par- 
ticularly interested in studying these 
crises there was ample opportunity 
to perceive the emergence of such hos- 
tility and to weigh it in the total context 
of the community response. 

The degree to which the agency was 
consulted and the amount of participa- 
tion in planning permitted us was much 
colored by the level of anxiety and the 
sense of urgency which prevailed at mo- 
ments of crisis. Let me report such an 
event.* 

After a period of about 10 years in 
which the agency had become a fre- 
quently used resource for schools, 
churches and social agencies, as well as 
for the zoning board, we still were aware 
of the rarity of consultation concerning 
problems of delinquency and police ac- 
tion. Our privileged community officially 
did not have any crime and delinquency; 
such problems were handled privately 
with the least possible community aware- 
ness. However, beginning five years ago 
a series of events greatly disturbed this 
middle-class community. 

There were four incidents involving self- 
inflicted injuries by 16- and 17-year-old boys. 
Two of the boys died as a result of these in- 
juries. The parents and the administrators of 
the secondary school acknowledged suicide; 


the press and the rest of the community pre- 
ferred to call the deaths unfortunate acci- 
dents. 

Six adolescent boys driving back from a 
football game got into an automobile acci- 
dent in the early hours of the morning. Four 
of the boys were killed outright, a fifth was 
hospitalized and a sixth escaped with minor 
injuries. The police reported that the car was 
going 90 miles an hour and that a case of 
liquor was found in the trunk. 

Two adolescent boys from the secondary 
school hit a traffic light stanchion in the 
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middle of the downtown area while driving 
recklessly. The traffic lights were destroyed 
and the boys sustained some broken bones. 

A student nurse was killed outright in her 
car when she was hit by an adolescent driver 
from this community. 

A boy and girl were injured at a “sweet 
sixteen” house party in this town when some 
party crashers assaulted them about the head 
while trying to force admission to the party. 

Several rumpus rooms and elaborate play- 
rooms in the most fashionable part of town 
were destroyed by adolescents following pro- 
longed drinking during which there was no 
adult supervision, 
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The parents of one of the boys killed 
in the car accident following the football 
victory celebration handled their grief 
reactions in an unexpected manner. They 
invited all of their deceased son's friends 
to elaborate parties at their home. The 
boys and girls were told to enjoy them- 
selves, to eat, drink and dance because 
this was what the deceased youth would 
have wanted. The parents said: 

"Let's make believe that Johnnie is still 


alive and with us, In this way we will not have 
to become depressed by his death." 


Another boy who sustained only minor 
injuries from this same accident devel- 
oped severe guilt reactions. He was un- 
able to eat or sleep properly and, in fact, 
felt unable to attend classes at the sec- 
ondary school. His depression became so 
severe that psychotherapy was necessary. 
Several other adolescents who felt forced 
to attend these parties were brought to 
the attention of the mental health agency 
for assistance in working through their 
reactions to the crisis. There was much 
individual and collective guilt on the 
part of students even though they were 
not involved directly in the car incident, 
One boy said: 
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“I wish I could have died instead of Johnnie, 
His parents are so nice; it's too bad they had 
to be hurt this way. If they would only admit 
to Johnnie’s death, perhaps we would all feel 
a lot better.” 


Parents of the adolescents involved in 
these parties started to become con- 
cerned about their children’s reactions 
and began advising them not to attend. 
Finally several dozen families in the 
community involved in one way or an- 
other began asking what could be done 
to: (1) prevent such needless deaths 
and (2) to help the parents of the de- 
ceased boy. The deceased boy’s parents 
refused the solace of the clergyman and 
would not accept referral to the mental 
health agency, 

The principal of the secondary school 
began a public campaign for legislation 
whereby driving licenses would not be 
given to youngsters until at least the 18th 
and preferably their 19th birthday. 
There were articles in the local news- 
papers along with local radio and tele- 
vision interviews on this issue. The state 
commissioner for motor vehicles was 
consulted, and a plan was evolved to 
hold a mass meeting in a local audi- 
torium which could seat 1,000 people. 
This mass rally was to address itself to 
the hazards of teenage drivers, licensing 
and insurance regulations and the place 
of driver education programs in second- 
ary schools. There was much publicity 
in the particular community as well as 
in surrounding middle- and upper-class 
suburban towns. On the appointed night 
Not only were all 1,000 seats filled but 
several hundred people could not gain 
admittance to the auditorium. Loud 
speakers were set up outside. The at- 
Mosphere in the auditorium was that of 
a political convention. Legislators at- 
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tended as well as official representatives 
from a number of major insurance com- 
panies. Most of the politicians and insur- 
ance company representatives read pre- 
pared statements from the floor. Most 
comments had very little pertinence to 
the reason for the rally. Television cam- 
eras focused on prominent people and 
newspaper reporters roamed through 
the audience. 

Finally the chairman asked for com- 
ments from two adolescent leaders who 
represented the student council. In es- 
sence they advised the adults that this 
type of rally would not in the least affect 
teenage drinking and driving habits. To 
them the adults seemed more concerned 
about themselves than about the teen- 
agers. At the end of the rally ballots were 
passed out and three choices were given: 
(1) maintain the 16-year eligibility for 
a driving license, (2) increase the legal 
age for licensing to age 18 and (3) dis- 
continue driver education programs. The 
overwhelming vote was 227 maintaining 
the existing laws which permit licensing 
for driving motor vehicles at age 16. 

As the rally broke up, many commu- 
nity leaders began privately to express 
disgust and shame that such a jamboree 
could have happened in their town. A 
typical comment was: 

"Let's try to forget this sort of thing as 
quickly as possible, and live down the mess 
created by the rally." 

Subsequently, there was much informal 
community effort to deny the events of 
this particular evening. 

After the admitted failure of the rally, 
groups of citizens began independently 
to plan for an adult-imposed “code of 
ethics" for teenagers. There were num- 
erous meetings in various sections of the 
town with from 12 to 30 people at each 
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session. There were some areas of agree- 
ment between the various groups trying 
to compose “the code". These included 
not dating before the age of 16, no un- 
supervised drinking of alcoholic bever- 
ages before the age of 16, adolescents 
to be in their homes by 10 p.m. on school 
nights and either 12 midnight or 1 a.m. 
on weekends, banning elaborate hairdos 
among the male teenagers, banning skin- 
tight flesh colored chinos for teenage 
boys and short and skimpy culottes for 
teenage girls, etc. There were wide areas 
of disagreement as to whether or not 
teenagers themselves should be involved 
in drawing up the "code of ethics." Who 
would have the authority to police the 
code? Should there or should there not 
be a town ordinance for curfew? Should 
or should not parents introduce their 
children to alcoholic beverages at home 
prior to the age of 16? Is or is not dating 
or going steady a healthy phenomenon? 

The one major issue which apparently 
prevented the effectuation of the code 
was that of “popularity” of the individ- 
ual teenage boy or girl. All parents want 
their children to be popular. This seemed 
to include early dating, invitations to 
organization-sponsored dances, tea par- 
ties and the like. Individual parents when 
confronted by their sons and daughters 
on the score of “popularity” with the op- 
posite sex usually gave in and conceded 
dating rights and privileges even to those 
under 16. Such concessions usually in- 
volved some form of social alcoholic 
drinking as well as the institutionalized 
adolescent practice of petting. 

There was concern among a number 
of the adults as to their own inability to 
structure and enforce limits for their 
adolescent children. The central PTA 
next took up the matter of “the code.” 
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"There was a consensus that this was not 
a school responsibility but the direct re- 
sponsibility of parents and clergy. Par- 
ents were exhorted to devise their own 
code for their’own children and to stick 
to it. The matter was next heard from in 
the context of the local Council of So- 
cial Agencies. The feeling here was that 
the council had no authority to legislate 
teenage behavior and that parents and 
the individual churches should be en- 
couraged to accept “their normal and 
real responsibility for the development 
of social and spiritual values in their 
children along the lines of traditional 
Christian morals and standards.” After 
two years of wide-spread discussion and 
meetings a “code of ethics” for teenagers 
has not as yet been evolved. 

The clergy of the various churches in 
the community which had regularly con- 
sulted with the mental health agency 
took the leadership in developing an 
agreed code of teenage behavior, Particu- 
larly as it affected members of their con- 
gregations. Some of the churches began 
to develop quite elaborate “youth educa- 
tional and recreational programs.” There 
was recognition among the clergy that 
some community-wide coordinated effort 
would be more effective than individual 
endeavors, Under the leadership of the 
chairman of the clergy council a special 
committee was formed and called the 
Youth Study and Service Committee. 
Representative clergy of all faiths were 
included along with the local chief of 
police, a representative of the secondary 
schools, the superintendent of schools, 
à prominent town selectman and a con- 
sultant from the mental health agency. 

A series of three meetings was sched- 
uled during which for the first time the 
chief of police received a respectful and 
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cordial hearing. He outlined the prob- 
lems of adolescent acting-out behavior 
from the point of view of the constituted 
law enforcement agency. There was sub- 
sequent agreement that this Youth Study 
and Service Committee would consist of 
men who would meet two mornings a 
month during the early breakfast hour. 
The purpose would be to invite parents 
and/or teenagers to discuss their prob- 
lems in a confidential, nonjudgmental 
setting. The major focus was on detect- 
ing and coping with teenage behavior 
before it caused family disruption, school 
failures or legal involvements. Mental 
health professionals and agencies in the 
community then would be encouraged to 
accept referrals from this committee if 
this were mutually agreed upon by the 
family and members of the committee. 
The council of social agencies officially 
and enthusiastically endorsed the Youth 
Study and Service Committee. 

Under the cosponsorship of the Coun- 
cil of Social Agencies and the secondary 
school guidance department a committee 
was set up to steer teenagers "to proper 
and fitting part-time employment during 
the school year and appropriate remuner- 
ative or volunteer activities during the 
summer months." There has been a 
growing belief that some youths have 
been accepting jobs which in fact have 
been quite undesirable. These included 
Various positions in resort hotels, restau- 
rants, bars and grills. Some youths who 
had accepted such employment in the 
Past reported to their parents or to 
School counsellors that they were ex- 
ploited on their jobs or used for sexual 
lures. Some teenagers in this fashion 
were introduced to premature and harm- 
ful sexual experiences and drinking. 

As you see, the traumatic confronta- 
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tion of the community with the plight of 
its teenagers mobilized a variety of re- 
medial responses and preventive efforts 
in which the churches and parent groups 
worked with a sense of urgency and in 
which an initial burst of activity leading 
to political exploitation of the issue was 
followed by a more organized coopera- 
tive program and systematic planning. 
A. particularly interesting result was the 
offer of an influential family to erect a 
costly and elaborate youth recreational 
center to be made possible by a large 
cash gift to the town. This offer was not 
accepted in its original form but it served 
as a stimulus for the town authorities to 
review the recreational resources of the 
whole community and to integrate this 
program with the provision of facilities 
for youth groups and for the develop- 
ment of leadership to channel the drives 
of the teenager into less destructive 
avenues. 

Our observations became possible by 
virtue of intricate networks of relation- 
ships which our agency had developed 
with the care-taking professions. The 
work in the junior and senior high school 
is paralleled by work with youth groups 
in the churches and with neighborhood 
improvement organizations. We are re- 
source persons for efforts originating in 
the community. Psychiatrists, psycholo- 
gists and social workers by operating in 
their own professional identity developed 
the observation and collation of commu- 
nity processes and the search for oppor- 
tunities for preventive intervention." — 

The crises just described led to a curi- 
ous pattern of community screening of 
potential cases of adolescent turmoil 
which otherwise might have been re- 
ferred to the mental health professions. 
The citizens of this community wanted 
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to know for themselves and, if necessary, 
hide those types of behavior which would 
make manifest the inherent paradox in 
which the community was caught. A 
well-to-do suburb has the values of 
American middle-class life which Clyde 
Kluckhohn * has so clearly described. 
Middle-class Americans are optimistic 
and future-oriented. They believe or at 
least maintain the fiction that every in- 
dividual has unlimited opportunity for 
success and upward mobility if only he 
tries hard enough. There is emphasis 
on achievement, productivity and cre- 
ativity. Youth is the wave of the future. 
The young man who wins over competi- 
tor and villain is the hero. Seniority 
means the calamity of obsolescence. The 
cultural origins of the newcomer are rap- 
idly ascertained and are to disappear in 
the melting pot of the core values. Re- 
sponsible participation in decision- 
making at the political and at the ad- 
ministrative level is still theoretically 
open to the lower echelons in the com- 
munity and to the younger members of 
society. The value of democracy and 
citizen-involvement in community life is 
preached from the first day in school. 
Team work as a pattern of joint achieve- 
ment is highly valued. The individual 
who is nonconforming, self-oriented, 
preoccupied and rebellious becomes sus- 
pected as “queer,” deviant, or possibly 
as “sick.” Parents and teachers share 
these values and wonder how they can 
do justice to the pace of individual de- 
velopment and to variations in endow- 
ment and emotional organization. 

In this social climate the teenager is 
exposed to a mass of conflicting urgen- 
cies which demand success and popular- 
ity: Aggressive self-assertion and demo- 
cratic tolerance of other points of view, 
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creative display in the face of standard- 
ized demands and obedience and respect 
for his parents in the face of pressures 
for early assertion of independent opin- 
ion and self-reliance. The predicament 
of the contemporary adolescent is 
sharply focused by the paradox of the 
protracted state of dependency (of need- 
ing to learn and obey the rules) con- 
current with discarding of the older 
generation and its values in search of an 
identity and commitment of his own.!5 
Under these circumstances one should 
expect to see emotional disturbances 
which are evidences of the stressful 
state. There should be unpredictable be- 
havior as the adolescent tries out new 
postures and orientations. Periods of de- 
fiance are interchanged with periods of 
excessive need for support and clarifica- 
tion. One looks for evidence of suffering 
interchanged with moments of happiness 
and new insight. 

The older generation is troubled by 
the apparent alienation and hostility, by 
the preoccupation and excessive search 
for group identity in an unsuitable peer 
group. Parents do not know how much 
to tolerate acting-out behavior and how 
much to be alarmed by those adolescents 
Who show no evidence of disturbance 
and retain the patterns of allegiance to 
family goals and uninterrupted achieve- 
ment throughout the puberty period. 
Will some of these youngsters become 
profoundly disturbed at a later time 
When adult behavior and independence 
are unquestionably demanded and when 
the continued pride of the family in con- 
ventional successes serves only to under- 
line their outdated bondage in an infan- 
tile role? 19 

It is precisely this twilight zone be- 
tween health and disease at times of de- 
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velopmental crises which is a major con- 
cern of the community. The behavior of 
the adults as models for good or evil (in 
respect to alcoholism for instance), and 
the possible effect of parental discord 
and of poor relations with the commu- 
nity are relevant. But often the help of 
the psychiatrist is postponed until self- 
help and the use of other professions 
have been exhausted. Indeed there is 
confusion and puzzlement about the al- 
location of responsibility and the pre- 
rogative to intercede.2° 

Such an example serves to remind us 
of the complexity of community struc- 
ture with respect to the maintenance of 
mental health as one aspect of commu- 
nity life. The medical and health services 
are defined as a last resort for specified 
forms of disturbance. In every crisis it 
becomes a problem as to just how they 
overlap with the schools over issues of 
education, with the social agencies over 
issues of welfare, with the churches over 
the moral order and with the law over 
enforcement and conformity. 

The psychiatrist may be useful as 
counsellor with information about psy- 
chodynamics, about patterns of human 
development and about the vicissitudes 
of the social context but is sought after 
only at the bidding of the other groups. 
He is resented as an intruder, suspected 
of ulterior motives and often played up 
as à pawn in a power struggle between 
different groups in the community. To 
Preserve neutrality yet serve as a catalyst 
for well adapted solutions to crises pre- 
sents no easy task. Such a task is con- 
nected with rewards quite different from 
those which make work in the office and 
in the hospital worthwhile. Yet involve- 
ment in the study of crisis reactions be- 
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comes a stimulus to search further for 
conditions which might be the precursors 
of emotional disorders.?* 

We were fortunate to find access to a 
working-class population when the crisis 
of forced relocation demanded from the 
population of the West End of Boston 
the mobilization of new resources. We 
were quite aware that access to such a 
population is feasible only at a time of 
crisis. Working-class people are afraid of 
strangers, guard their secrets and are 
ready to expect exploitation when unex- 
pected events happen. The relocation au- 
thority became aware of a large number 
of individual families who needed spe- 
cial assistance to manage the transition 
from their present habitat to a new situa- 
tion. Again a team of psychiatrists and 
social scientists arranged to become par- 
ticipant observers in the relocation proc- 
ess, to identify the casualties and to be 
cognizant of the circumstances under 
which psychiatric help was sought. An- 
ticipation, planning and preparation for 
the expected crisis were noticeably ab- 
sent. The arrival of the bulldozers 
aroused utter surprise in many citizens 
and indeed in members of the staff of 
social agencies. It had been inconceiv- 
able to the inhabitants that am area 
which seemed highly livable to them and 
was provided with enviable recreational 
facilities should be defined by the deci- 
sion-making bodies as an expendable 
slum and should in fact be destroyed. 
Only after the bulldozer arrived were 
there mass meetings and demonstration 
and protest marches on City Hall. A 
long period of apathy Was replaced by 
anxiety and search for assistance. 

The interviewers of the mental health 
team were received with the hope that 
they might avert the whole operation. 
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Members of a probability sample of the 
relocated families gave detailed reports 
about their style of life, aspirations and 
achievements.?? 

There emerged the image of a com- 
munity which had preserved a peasant 
style of life and which for decades had 
operated as a port of entrance for immi- 
grant families. Although they repre- 
sented a mixture of Italian, Polish, Jew- 
ish and Yankee origins, they had evolved 
a common pattern of life with strong 
emphasis on kinship ties and mutual 
support throughout the neighborhood. 
Anything beyond the boundary of the 
West End was considered as foreign ter- 
ritory. There was a disinclination to ac- 
cept and value the style of life of the 
middle class. Peer groups with strong 
mutual loyalties and strong leadership 
formed the matrix of daily life. Intel- 
lectual achievement was devalued. The 
person with upward mobility was con- 
sidered disloyal. 

The imposed change of habitat was 
perceived as abandonment by the influ- 
ential persons at City Hall. It became 
clear that the population had lost the 
political leaders of two decades ago and 
had become less important as a voting 
group. Instead of relying on self-help and 
proper representation in the political 
arena they had sought short-term help 
from professional agencies such as the 
family service, neighborhood house and 
the hospital. They had become quite de- 
pendent on these professional resources, 
and it became a major problem to trans- 
plant them and to attach them to other 
resources in their new habitat. The per- 
sons most disturbed were the elderly and 
those whose system of friends and kin 
was disrupted by the relocation.** 
Groups of citizens would return from 
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time to time to have gatherings at the 
place where their houses used to be. 
Efforts were made to regain relation- 
ships after being scattered in the metro- 
politan area, but followup visits showed 
a large amount of discomfort, grieving 
and lack of adaptation in their new 
homes. Formation of self-help groups 
with responsible participation in plan- 
ning in cooperation with the relocation 
authorities which one might have ex- 
pected after the pattern witnessed in the 
suburbs was strikingly absent. Indeed, a 
by-product of the presence of psychia- 
trists during this relocation and of the 
systematic description of these condi- 
tions was the inclusion of a program for 
citizen education and responsible par- 
ticipation in urban affairs at the national 
policy level. 

Like the suburb, the working-class area 
has a value-system and an institutional 
network which offers formidable resist- 
ance to change although the require- 
ments for mental health maintenance 
differ from those of the middle-class 
community. Control of sexual or aggres- 
sive misbehavior is mainly vested in 
groups made up of age-mates of the same 
Sex. The professional worker's chance of 
Playing a constructive role in social 
change lies in being accepted as a life- 
member by one of those groups but even 
then is narrowly limited by the context 
in which the Broup operates vis-à-vis the 
Society as a whole, Settlements and 
neighborhood centers have long been 
wrestling with the problem of mobilizing 
Broup effort for constructive goals with 
Varying degrees of success. The possibil- 
ity of bringing mental health assistance 
to bear on individual or group crises in 
a particular Working-class area such as 
the West End Tequires a previous under- 
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standing of the baseline expectancies and 
satisfactions derived from its life style 
and social arrangements.?* 

I have so far evaded the definition 
of "community" I can explain now 
that we mean by it a population living 
together in a region with joint arrange- 
ments for their survival, shelter, foo 
and social intercourse as well as for 
the education of the young and the 
perpetuation of the overt and hidden 
values. I would like, however, to include 
here another definition which we speak 
of as the functional definition of a com- 
munity. The relocation of the West- 
Enders destroyed their existence as a 
community. Functional communities can 
be transplanted and continue to operate. 
I am thinking here of industries, of the 
Army and also of such organizations as 
our own hospital. The--hospital indeed 
presents an entity with common arrange- 
ments for its survival, a tradition of val- 
ues, a code of conduct, provision for 
training its new members and a power 
structure with hierarchy and allocation 
of priorities and roles. The perception of 
the psychiatrist's role in this community 
also is undergoing change and is subject 
to crises. The occurrence of a suicide in 
the hospital may be charged to the psy- 
chiatrist’s account. His presence on the 
medical and surgical ward is subject to 
ambiguities similar to those caused by 
his presence in the sophisticated suburb. 

A few years ago we redefined a section 
of our Psychiatric program as mental 
health service. The intent was to concern 
Ourselves explicitly not only with an es- 
tablished psychiatric disease and its 
treatment but also with possible pre- 
Cursors of illness or emotional disturb- 
ance on the part of the patient and like- 
wise on the part of the caretaking staff. 
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The mental health worker will not wait 
for referrals for consultation but will be 
present on the ward and in the clinics, 
alert to crises and stressful situations, 
and concerned with the discomfort not 
only of the patient but also of the group 
of persons involved in his care. 

It has been striking that different seg- 
ments of the ward community responded 
in a different way and with a different 
perception of the new service offered. 
The nursing staff availed itself with en- 
thusiasm of the opportunity to review 
administrative and personal crises in bi- 
weekly group sessions with a psychia- 
trist. They acquired considerable knowl- 
edge about social organization, prob- 
lems of hierarchy and role allocation and 
interprofessional communication. After 
some time they found themselves more 
sophisticated than their colleagues on 
the resident and visting staff and rather 
annoyed some of them with what seemed 
to be unsuitable jargon and sophistica- 
tion. To accept “crisis consultation,” as 
we call it, with respect to administrative 
issues and with respect to personal prob- 
lems vis-à-vis certain types of patients 
has been very difficult for members of 
the nonpsychiatric medical staff. After 
all, the psychiatric department is just one 
other department which may be contend- 
ing for prerogatives of space and time 
and financial privileges within an organ- 
ization where each group would like to 
present a picture of perfection to every 
outsider. The problem of privileged com- 
munication almost seems more important 


. vis-à-vis the colleague than vis-à-vis the 


patient. It is not surprising perhaps that 
one of the large departments of the hos- 
pital which was trying to control an ob- 
vious problem of social disorganization 
within its ranks preferred to consult a 
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private agency outside the hospital rather 
than make use of the resources of the 
psychiatric department. 

Psychology and the social sciences 
were brought into the hospial community 
under the umbrella of the psychiatric 
service. Once their value was recognized, 
the hospital community made arrange- 
ments to have its own social science de- 
partment. The pediatric service estab- 
lished a behavioral science unit which is 
designed to deal with the very “twilight 
zone” between emotional health and dis- 
ease and if possible with precursors of 
emotional illness which we as psychi- 
atrists are eager to study. The pattern of 
consultation and cooperation between 
departments for research regarding the 
borderline of psychiatric illness is slowly 
being evolved. 

On the other hand, an unanticipated 
opportunity arose to extend research and 
service to the hospital’s emergency ward. 
The image of the hospital within the 
community at large has changed so that 
many persons who previously would 
seek the help of private practitioners now 
turn to the emergency ward instead of 
waiting for specific appointments. The 
very large increase of calls for assistance 
with what seemed to be minor traumatic 
disturbances heralding complaints about 
a major unresolved life crisis has brought 
about a very considerable increase in the 
use of psychiatrists and mental health 
personnel at this location. The focus on 
crisis resolution also has brought about 
a new orientation toward patients re- 
ferred for alcoholism. The traditional 
rejection of these patients as unsuitable 
for medical attention has been replaced 
by a concern for the life crisis with which 
they need assistance. Just two years ago 
the percentage of alcoholics who after an 
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initial emergency ward visit would follow 
up the recommendation to make use of 
the alcoholism clinic for psychiatric as- 
sistance was less than 1 per cent. At 
present 9 out of 10 alcoholics so referred 
come to the clinic and continue in its 
care. 

The life crises precipitating the de- 
cision to seek help at a hospital rather 
than from other social agencies have be- 
come the object of a detailed study in 
our medical clinic. As may be expected, 
there are marked differences between 
ethnic groups and social classes in arriy- 
ing at the decision to consider a prob- 
lem as a health problem rather than as 
another type of crisis. 

To sum up I have not presented a 
series of tables enumerating quantitative 
findings about the composition of popu- 
lations or about the patterns of preva- 
lence or incidence of psychiatric disease 
in different comunities. I have rather 
tried to portray the use of the crisis con- 
cept as an avenue to better understand- 
ing of the mode of operations of differ- 
ent communities which have a meaning- 
ful relationship to their use of psychiatric 
resources. We still need a better under- 
standing of social dynamics at the com- 
munity level although we now have some 
practical guide posts for mental health 
work in the community. This type of 
information is barely more than what 
Polanyi recently described as the matrix 
of latent knowledge which he considers 
as a necessary prerequisite for the emer- 
Bence of focused inquiries and scientific 
advance. i 

We have fairly good evidence now 
that social change, particularly rapid 
social change, arouses complicated re- 
sponses, At the individual and at the 
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community level the most dramatic 
forms are seen in mourning and griev- 
ing, but processes resembling grief work 
are seen in many forms of role transition 
which are required by voluntary or im- 
posed social change. Role change re- 
quires the mobilization of resources and 
skills not habitually used in the existing 
role organization. It is uncomfortable 
and often painful to abandon previous 
roles and to accept new roles which are 
untried and have different implications 
for social rewards. As in individual life, 
so in group life and in the community 
we have seen the mobilization of de- 
fenses from denial of necessity for 
change to reluctant acceptance with 
modification of the new situation to 
blend with the former patterns of organ- 
ization. The psychiatrist and the psy- 
chiatric team are not immune to these 
reactions. Our attention to the patterns of 
adaptation as we ourselves change from 
clinical psychiatry to community mental 
health practice is timely and necessary if 
we want to avoid the eventual loss of the 
most significant contributions which the 
community mental health program can 
make. 
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LABOR AND MANAGEMENT: 


NEW ROLES IN MENTAL HEALTH 
Who Cares About the Unreached Families" 


JOHN J. SOMMER 


Assistant Director of the Rehabilitation Project, Sidney Hillman Health Center, New York City 


Illustrative case material suggests new case-finding and treatment oppor- 
tunities when union, employer and community agencies collaborate to de- 
velop a rehabilitation-mental health program within an industrial setting. 


ODERN MENTAL HEALTH LITERA- 
TURE is replete with discussions 
of utilization problems. The growth of 
mental health programs has not been ac- 
companied by a parallel growth in dy- 
namic involvement of all socioeconomic 
groups within the community.‘ 5 
Many causal factors have been identi- 
fid as obstacles to bringing psychiatric 
care to the lower socioeconomic family. 
Some of these factors are as follows: 
(1) the therapeutic model precludes in- 
volving non-middle-class families; (2) 
the value system and training of the 
middle class therapist produce social 
and personal distance between therapist 
and patient; (3) the location and physi- 
cal setting of the treatment facility are 


* Presented at the 41st 


unfamiliar to the patient, and (4) the 
role demands, particularly in view of 
the cost of treatment, are outside the 
mainstream of the blue collar experi- 
ences. 

This author recognizes some validity 
in the above issues but would like to 
sidestep these and report instead on one 
experiment which seems to be having 
moderate success in bringing psychiatric 
services to blue collar workers and their 
families. 

This paper will focus on how the aus- 
pice (in this case the men's clothing in- 
dustry) has been utilized to legitimate, 
support, aid and encourage families of 
manual workers to seek help for emo- 
tional problems. Case presentations will 


Annual Meeting of the American Orthopsychiatric Association, 


Chicago, Ill., as part of the symposium: Are We Seeing the Right Patients? 
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be 
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illustrate how this auspice was used to 
maintain and restore function of the 
worker and his family. 

The project’s style of work was to 
develop a “syndicate of concern” which 
would: (1) sanction receiving help, (2) 
make the helping process visible (remove 
the “magic”), (3) involve the thera- 
peutic agent and patient in concrete 
tasks, (4) permit the development of 
a treatment team to include “the signifi- 
cant others” in the patient’s life and (5) 
encourage the development of goals 
which are feasible in the patient’s real 
world. 


THE AUSPICE 


In September, 1961, the Sidney Hill- 
man Health Center of the New York 
Joint Board of the Amalgamated Cloth- 
ing Workers of America received a grant 
from the Vocational Rehabilitation Ad- 
ministration. Additional financial sup- 
port later was received from the New 
York and American Heart Associations. 
The union contributed space, housekeep- 
ing costs and medical services.” ê 

A demonstration project was set in 
motion. Its aim was to offer rehabilita- 
tion services to the approximately 40,- 
000 members of the New York Joint 
Board and their spouses. The original 
protocol of the project envisaged a SyS- 
tem in which the physicians at the Health 
Center would be introduced to the prin- 
ciples of rehabilitation services and 
thereby become a case-finding core. Re- 
ferrals would be made to the rehabilita- 
tion team, consisting of physiatrist,* 
physical therapist, social worker, and 
nurse, who would offer the traditional 
services of rehabilitation. If the project 
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had proceeded along these lines, this 
would have been, as Yogi Berra, “the 
dean of psychiatric baseball” would say, 
“the wrong mistake.” It was clear that 
such a path of action would, at best, 
have made the project a highly special- 
ized satellite of the Sidney Hillman 
Health Center without any real roots in 
the men’s clothing industry. 

Guided by a philosophy that any pro- 
gram of medical care must work with 
the community as well as treat the indi- 
vidual? the project moved toward a 
broader approach. By first viewing the 
demonstration through an industry-wide 
window, it was possible to identify key 
sectors that influenced the clothing 
worker and his way of life. These in- 
cluded: (1) the union and its structure 
of trade managers, business agents, shop 
stewards and Labor Bureau (employ- 
ment bureau) ; (2) the New York Cloth- 
ing Manufacturer's Association and its 
network of manufacturers, management 
personnel and shop foremen; (3) the 
joint union-management health and wel- 
fare institutions of Sidney Hillman Health 
Center and Amalgamated Health Insur- 
ance Company, and (4) the key public 
and voluntary agencies with particular 
emphasis on the Division of Vocational 
Rehabilitation. 

At the outset, an advisory committee 
was formed which included representa- 
tives from each of these sectors. In es- 
sence a new community rehabilitation 
team was born. The advisory committee 
became a task force for finding people 
with medical problems and legitimating 
the sources of concrete help. The indus- 
try's apparatus and the project's staff co- 
operated in working with the patient. A 


* A physiatrist is à specialist in physical medicine and rehabilitation. 
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treatment philosophy was evolved which 
has been expressed in part by Lester B. 
Hill, M.D. He states: 

“‘Treat’ also means to ‘negotiate with, to 
make treaties or, arrangements with, to arrive 
at understandings.’ All these meanings, too, 
refer to the necessary activity of the psychia- 
trist in mediating between the isolated and 
withdrawn schizophrenic and the hostile and 
threatening presences he fears in his human 
environment.” 3 
This writer believes that Dr. Hill's idea 
applies equally to all medical patients. 
The project thus serves as mediator to 
interpret and to negotiate at appropriate 
points between the patient and his insti- 
tutional world. 

As previously indicated, the project 
was developed to serve the members and 
spouses of the New York Joint Board of 
the Amalgamated Clothing Workers 
Union. Although in many ways this pop- 
ulation is typical of the blue collar labor 
force, certain specific attributes are 
worthy of note: 

—Fifty-seven per cent of the work 

force is male. 

—The median age is 49.6, compared 
with 43.1 median age for the total 
work force in the New York City 
metropolitan area. 

—Of the male working population 
19.6 per cent is over 65 years of 
age compared to 5.4 per cent of 
the New York City working popu- 
lation. 

—Ethnically the membership is 50 
per cent Italian, 40 per cent Jewish 
and 10 per cent other. 

—The average hourly wage rate was 
$2.27 per hour, placing the men's 
clothing worker in eleventh posi- 
tion among production workers in 


* The business agent is a paid employee of the union, 
and manufacturer, particularly in relationship to their 
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the New York City area. The skilled 
male's average earnings are be- 
tween $80 and $90 per week, with 
women earning about $10 less on 
the average. 

—17.2 per cent of the population 
suffered from one or more of a 
group of nine select chronic con- 
ditions. 

—Less than 4 per cent of the chroni- 
cally ill group had ever had contact 
with a community health or wel- 
fare agency." 

Thus, the population which was the 
target for service constituted an aging, 
economically deprived, skilled and semi- 
skilled manual labor force. Many were 
suffering from one or more chronic con- 
ditions, yet had not used the "helping 
facilities" available in the community. 


CASE MATERIAL AND DISCUSSION 


How the machinery operates and how 
the workers benefited from the program 
can best be described through illustra- 
tive case material. The story of Mr. A. 
indicates how the entire network can be 
involved quickly to achieve the ultimate 
goal of helping a worker with an emo- 
tional problem to remain on the job. 

This patient first came to the atten- 
tion of the project through an urgent 
telephone call from a local union's busi- 
ness agent,* who had served as a mem- 
ber of the project's advisory committee. 
The content of the telephone call was 
as follows: 

"I just told a worker who was fired today 
for physically threatening his boss to 'go see a 
psychiatrist.’ When he got very excited, I 
realized it was the wrong thing to do, and I 


remembered our program. I told him to take 
a walk around the block and cool off, and we 


responsible for servicing the worker 
contractual arrangement. 
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would work something out. This man is 6' 3", 
very angry and upset. Can you come over?" 


The project social worker went to the 
union office, and the following occurred: 


Upon entering, he noticed a man sitting in 
the outer office. The union official started to 
give details about the situation. The social 
worker suggested that the union member be 
brought in and the situation be discussed 
openly in front of the member. This was done. 

The union official recounted the worker's 
history of conflict with the employer and fel- 
low workers, resulting in his job termination. 
The business agent felt that there were no 
solutions to Mr. A's problems unless the 
project could be of some help at this point. 
The social worker suggested to Mr. A that he 
join him for coffee in the local cafeteria to de- 
termine how the project could be of help to 
him. 

Over coffee Mr. A. was able to *unload." 
He stated that he was under pressure at home 
and at work and that it was hard for him to 
control his temper. Now that he had lost his 
job he was even more agitated. He requested 
that the social worker join him on the tele- 
phone while he informed his wife of his new 
difficulties. The social worker suggested that 
he make the telephone call from the health 
center and that we might be able to do some- 
thing about his feeling “agitated.” 

In a phone conversation the wife urged 
her husband to cooperate. An immediate 
emergency appointment was made to see the 
psychiatrist at the health center. Both Mr. A. 
and the social worker were present when all 
the facts leading up to the crisis were related 
to the psychiatrist. The social worker left. 
After the examination was completed, the 
social worker returned to the psychiatrist's 
office. The psychiatrist indicated that Mr. A. 
could return to work, prescribed tranquilizers 
and indicated that short-term therapy was 
warranted. In front of Mr. A. the social 
worker called the business agent and informed 
him of the situation. The union representative 
spoke on the telephone to Mr. A. The union 
agent then called the employer who stated 
M. A. could return to work the following 

ay. 


The social worker was able to func- 
tion in this situation because he had at 
his disposal the entire network of the 
men’s clothing industry. A workable plan 
emerged because all the significant forces 
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were alert to Mr. A's need and available 
to cooperate in development of a solu- 
tion. Specifically, the forces were: 

—The knowledge of “the court of 
first resort,” (in this case the busi- 
ness agent) that the project ex- 
isted. 

— The immediate availability of a 
professional who could be legiti- 
mated by a union official. 

—The understanding on the part of 
the professional of the appropriate 
paths of action within the union 
and industry setting. 

— The availability of medical services 
at the health center. 

— The trust which a union member 
was able to place in his union's 
apparatus. 

— The existence of open lines of com- 
munication between management 
and the union. 

Mr. A. was obviously disturbed. With- 
out intervention his situation might have 
deteriorated quickly into a pattern ofa 
sick, unemployed, economically and so- 
cially isolated individual. But help was 
close at hand and quickly dispensed at 
the point of crisis. The entire “syndicate 
of concern" referred to earlier was 
brought into play. Short-term therapy 
was arranged through the Division of 
Vocational Rehabilitation. Thus the net- 
work's goal was successfully achieved— 
the goal of locating a patient in need 
and maintaining him in a work situation. 

No matter how varied the presenting 
problem, the contribution of the machin- 
ery developed by this project remains a 
constant. The union's health and welfare 
program provides for a pension after a 
minimum of 20 years of employment in 
the industry. This benefit is cherished by 
most workers; many continue at employ- 
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ment under extreme difficulties in order 
to insure their pension rights. Mrs. W. is 
an example. 


The insurance company alerted us to Mrs. 
W., a 52-year-old Negro, who was receiving 
temporary disability benefits. 

Mrs. W. was born in the South, completed 
two years of junior college and worked as a 
teacher in her home town. After her marriage 
approximately 25 years ago she moved to 
New York City, purchased a home and had 
two children. Shortly after the birth of the 
second child, marital conflict led to a divorce. 
Mrs. W. assumed the responsibility for her 
children and home. Unable to get employ- 
ment as a teacher, she located a job in the 
men's clothing industry, became a skilled 
worker and for the previous 17 years had 
worked for the same company. 

Five years prior to this time Mrs. W. had 
developed an ulcer, for which she underwent 
surgery. Recent surgery had been performed 
for an abdominal obstruction. Blue collar 
work had always been unsatisfactory to Mrs. 
W.’s feelings about her own status, Her recent 
illness made the pace of work undesirable as 
well. Her doctors felt that return to her former 
job might create severe emotional difficulties 
and exacerbate her physical condition. Caught 
in the bind of financial responsibility and 
anxious to protect her eventual pension, Mrs. 
W. was unwilling to seek employment outside 
the men's clothing industry. 

The social worker reviewed Mrs. W.’s past 
history and simultaneously contacted the 
Division of Vocational Rehabilitation. DVR 
Suggested that Mrs. W. might be an excellent 
candidate for training as an office worker. 
The social worker contacted the business 
agent of the white collar section of the union, 
who detailed the unfilled jobs existing in the 
industry. A plan then was worked out to train 
her as a bookkeeper-comptometer operator, 
since this skill is in short supply. The business 
agent guaranteed that upon completion of her 
training she would be placed in a white collar 
section of the union and thus insured her 17 
years of vested rights towards pension benefits, 

Mrs. W. was interested but confused. She 
wanted the program but felt-there was some 
kind of “charity” involved. The social worker 
was able to interpret the nature of a tax sup- 
Ported program and Mrs. W.’s basic rights 
for service. Mrs. W. entered on a training pro- 
gram and summed up her feelings about the 
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project: “All my life I have felt as if I 
had been standing out in the rain, and it is 
as if someone has turned on the sunshine.” 


Again, the existing union machinery, 
medical services and the Division of Vo- 
cational Rehabilitation were creatively 
used to project a therapeutic program 
for a worker in need. 

Not only has the project had an im- 
pact on the administrative machinery of 
the union, but through its role of negoti- 
ator and mediator, it has influenced pat- 
terns of medical care as well. 


Mrs. N. is a 62-year-old woman of mixed 
Jewish and Italian background. She had been 
seen periodically by the psychiatrist at the 
Health Center. She was described as a con- 
stant complainer who talked incessantly. Dis- 
ruptive in the shop situation, Mrs. N. finally 
was shifted away from her regular work 
group into an isolated work situation. The 
isolation triggered further feelings of depres- 
sion and rejection and made it difficult for 
her to function at work. The psychiatrist 
brought the case to the attention of the proj- 
ect. 

The public health nurse discussed the 
problem with the business agent at Mrs. N.'s 
shop. The union's agent indicated that he was 
unwilling to intervene in what was ordinarily 
an employer's prerogative. Nevertheless, he 
discussed the problem with the employer, 
because two weeks later the patient's family 
reported to the project that she had been re- 
turned to her former work station and was 
feeling much better. Thereafter, the psychia- 
trist was able to confront Mrs. N. with her 
disruptive behavior pattern. They were able 
to begin to resolve (while the patient was 
working) a problem he previously had been 
working on unsuccessfully. 


This case, too, demonstrates the im- 
portance of the strategic location of the 
project, and the contributions of an in- 
dustry-wide approach to comprehensive 
medical care. 

The problems in the three cases above 
are typical of the kinds of issues faced 
by blue collar workers. What is unique 
and different is that a mechanism ex- 


» 


JOHN J. SOMMER 


isted for intervening quickly and appro- 
priately at the point of breakdown in the 
patient's. functional performance. The 
individuals at specific moments had lost 
their ability to function within their 
world of work. The professional, through 
his knowledge of the industrial commu- 
nity and contact with it, was able to 
help mediate and negotiate a solution 
with the patient. Access by the profes- 
sional to the worker's milieu makes pos- 
sible a solution which is meaningful to 
the worker. 

The writer does not wish to suggest 
that this project in any way offers major 
solutions to the emotional problems con- 
fronting the blue collar population. How- 
ever, it does suggest the possibility for 
developing one style of work for mental 
health programs in a union-management 
based setting. Such a setting can provide 
(1) a case-finding mechanism and (2) 
avenues for possible solutions to the 
patient's vocational problems. 

The working hypothesis is that trust 
is transferred from the familiar auspice 
to the professional team. This makes it 
possible to direct immediate attention to 
the presenting problem. Quick response 
to the patient's dysfunction coupled with 
the professionals free access to the in- 
stitutional avenues needed to solve en- 
vironmental problems makes possible 
therapeutic responses that mitigate the 
negative effect of the crisis. 
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The author is mindful of the fact that 
this treatment procedure works best with 
those patients who are able to transfer 
their trust. Those workers with negative 
or sharply ambivalent feelings about 
their place of work may require different 
methods for involvement in a mental 
health program. 

It is hoped that further demonstration 
activity to be undertaken by this study 
team under grants from the National In- 
stitute of Mental Health, and Vocational 
Rehabilitation Administration, will de- 
velop a more thorough and sophisticated 
expansion of the modest beachheads es- 
tablished thus far within the men's 
clothing industry. 
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AN INTERVIEW METHOD FOR 


ASSESSING ALCOHOLISM" 
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This paper describes the development and application of an interview method 
for distinguishing alcoholics from nonalcoholics and for determining levels of 
severity among the former group. Demographic, physical, psychological, 
family and occupational data provide information for determining interrater 
reliability and tests of internal consistency. 


Bo KNOWS WHAT alcoholism is 
until you ask him. Everyone knows 
who is an alcoholic until certainty is re- 
quired, These Augustinian statements 
are intended to summarize the difficul- 
ties facing clinical investigators of alco- 
holism who seek precise methods to de- 
tect alcoholism and to determine its 
severity. 

Abstract definitions of alcoholism have 
been of limited help in generating such 
methods. Their large number and dif- 
fuseness underline the difficulty of the 
task. Many of these abstract definitions 
have been critically summarized by 
Jellinek; ? they tend to cluster about such 


issues as direct alcohol experiences and 
their effects—physical, psychological and 
social. Chafetz and Demone * outlined 
causal factors and specified these find- 
ings as crucial: preoccupation with al- 
cohol, loss of control in drinking and 
self-destructive attitudes. For experi- 
mental purposes, the question remains 
how to translate such matters into work- 
ing methods. 

Operational definitions have been even 
less carefully formulated and reviewed. 
Often clinical experiments rest on im- 
plicit criteria of alcoholism, such as con- 
finement on alcoholic wards or in jail on 
alcoholic charges. Occasionally such cri- 


* This study was supported by grants from the Maryland State Department of Health and 


the Department of Mental Hygiene. 
t Baltimore, Maryland 21205. 
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teria have been quite explicit, as in the 
requirement of two arrests for drunken- 
ness in order to establish alcoholism.* 
Such methods invoke the principle of 
res ipsa loquitur: the gross situation of 
the subject makes his alcoholism cer- 


Other operational definitions depend 
on a principle that could be termed per- 
sona ipsa loquitur. Here relevant infor- 
mation is sought from the subject himself 
to assure his correct assessment as an 
alcoholic—or a nonalcoholic. This 
method requires not only specifications 
of the aspects considered crucial for the 
presence of alcoholism but must deal 
effectively as well with all the factors 
adversely affecting reliability. Subjects 
must be motivated to enter such an en- 
terprise seriously and frankly. The well 
known tendencies of drinkers to mini- 
mize or exaggerate must be dealt with. 
The likelihood of subjects seeking to 
meet “the demand characteristics of the 
situation” * must be guarded against. 
Gathering such subjective reports thus 
Tequires the development of techniques 
to maximize completeness and certainty. 
For the lack of a single assured deter- 
minant of alcoholism it is obligatory to 
obtain as much concrete information 
from several important areas of the 
subject’s experience and to do this in 
a manner encouraging accuracy and pro- 
viding cross-verifications. Furthermore, 
the state of present knowledge supports 
Jellinek's modest “approach (to) an op- 
erational definition,” namely, “any use 
of alcoholic beverages that causes any 
damage to the individual or society or 
both.” 8 Subjects who can agree mean- 
ingfully to the application of this to 


565 


themselves are unlikely to be “false pos- 
itives"; failure to agree to its application 
may not settle the issue. 

Quantifying the degree of severity 
among alcoholics requires even more 
specification of the meaning of different 
behaviors related to drinking and even 
more certainty as to a subject’s reliabil- 
ity. This paper reports the development 
of an interview method and scalings that 
have been devised to deal with these 
problems. 


THE ALCOHOLISM 
ASSESSMENT INTERVIEW 


Our operational method of determin- 
ing existence and severity of alcoholism 
in subjects has consisted of an interview 
guide * which assists in focusing clin- 
ically gathered information on major 
criteria of definition. Information ob- 
tained has provided the independent or 
predictor variable distinguishing between 
alcoholic subjects and controls included 
in a study of differential learning pat- 
terns. The main features of this inter- 
view are that it is basically clinical and 
qualitative in nature; at the same time 
it provides certain measurable data 
which not only delineate alcoholics 
from nonalcoholics but also distinguish 
different levels of severity of the condi- 
tion. 

In the earlier phases of our studies, 
a self-administered “drinking check-list” 
had been used to determine degree and 
severity of drinking patterns in subjects 
included in research samples. However, 
experience with such a check-list pre- 
sented certain obvious inadequacies. The 
subject who was self-protective, recalci- 
trant or indecisive did not complete the 


* A copy may be obtained by writing to the authors. 
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form in the same manner as one who was 

cooperative, trusting and sure. Efforts 
to test the validity of information ob- 
tained on the drinking check-list through 
interviews with relatives confirmed the 
basic inadequacy of that approach. It 
was during those interviews with rela- 
tives of subjects that the idea of a some- 
what openly structured interview to be 
used with subjects themselves was con- 
ceived. After some revisions the current 
form of the interview guide evolved; it 
is now in use and provides increasingly 
accurate definition. The interview 
method, when controlled, has proved to 
be a very useful and productive data- 
Bathering technique in research con- 
cerned with intimate or emotionally 
charged information, such as sexual ac- 
tivity ^ and social ineffectiveness? as 
well as drinking patterns.? 


The Alcoholism Assessment Interview 


focuses on interrelated sets of informa- 
tion which may be categorized broadly 
into demographic, physical, psychologi- 
cal, family and occupational. These pat- 
terns are explored in the interview, which 
ordinarily takes about one hour. The in- 
terviewer's basic task is to distinguish 
between alcoholic and control subjects 
and to estimate the severity of indi- 
vidual drinking problems. This centers 
on the subject’s response to the crucial 
question, first asked at the beginning of 
the interview: “Do you have a problem 
with drinking?” The entire interview is 
designed to obtain information docu- 
menting the answer. At the same time 
other information related to drinking 
Patterns is gathered: sib-ship ordinality, 
age and reaction at first drink recalled, 
etc. 

The relatively open-ended, structured 
interview rather than a question-and- 
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answer situation remains the basis for a 
discussion between interviewer and sub- 
ject. The tone of the session is one of 
talking about the specific characteristics 
of the drinking pattera with emphasis 
on the individuality. This is intended to 
be ego-enhancing for the subject and to 
assist in establishing and maintaining 
rapport. 

The rapport sought with each subject, 
experimental or control, is crucial but 
is not designed as a therapeutic pro- 
cedure. From the beginning it is made 
very clear that the interview is geared 
strictly toward research purposes. Within 
that frame of reference the subject is ap- 
proached as a person who could help 
the research. Therefore the goal of ob- 
taining precise information becomes 
more and more clear to the subject as 
the interview progresses, and it becomes 
reasonable to cross-validate sets of in- 
formation and to narrow down to an 
accurate answer to the question, *Do 
you have a problem with drinking?" In 
other words material presented by each 
subject is handled as though it were an 
end in itself within the limits of the 
single research contact. The need for 
accuracy is emphasized throughout; 
questions concerning exact dates, pre- 
cise amounts of alcohol consumed and 
carefully noted dates of onset and dura- 
tion of the problem when a problem ex- 
isted are accepted as part of the research 
task at hand. 

Once such commitment has been es- 
tablished, every subject, alcoholic or 
control, becomes a colleague in a sense. 
It has been our experience in more than 
200 cases that subjects could be moti- 
vated to make strong efforts to document 
their own drinking pattern, its history 
and its consequences regardless of 
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whether a particular subject were a total 
abstainer, a moderate drinker or a 
severe alcoholic. Since the research was 
not treatment-oriented, there was (from 
one viewpoint) no threat of invasion of 
personal privacy concerning "reform" or 
treatment plans. (In those cases where 
the person with a drinking problem re- 
quested it spontaneously, referral was 
made to treatment facilities in the com- 
munity.) Finally, the setting of a well 
established medical center with its as- 
surances of confidentiality enhanced co- 
operation. 

Experience with the early key ques- 
tion on the interview highlighted its im- 
portance in relation to data-gathering 
requirements of the session. The im- 
mediate response of the subject usually 
alerts the interviewer to the focus which 
will be required if a successful research 
interview is to take place. That is, the 
person who hesitates when confronted 
with the query, or the one who em- 
phatically declares, “I’m not an alco- 
holic, if that's what you mean," or the 
one who states frankly that he does not 
know whether he has a problem with 
drinking, are handled quite differently. 
With the first and third types the inter- 
viewer postpones the recording of a 
“yes” or “no” answer; the subject is in- 
formed that a decision will be made as 
the interviewer progresses. The defensive 
Subject, fearful of the label, “alcoholic,” 
is reassured that such labeling is not the 
goal of the session and is given a fuller 
explanation of the necessity for getting 
accurate information for the research 
study in which he is participating. Tn all 
cases the interviewer's sensitivity to the 
particular “set” of each subject plays an 
important part in determining the gen- 
eral approach in the interview. The in- 
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terviewer’s task is to obtain comprehen- 
sive and detailed information without 
stimulating defensiveness, antagonism or 
deceptiveness. 

Sets of data are arranged so as to 
provide opportunities for the subject’s 
own appraisal of the impact of drinking 
on various aspects of his life situation 
(e.g, marital/family, occupation and 
health). If the subject rates the impact 
as “minor” or “none” in any of these 
areas, while the interviewer perceives it 
as "severe," further questioning of the 
basic information is in order to achieve 
consistency. In such cases the need for 
consistency would be discussed frankly 
and a review of the information under- 
taken with the subject encouraged to 
reappraise the facts he had reported. 
Such a procedure usually provides 
enough evidence for the interviewer to 
form an opinion as to the validity of the 
data being presented. For example, a 
judgment of the reliability of the sub- 
ject’s report of drinking impact on his 
occupational history could be made by 
comparing responses to these items (not 
necessarily handled in sequence during 
the interview): number of jobs held in 
the past five years, days lost from work 
due to drinking or hangover in the past 
six months, present annual income as 
contrasted to income five years ago, and 
the like. In addition, questions concern- 
ing number of jobs Jost in the past five 
years versus number held complement 
each other for purposes of consistency. 
Questions concerning drinking to uncon- 
sciousness or experiencing “shakes” dur- 
ing the past year, requiring morning 
drinks, and the like, are similarly open 
to cross-validation in reference to dura- 
tion of problem with drinking and fre- 
quency of excessive drinking bouts. 
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An important aspect of the interview 
is intensive inquiry into the circum- 
stances of the subject's first drink, if re- 
called; age at which it occurred; type of 
beverage; who, provided it; initial effects, 
and when or if drinking began to create 
problems. This line of questioning cul- 
minates in detailed examination of cur- 
rent patterns of alcohol consumption. 
Interspersed with these quantitative data 
are global ratings requested of the sub- 
ject on such matters as how drunk, he 
actually becomes during bouts and 
whether he becomes inebriated in the 
interims. At such points in the interview 

‘the subject is quoted verbatim. 

A particularly relevant topic here in- 
volves the actual cost of drinking. Care- 
ful attention is paid to the exact amount 
of money per week the subject spends 
on drinking as averaged out over the 
past year. If major discrepancies become 
apparent during this discussion, the ex- 
act amounts of alcohol consumed dur- 
ing bouts and interims are reappraised. 
In other words discrepancy between 
money spent is compared with reported 
amounts and kinds of beverage con- 
sumed. A person who reports consump- 
tion of three or four fifths of good 
quality whiskey a week and yet esti- 
mates spending less than five dollars a 
week on drink would be asked to review 
the whole question once more. Though 
this technique may appear at first glance 
to be somewhat intrusive and overly 
direct, the fact that it can be accom- 
plished with respect for the personal 
integrity of the informant is evidenced 
by the relative absence of recalcitrance 
and hostility in our interviews. 

This directness applies equally well 
to the questions of history of significant 
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illnesses including surgery, injuries and 
hospitalizations. While no attempt is 
made openly to associate such events to 
drinking, nevertheless reports of liver 
disease, recurring pneumonia or multiple 


automobile and other accidents are care- . ^ 


fully investigated. Dates of these are 
compared with periods of “problem 
drinking." 

At the end of the session the inter- 
viewer and the subject review for the 
purpose of consensus global ratings of 
the impact of drinking on the subject's 
marital/family relationships, health, oc- 
cupational activity and social interper- 
sonal career. These are rated separately 
on a five-point scale (0—4). As a further 
check after the subject departs, the in- 
terviewer makes a final judgment con- 
cerning reliability of information ac- 
cumulated. A judgment of “doubtful 
reliability" has been made only infre- 
quently (less than 10 per cent of cases 
so far), but where this has occurred, the 
data are excluded from further research 
consideration. 

To complete the procedure, all in- 
formation is routinely evaluated at a 
final conference by the full research staff 
to arrive at a consensus as to a subject’s 
assignment to the experimental or con- 
trol condition in our major studies. 
Based on information recorded on the 
interview form such consensus was 
reached in 98 per cent of the entire 
sample of 224. Those five cases where 
no consensus was possible were excluded 
from the studies. To test the adequacy 
of this recorded information for objec- 
tive rating purposes four staff members 
independently rated the "intensity" of 
alcoholism prior to staff evaluation on a 
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TABLE 1 
DISTRIBUTION OF RATINGS OF SEVERITY OF ALCOHOLISM 
Ratings 
Rating 0 1 2 3 4 Quest. Total 
= 88 10 25 21 14 24 182 


five-point scale.* Of 182 subjects f so 
rated (94 alcoholics and 88 controls), 
three or more raters were in complete 
agreement in 98 cases (54 per cent). In 
an additional 60 cases (33 per cent) at 
least three raters were in complete agree- 
ment within’ one point. In 24 cases (13 
per cent) the ratings of intensity re- 
mained questionable although there was 
complete agreement that the subjects 
were alcoholics. The distribution of the 
ratings is presented in TABLE 1. 

Fortunately for this presentation our 
major studies included experimental and 
control subjects who varied widely in 
their consumption of alcoholic beverages 
and who came from many sources to 
Participate in our research. TABLE 2 pre- 
Sents numbers and sources of all sub- 
jects, alcoholics and controls. 

As might be expected, some of the 
Control subjects were total abstainers. 
Others imbided socially with no appar- 
ent harm. A small number of persons 
with drinking problems were found in 
the groups expected to be controls. One 
Subject came to us believing he had a 
Problem with drinking, but during the 
Interview it became evident that he was 


not an alcoholic. The alcoholics repre- 
sented a great range of drinking be- 
havior despite the fact that all had prob- 
lems associated with drinking. 

Gase illustrations are presented to 
identify and clarify the information 
which contributed to ratings of different 
levels of alcoholism. Rather than pro- 
vide illustrations of the extremes, it 
seems more useful to describe the kinds 
of interview information which distin- 
guished between contiguous ratings such 
as a 2 (moderate alcoholic) and a 3 
(severe alcoholic). The information pre- 
sented immediately below refers to alco- 
holic subjects who were rated at a 2 level 
of severity. Key information has been 


TABLE 2 
Sources OF SUBJECTS 

Medical Ward Patients 63 
State Hospital Alcoholism Unit 44 
Governmental Agency 44 
Local Industrial Plants 22 
Alcoholics Anonymous 13 
Local Labor Union 12 
Local Church Groups 9 
Psychiatric Clinic Outpatients 8 
Miscellaneous 7 
Halfway Houses 4 
Naval Reserve Unit 3 

Total 229 


* Clinical ratings of severity of the drinking problem consisted of a five-point scale (0-4) 
Which roughly approximates conditions ranging from: 0=abstainer, or non-alcoholic; 1—alco- 
holic, light; 2—alcoholic, moderate; 3—alcoholic, severe; 4—alcoholic, extreme. 

+ Although 229 subjects were interviewed during the period in which the interview was 
developed, only the data from 182 were sufficiently complete by the present method to allow 


the ratings provided here. 
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generalized from many such cases, and 
information which seems to differentiate 
most effectively is discussed. 


A type-2 alcoholic is a person who has 
been drinking consistently over a period of 
many years—in most cases more than ten. 
Due to his own control or due to a combina- 
tion of his own control and tolerant restraints 
exerted on him by his family members, em- 
ployers, and the like, he manages to maintain 
some occupational and social stability. Such 
a subject may go on three- or four-day 
binges every few months, usually on weekends 
or other nonwork periods such as holidays or 
seasonal layoffs. In addition to increased 
alcohol intake during the sprees this type of 
subject might consume up to two quarts of 
whiskey or vodka (never concomitantly) con- 
sistently a week plus some beer or wine. 
The binges, on the other hand, would be 
characterized by ingestion of the regular 
weekly amount over a two-day, weekend pe- 
riod with the subject "drinking around the 
clock." 

Except for his immediate family very few 
of his friends and associates seem to be aware 
of his constant preoccupation with availability 
of alcoholic beverages. To most outsiders 
he seems to present a reasonable semblance of 
family, personal and social integrity. The 
subject, however, realizes that at times he 
drinks *. . . too much for my own good." 
Such a person is likely to report that he 
“, .. gets drunk enough to get locked up 
now and then" on binges. These arrests never 
Occur between bouts, and any incarcerations 
experienced would seldom amount to more 
than a sobering-up period followed by oc- 
casional payment of a fine and release to a 
responsible family member. Being a stable 
community member of quite long standing, 
such a subject might tend to be treated with 
preferential tolerance by the local police with 
whom he would likely be on rather friendly 
terms. 

A typical subject in this category spends 
about ten dollars a week on alcoholic bev- 
erages including expenses for treating his 
friends and associates. He would be living 
with his family, and it is not uncommon to 
find that his spouse is a total abstainer who 
is gainfully employed outside the home. The 
wife of a subject in this category may be in 
friendly collaboration with the understanding 
police with a major part of this collaboration 
devoted to minimizing publicity about the sub- 
ject’s drinking in the immediate neighborhood 
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or town. The alcoholic himself expresses 
realization that his drinking pattern causes 
embarrassment to his family, may collaborate 
with wife and police by returning home prior 
to “staggering too much” or drinking to un- 
consciousness, At times such a subject volun- 
tarily seeks out police help, especially near the 
end of a drinking spree. Also, if he has drunk 
to unconsciousness during the past year, this 
has occurred at home, and most often it is 
reported in terms of falling asleep. Usually 
he manages to get into bed, but occasionally 
sleeps the night through in a chair. 

The crucial cutting point between himself 
and a drinker rated at a level-3 of severity 
appears to be in terms of control of not only 
the drinking itself but also the consequences. 
Also this level-2 subject is much more a part 
of his community and frequently is involved 
in various community activities, including 
church, which he may attend quite regularly. 

A subject rated at the level-3 of severity 
by contrast would be distinguishable from the 
type of subject described above on the dimen- 
sions of control and community involvement. 
Correlated with this lesser amount of control 
and community involvement would be the 
consumption of greater amounts of alcohol, 
lengthier time span for binges or for heavy 
drinking pattern, more arrests, more frequent 
incarcerations (up to 30 days in duration), 
blackouts, severe shakes and occasional seri- 
ous interference with food intake while drink- 
ing plus history of state hospital or other 
sanitarium type “drying-out” treatment. 

The direct social sequelae characteristically 
would include unemployment, lowering of 
socioeconomic status and severe marital con- 
flict due to drinking, frequently ending in 
separation or divorce. But many subjects at 
this level of severity try to behave as if they 
are between jobs or as if a reconciliation with 
spouse and family is being negotiated. They 
readily admit the part that drinking has played 
in their occupational and marital disorganiza- 
tion and express the wish that the problem 
were not so severe. 

As with level-2 drinkers, these subjects re- 
port a pattern of heavy drinking which ex- 
tends back over many years; some date the 
onset of the problem back over two decades 
or more. They report many job failures, 
but tend to relate such failures to drinking 
for only the relatively recent past. Such sub- 
jects indicate that as the years progressed, the 
drinking increased until the pattern was one 
of constant intake in many cases with no 
interims of abstinence even if there were in- 
terims of relative sobriety, 
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Amounts consumed would range to more 
than 30 bottles of beer a week or over a 
weekend plus something like two gallons of 
whiskey or vodka (often in combination, 
depending on availability) a week. Low-grade, 
fortified wines are commonly reported among 
such subjects as the type of beverage of last 
resort to which they turn when their funds 
are depleted. Arrests, loss of occupational 
and social prestige, withdrawal from com- 
munity, outright ostracism by family, drifting 
from one rooming house to another, with 
Occasional nights spent in "flop houses" tend 
to characterize the relatively current pattern. 
As opposed to a level-4 drinker, however, this 
subject usually finds some type of indoor 
shelter for the night. Such a subject prob- 
ably would have experienced D.T.'s during 
the past year and, unlike the level-2 drinker, 
would depend on morning drinks daily (level- 
2 might require morning drinks only during 
his binges). 

As other investigators in this field 
realize, there are more severe patterns, 
too. Level-4 includes those subjects who 
regularly seek such nonbeverage alcohol 
as "smoke," rubbing alcohol, bay rum, 
shoe polish, Sterno, and the like. Al- 
though the level-3 subject may have 
tried such types of alcoholic intake one 
or two times in his drinking career, his 
would not be a pattern which includes 
such intake with any regularity if at all. 

To summarize briefly, level-3 is dis- 
tinguishable from level-2 mostly in terms 
of lesser control over drinking and its 
consequences, almost no identification 
With a neighborhood or community, sep- 
aration (frequently with bitterness) from 
family (who have ostracised him) and 
Severe occupational disruption, usually 
characterized by long periods of unem- 
ployment. 

Further attempts were made to iden- 
tify critical informational clues from the 
interview to provide simpler ratings of 
Severity. As a first step the four staff 
Members who had made the independent 
Tatings (the agreement of which was re- 
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ported earlier in this paper) conferred 
to resolve interrater differences in 
clinical ratings where such existed. 
Where consensus was reached, a final 
clinical level of severity was recorded. 

Following that procedure another 
rater was asked to review the interview 
protocols in an effort to arrive at a clin- 
ical level of severity in each case; spe- 
cial emphasis was placed on the four 
general sets of information noted on the 
interview forms. These consisted of: (1) 
family-social and occupational; (2) du- 
ration-severity, i.e., 

years a problem j 
years drinking ovary 
(3) daily consumption during bouts and 
interims, expressed as alcohol; (4) sub- 
stitutes, i.e. drinking of Sterno, 
“smoke,” shoe polish, rubbing alcohol 
and the like. 

It is interesting that no one of the 
four groupings of information mentioned 
above was in itself sufficient for accurate 
clinical rating of severity. However, 
when the other rater made his ratings 
which were based on the four sets of 
information, they were within one point 
of the staff’s established ratings over 90 
per cent of the time. 

Thus, at this point in our studies it 
appears that this interview method does 
produce the information necessary for 
accurate judgment of the presence of 
alcoholism and to some degree, the 
severity of the condition. 

The satisfactory reliability of the pro- 
cedure, partly a function of the technique 
used to gain rapport and partly due to 
the extensive checks for internal con- 
sistency, was confirmed by the good 
agreement in ratings among judges. The 
question of validity, however, remains 
open. Where subjects came from an alco- 
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holism treatment unit, the existence of 
drinking problems may be considered to 
have been validated. No such external 
criterion existed in other cases. More im- 
portant for our studies, however, is the 
face validity of the technique in view of 
the direct relevance of specific interview 
items to drinking behavior. 


SUMMARY 


This paper describes an interview 
technique developed for gathering a. de- 
tailed body of reliable information on 
drinking behavior from both pathologi- 
cal and nonpathological drinkers. Stress 
has been placed on the need for obtain- 
ing interviewee cooperation and methods 
of establishing reliability by resorting to 
checks of internal consistency during the 
course of the interview. A single key 
question near the beginning of the in- 
terview provides a remarkably accurate 
discrimination of alcoholic and nonalco- 
holic subjects for research purposes. The 
information gathered also allows for the 
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determination of levels of intensity of 
alcoholism among pathological drinkers. 


REFERENCES 


1.CHArETZ, M, E. and H. W. DEMONE, Jn. 
1962. Alcoholism & Society. Oxford Uni- 
versity Press. New York, N.Y. 

2. Guze, S. B., V. B. TUASON, M. A, STEWART 
and B. PickEN. 1963. The drinking his- 
tory: A comparison of reports by subjects 
and their relatives. Quart. J. Stud. on 
Alcohol. 24(2): 249-260. 

3. JELLINEK, E. M. 1960. The Disease Con- 
cept of Alcoholism. College and Univer- 
sity Press, New Haven, Conn. 

4. McCorp, W. and J, McConp. 1960. Ori- 
gins of Alcoholism, Stanford University 
Press. Standford, Cal. 

5. ORNE, M. T. 1961. Implications for psycho- 
therapy derived from current research on 
the nature of hypnosis, Presented at the 
American Psychiatric Association Annual 
Meeting. Chicago, Ill. 

6.PoMrERovy, W. B. 1963. Human sexual 
behavior. In Taboo Topics, N. L. Far- 
berow, Ed, Atherton Press. New York, 
N.Y. 

7.STONE, A. R., J. D. FRANK, E. H. NASH 
and S. D. IMBER. 1961. An intensive five- 
year follow-up study of treated psychiatric 
outpatients. J. Nerv. and Ment. Dis. 
133(5): 410-422. 


1 


A FIVE-YEAR FOLLOW-UP STUDY 
OF PSYCHIATRIC PATIENTS" 


E. ROBERT SINNETT, PH.D.,f WARREN E. STIMPERT, M.S.W.$ and 


ELMER STRAIGHT, M.S.W. § 


Attempts were made to predict the adjustment of veterans five years after 
psychiatric hospitalization. Measures of personality and social behavior 
within the hospital generally were unrelated to post-hospital adjustment. In 
contrast, both psychiatric judgments based on lengthy observation and 
physician’s liking for a patient were related to status at follow-up. 


A’ IS PROBABLY TRUE of most long 
range follow-up studies, this project 
was not planned at the time the initial 
investigations were conducted on this 
group of patients. However, it was felt 
that the earlier research offered us the 
Opportunity to evaluate some interest- 
ing and promising leads for the predic- 
tion of post-hospital adjustment at 
follow-up. Specifically, Sinnett and Han- 
ford !* found that patients who were rel- 
atively popular or generated intense 


feelings of liking and rejection among 
their peers were more likely to be 
selected for individual psychotherapy. 
Similarly those patients who were 
selected for individual psychotherapy 
were better liked by their ward physi- 
cians. It seemed that these indices of 
social relationships within the hospital, 
viz. liking by physicians and peers, 
might provide a sound basis for predict- 
ing post-hospital adjustment, particu- 
larly, post-hospital social adjustment. 


* Presented at the 1964 meeting of the Midwestern Psychological Association. 
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Also, Sinnett!? found that the Ego 
Strength (Es) scale of the Minne- 
sota Multiphasic Personality Inventory 
(MMPI) predicted ward physicians’ 
ratings of in-hospital improvement for 
those patients who received individual 
psychotherapy. Our queries were: do in- 
hospital measures of social adjustment 
and ego strength predict to various areas 
of post-hospital adjustment at follow-up 
five years later? 


PROCEDURE 


Subjects. The initial group of subjects 
for this study was comprised of 59 male 
veterans hospitalized on an open-ward, 
acute intensive treatment service at 
Topeka Veterans Administration Hos- 
pital in October, 1957. Their mean edu- 
cational level was slightly less than 
completion of high school. The mean 
rating of occupation level, using the 
Scale developed by Warner, Meeker, 
and Eells?? was at the level of skilled 
workers, The diagnostic composition of 
the group was as follows: psychoses, 42 
per cent; neuroses, 37 per cent; person- 
ality disorders, 15 per cent, and neuro- 
logical disorders, 5 per cent. The median 
length of this hospitalization was one 
year. Approximately one-half of the 
members of this group were first ad- 
missions. 

Predictor variables. The sociometric 
instrument is described in Sinnett and 
Hanford.'? Briefly, patients were asked 
to nominate which of their fellow 
patients they liked (or disliked), who 
they went on pass with, associated with, 
avoided, etc. On the basis of the pat- 
terns of choices made and received, and 
rejections made and received, and the 
number of mutual choices, each patient 
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was classified as being highly popular, 
of medium popularity, an isolate, or a 
reject. 


The Es scale of the MMPI is described — 


in Dahlstrom and Welsh.* 

Two sets of judgments were made by 
the patients’ ward physicians, who were 
second-year psychiatric residents in the 
Menninger School of Psychiatry. The 
ratings were based on a doctor-patient 
relationship ranging from one to six 


months. Ward doctors on this service — 


typically had no more than 20 patients 
assigned to them. The first set of judg- 
ments consisted of ratings of in-hospital 
improvement. Each resident rated his 
patients on a seven-point scale of symp- 
tomatic improvement and a seven-point 
scale of basic personality change. For 
the second set of judgments, each doc- 
tor rated his liking of each of his 
patients on a seven-point scale. It was 
felt that the senior author's position as 
a staff psychologist on the service con- 
tributed to good rapport and coopera- 
tion in executing these tasks. 

The patents’ clinical folders also were 
rated for adjustment prior to the 1957 
hospitalization. Ratings were made in 
the four areas corresponding to those of 
our follow-up interview schedule: occu- 
pational adjustment, family adjustment, 
interpersonal adjustment and community 
adjustment. 

Criterion variables. The criterion in- 
strument was oriented toward the as- 
sessment of rehabilitation or social re- 
covery rather than being depth-oriented. 
A nine-page interview schedule was de- 
vised to assess the patients’ functioning 
in their work, in family relations, in 
interpersonal relations and in the com- 
munity. The schedule was administered 
by VA social workers to the patients 


SINNETT, STIMPERT AND STRAIGHT 


themselves, a relative or an informant. 
For quantitative treatment, each of the 
areas was rated on a four-point scale. In 
order to have a common frame of 
reference among the judges, the ratings 
were made by the experimenters rather 
than by those who conducted the inter- 
views. Pretraining was done (using 
cases not included in the study) to 
check agreement and to develop com- 
mon standards in rating. Patients hos- 
pitalized at the time of follow-up were 
arbitrarily rated “poor” in all areas; 
those in domiciliaries were rated “mar- 
ginal” in occupational and interpersonal 
adjustment and “poor” on the remain- 
ing variables. 


RESULTS 


Reliability of ratings. The interjudge 
agreement on the criterion ratings is of 
critical concern. In general the reliability 
of these ratings seemed quite satisfactory 
for this realm of data. Using Fisher's r 
to z transformation, the average product- 
moment correlation among pairs of 
judges (A vs. B, A vs. C, and B vs. C) 
was .91 for occupational adjustment; 
-69, family adjustment; .77, interper- 
sonal adjustment, and .76, community 
adjustment. The ratings of adjustment 
prior to hospitalization based on clinical 
records showed considerably lower 
agreement than those made from the 
follow-up interview schedule: occupa- 
tion, .76; family, .58; interpersonal, .48, 
and community, .63. Indeed, some of 
the pre-hospital ratings show such poor 
agreement that their value is question- 
able. The fact that clinical records are 
oriented toward the assessment of a 
broad spectrum of variables as opposed 
to our interest in the more precise 
measurement of a few variables probably 
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accounts for the lower interjudge agree- 
ment of the pre-hospital ratings. For 
both sets of data there is somewhat of 
a hierarchy of agreement by adjustment 
area with occupational adjustment show- 
ing the greatest objectivity and family 
and interpersonal adjustment the poor- 
est interjudge reliability. 

Sample at followup. Ninety-two per 
cent of the original sample was ac- 
counted for; of this group, three were de- 
ceased. Thus, we had usable information 
on 51 of our original 59 cases. Of the 
51 patients remaining in the study, 16 
per cent were hospitalized at the time 
of follow-up and 6 per cent were in 
domiciliaries. Twenty-five per cent were 
in regular outpatient contact of at least 
one hour per month with a physician, 
psychiatrist, psychologist or social 
worker. Thus, approximately half of our 
sample were receiving some form of 
therapy at the five-year follow-up. 

In order that sufficient time be per- 
mitted to allow the establishment of 
social relationships, patients hospital- 
ized less than one month were not in- 
cluded in the sociometric part of the 
study. Therefore, 44 subjects were avail- 
able for the analyses dealing with these 
data. The remainder of the analyses are 
based on 51 cases. 

Predictive validity. Suffice it to say 
here that neither the sociometric classi- 
fication nor the Es scale was successful 
in predicting to any of the four areas of 
post-hospital adjustment. None of the 
eight x? median tests was statistically 
significant. Even the indices of pre- 
hospital adjustment were not highly re- 
lated to post-hospital adjustment. Only 
two of these pre-hospital adjustment 
ratings were significantly related to the 
criteria: for family relations the asso- 
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ciation between pre-hospital and post- 
hospital adjustment was as follows: the 
x! median test was 6.53 (P<.02) *; 
for interpersonal relations, y’=3.61 
(P<.05) *. Even though the reliability 
of the predictor and criterion variables 
for occupational adjustment and com- 
munity adjustment was higher than for 
the family and interpersonal adjustment 
areas, pre-hospital occupational adjust- 
ment was not significantly related to 
post-hospital family adjustment (x? = 
1.57), and pre-hospital community ad- 
justment was unrelated to post-hospital 
adjustment in the community (x? = 
0.66). 

Exploratory findings. Yn an explora- 
tory effort to find variables that might 
be valuable for predicting post-hospital 
functioning, the psychiatric judgments 
of in-hospital improvement and the 
ward physicians’ ratings of liking for 
their patients were related to the criteria. 
The results were both surprising and im- 
pressive: none of twelve x? median tests 
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were statistically significant or showed 
trends toward significance (TABLE 1). 
Physician liking and the in-hospital im- 
provement measures were positively as- 
sociated with adjustment at follow-up. 

The intercorrelations among the ex- 
ploratory variables, the Es scale, and the 
follow-up ratings are all positive and 
form a single cluster (TABLE 2). 
This pattern of interrelations indicates a 
general factor of improvement and suc- 
cessful functioning underlying these 
variables. The correlation coefficients 
were used here primarily for descriptive 
purposes. Because of the marked de- 
viations from normality for four of the 
variables, tests of significance of these 
correlations are not appropriate. Since 
Es shows a small linear relationship with 
the other variables, further investigation 
of this scale’s predictive value is indi- 
cated, 

Psychiatric judgments generally have 
not fared well as predictors of improve- 
ment.® 11, 21, 25 In an earlier study done 


TABLE 1 
THE RELATIONSHIP OF PSYCHIATRISTS’ JUDGMENTS TO ADJUSTMENTS AT FOLLOW-UP 


Post-hospital 


In-hospital Rating Adjustment Area x? Median Test pt 
Symptomatic Improvement vs. Occupational TRY «.01 
Symptomatic Improvement vs. Family 1.64 ns.** 
Symptomatic Improvement vs. Interpersonal 3.15 <.05 
Symptomatic Improvement vs. Community 3.15 <.05 
Basic Personality Change vs. Occupational 5.99 «.01 
Basic Personality Change ^ vs. Family 0.12 ns. 
Basic Personality Change vs. Interpersonal 4.29 <.02 
Basic Personality Change vs. Community 2.20 <.10 
Physician Liking vs. Occupational 4.46 <.054 
Physician Liking vs. Family 0.25 n.s. 
Physician Liking vs. Interpersonal 3.43 <.107 
Physician Liking vs, Community 5.83 <.05 

* Probabilities for one-tailed tests. 

** Not statistically significant. 
t Probabilities for two-tailed tests. 


* These probabilities are based on one-tailed tests. 
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TABLE 2 
INTERCORRELATIONS* AMONG PREDICTOR AND CRITERION VARIABLES 


1 


2 3 4 » 6 7 8 


Es — 
. Physician Liking 

. Symptomatic Improvement 

Basic Personality Change 

Occupational Adjustment 

Family Adjustment 

. Interpersonal Adjustment 

Community Adjustment 
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24. 22 45 28 195135 27 
— 36 40 26 i7; 28 28 
— 58 46 2917432 32 


— 62 72 77 
— 76 81 
— 93 


* Pearson r values, decimals omitted. 


on another sample of subjects from this 
population, Sinnett and Hammersley '* 
found diagnosis and prognosis on admis- 
sion unrelated to psychiatrists' ratings of 
in-hospital improvement. For the pres- 
ent sample, prognosis was unrelated to 
in-hospital improvement or adjustment 
at follow-up. Diagnosis was unrelated 
to in-hospital improvement and for the 
follow-up criterion ratings, it was re- 
lated only to family adjustment (x? = 
8.46, 2 df, P<.02). Because of the 
small number of cases, the patients with 
neurological diagnoses were omitted. 
The nature of the relationship was that 
Psychoneurotics showed better post- 
hospital family adjustment than psy- 
chotics or patients with personality dis- 
orders, 

Since marital status was found to be a 
Bood predictor in the VA's Psychiatric 
Evaluation Project ? it was related to our 
Criteria. Using the dichotomy of "never 
married" vs, all other categories, it was 
found that those never married were 
judged to have a relatively poor post- 
hospital family adjustment. Since marital 
Status was unrelated to any of the other 
three areas of post-hospital adjustment, 
It seemed that for this sample marital 
Status was predictive perhaps only be- 


cause of criterion contamination; i.e., 
marital status is identified closely with 
judgments of family adjustment. 


DISCUSSION 

The prediction of adjustment over a 
five-year interval is perhaps a severe test 
of any variable or set of variables. Yet 
as clinicians, scientists and those con- 
cerned with our fellow man we are in- 
terested in the factors associated with 
long range adjustment. 

Although in a previous investigation 
on this sample the Ego Strength scale 
was demonstrated to have some validity 
in predicting in-hospital adjustment, the 
long range validity findings were equi- 
vocal depending on the method of 
analysis. Results of shorter follow-up 
studies by other investigators were 
mixed. 12 

The failure of peer relationships 
within the hospital to predict post- 
hospital adjustment is intriguing. In a 
commonsense way we often generalize 
from in-hospital adjustment to extra- 
hospital and post-hospital social adjust- 
ment. Such generalizations appear 
hazardous. Perhaps it is as Goffman? 
offers that adaptation to a total institu- 
tion is of a different genre. And in an 
ex post facto attempt at explanation one 
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can recall and cite cases where a 
patient's ties outside the hospital con- 
tinue to be of paramount importance to 
him; consequently there is little invest- 
ment in relationships with peers in the 
hospital. Others are model patients and 
have poor relationships with their 
families and society at large. Quite 
diverse findings have been reported on 
the association between measures of in- 
hospital and post-hospital social be- 
havior.5 4 5, 12, 16, 24,25 Forsyth and 
Fairweather * report no relationship be- 
tween ward behavior and a follow-up 
questionnaire. Two studies actually have 
found superior post-hospital adjustment 
among those patients who make a poor 
in-hospital adjustment. Schofield, Hath- 
away, Hastings and Bell 1° found such 
an inverse relationship with psychiatric 
patients. Echols ? also reports that the 
group of tuberculosis patients which ap- 
peared to benefit most from rehabilita- 
tion services were those who were dis- 
charged against medical advice. 

Evidently the relationships among in- 
hospital, extra-hospital and post-hospital 
Social behavior are quite complex and 
need further investigation. The varied 
findings reported may be due in part to 
the use of different measures of social 
behavior. 

Ward physicians liking for their 
patients shows some promise for the pre- 
diction of post-hospital adjustment. The 
liking variable, although regarded by 
many as superficial, subjective, and a 
source of contamination of other judg- 
ments, has shown predictive validity for 
a number of quite diverse criteria. In 
Kelly and Fiske’s 1° study of beginning 
graduate students in clinical psychology, 
liking by assessment raters is positively 
associated with later functioning as a 
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clinical psychologist. Similarly, Holt and 
Luborsky ? found that judges’ liking was 
substantially rated to subsequent per- 
formance as a psychiatric resident (it 
was one of their best predictors). 
Strupp, Wallach, Wogan and Jenkins ** 
have found that psychotherapists’ rat- 
ings of outcome were positively related 
to their liking for a patient, and Wil- 
liams ?* has reported that teacher liking 
predicts grades in school. 

Quite often actuarial prediction, al- 
though pedestrian, yields significant re- 
sults. Pre-hospital adjustment as judged 
from clinical records showed significant 
results for only two of the four areas 
studied. Occupational adjustment at 
follow-up and community adjustment at 
follow-up were unrelated to pre-hospital 
adjustment in these areas. Often pro- 
fessional staff are influenced in their as- 
sessment of a patients’ potential by his 
previous functioning. For these areas it 
seems that caution is indicated in mak- 
ing any such generalization. 

When one compares the predictive 
validity of diagnosis and prognosis on 
admission with that of judgments of in- 
hospital improvement, it appears that 
judgments made by psychiatrists on the 
basis of a short term evaluation are less 
valid than those based on longer study 
and on data from a variety of sources 
within the hospital setting. It should be 
pointed out that the short term of 
evaluation in this instance was based on 
an average of ten days’ inpatient study. 
The findings of some other investigators 
are consistent with this interpreta- 
tion.^19.?* In particular, these results 
are congruent with those obtained by 
Lasky, Hover, Smith, Duffendack and 
Nord ™ and are similar to those reported 
by Pascal, Swensen, Feldman, Cole and 
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Bayard.'* Length of acquaintance seems 
to be a factor that might account for 
otherwise disparate results with psychia- 
tric judgments as predictor variables. 

Considering the lack of success in 
many studies using demographic, back- 
ground, psychiatric and test variables in 
predicting later adjustment, the shift to 
the inclusion of relatively novel social- 
psychological variables seems to be a 
desirable one. The use of peer ratings 
and ratings of unsophisticated judges,'* 
ratings by patients,!^!* patient expec- 
tations as revealed by a modified MMPI 
(projected discharge profile),? physi- 
cian liking, and patterns of family re- 
lationships ^ may be more fruitful 
predictors. These latter factors also may 
enhance our understanding of the re- 
covery process which takes place not 
only within the patient but in a social- 
psychological milieu. Perhaps the con- 
cern for objectivity, expert judgment 
and precision of measurement has led 
Us astray as scientists from the investi- 
gation of the really crucial inner man 
and social variables. The same concern 
may have prevented us as clinicians 
from orienting our investigations and 
even our clinical records to meaningful 
Psychological variables, such as our 
feelings of liking for patients and the 
patients’ expectations of their treatment 
and recovery. 


SUMMARY AND CONCLUSIONS 


The major predictor variables, socio- 
Metric measures of the patients’ rela- 
tionships with peers and the Ego 
Strength scale of the MMPI, failed to 
Predict long-range post-hospital ad- 
justment. Pre-hospital adjustment was 
Not as good a predictor of post-hospital 


579 


adjustment as one might anticipate; for 
the areas of work and community ad- 
justment the relationships were not 
significant. Psychiatric judgments of lik- 
ing for the patient and ratings of in- 
hospital improvement had some demon- 
strated predictive validity. However, it 
seems that psychiatric judgments based 
on relatively brief evaluation are de- 
cidedly inferior to those based on longer 
acquaintance and possibly on informa- 
tion from a variety of sources within a 
hospital setting. The emergence of the 
study of variables heretofore disre- 
garded as “subjective” and not easily 
quantifiable, yet psychologically mean- 
ingful, is regarded as a promising line 
of inquiry for both clinical and scientific 
investigation. 


REFERENCES 


1. Brooks, G. W., AND W. N. Deane, R. C. 
Lacor, B. B. Curtis. 1963. Varieties of 
family participation in the rehabilitation 
of released chronic schizophrenic patients. 
Jour. Nerv. and Ment. Dis. 136(5): 432- 
444. 

2. DAHLSTROM, W. G. AND G. S. WELSH. 
1960. An MMPI Handbook. University 
of Minnesota, Minneapolis, Minn. 

3. EcHOLS, FRANK H. 1962. An evaluative 
survey of the medical, social, and rehabili- 
tation factors in work adjustment of 5,836 
persons discharged from state tuberculosis 
hospitals in Florida. Research Reports in 
Social Science, Florida State University 
Institute for Social Research. 4: Whole 
No. 2. 

4, FAIRWEATHER, G. W., R. SiMoN, M. E. 
GEBHARD, E. WEINGARTEN, J. L. Hor- 
LAND, R. SANDERS, G. B. STONE, AND J. E. 
REAHL. 1960. Relative effectiveness of 
psychotherapeutic programs: a multicri- 
teria comparison of four programs for 
three different patient groups. Psychologi- 
cal Monographs. 74: Whole No. 492. 

5. FonsvTH, R. P. AND G. W. FAIRWEATHER. 
1961. Psychotherapeutic and other hos- 
pital treatment criteria: the dilemma. 
Jour. Abnorm. and Soc. Psychol. 62(3): 
598-604. 


580 


6. FREEMAN, H. E. AND O. G. SIMMONS. 
1963. The Mental Patient Comes Home. 
John Wiley and Sons, New York, N. Y. 

7. GOFFMAN, E. 1961. Asylums. Anchor 
Books, Doubleday and Co., Inc., Garden 
City, N. Y. , 

8. Hort, R. R. AND L. Lusorsky. 1958. 
Personality Patterns of Psychiatrists, Basic 
Books, New York, N. Y. 

9. Jenkins, R. L. AND L. GUREL. 1959. Pre- 
dictive factors in early release. Mental 
Hospitals. 10(9): 11-14. . 

10. Key, E. L. AND D. W. Fiske. 1951. The 
Prediction of Performance in Clinical 
Psychology. University of Michigan Press, 
Ann Arbor, Michigan. : 

11. Lasky, J. J., G. L. Hover, P. A. SMITH, 
D. W. BosrIAN, S. C. DUFFENDACK, AND 
C. L. Norp. 1959, Post-hospital adjust- 
ment as predicted by psychiatric patients 
and by their staff. Jour. Consult. Psychol. 
23(3): 213-218 

12. Marks, J., J. C. STAUFFACHER, AND C. 
LYLE. 1963. Predicting outcome in schizo- 
phrenia. Jour. Abnorm. and Soc. Psychol. 
66(2): 117-127. 

13, Marks, P. A., AND W. SEEMAN. 1963. 
Actuarial Description of Personality. The 
Williams and Wilkins Co., Baltimore, Md. 

14, OvERALL, B., AND H. ARONSON. 1963. 
Expectations of psychotherapy in patients 
of lower socioeconomic class. Amer. Jour. 
Orthopsychiat. 33(3) 421-430. 

15. PAscAL G. R., C. H. Swensen, D. A. 
FELDMAN, M. Z. COLE, AND JEAN BAYARD. 
1953, Prognostic criteria in the case his- 
tory of mental patients. Jour, Consult. 
Psychol. 17(3): 163-171. 

16. ScHoræLD, W., S. R. HarHAWAY, D. W. 
Hastinos, AND D. M. BELL. 1954, Prog- 


17. 


18. 


19. 


20. 


21. 


22. 


23. 


25. 


FIVE-YEAR FOLLOW-UP 


nostic factors in schizophrenia. Jour. 
Consult, Psychol. 18(3): 155-166. 
SINNETT, E. R., AND D. W. HAMMERSLEY. 
1957. The relationship between attributes 
of patients selected for psychotherapy and 
improvement measures. Amer. Psychol. 
12(7) 432. (Abstract). 

SINNETT, E. R. AND D. B. HaNronp. 1962. 
The effects of patients’ relationships with 
peers and physicians on their psychiatric 
treatment program. Jour. Abnorm, and 
Soc. Psychol. 64(2): 151—154. 

SiNNETT, E. R. 1962. The relationship be- 
tween the Ego Strength scale and rated in- 
hospital improvement. Jour. Clin. Psychol. 
18(1): 46-47. 

Stone, A. R., J. D. FRANK, E. H. NASH, 
AND S. D. IMBER. 1961. An intensive five- 
year follow-up study of treated psychiatric 
patients, Jour. Nerv. Ment. Dis. 133(5): 
410-422, 

Strupp, H. H. M. S. WarLacH, M. 
WoGAN, AND J. W. JENKINS. 1963. Psy- 
chotherapists’ assessment of former pa- 
tients, Jour. Nerv. and Ment. Dis. 137(3): 
222-230. 

WARNER, W. L., M. MEEKER, K. EELLS. 
1960. Social Class in America, Harper 
and Brothers, New York, N. Y. 
WiLLIAMS, J. R. 1963. The use of likabil- 
ity ratings and ability scores in the predic- 
tion of school achievement. Jour. Educat. 
Research, 57(2): 90-92. 


- Wirt, R. D., AND W. SIMON. 1959. Dif- 


ferential Treatment and Prognosis in 
Schizophrenia, Charles C Thomas, Spring- 
field, Ill. 

Woon, E. C., J. M. RAKUsIN, E. MORSE, 
AND R. SINGER. 1962. Interpersonal as- 
pects of psychiatric hospitalization. Arch. 
Gen. Psychiat. 6(1): 46-55. 


A 


E ¥, 


SOCIAL GROUP WORK: A DIAGNOSTIC TOOL 
IN CHILD GUIDANCE” 


SALLIE R. CHURCHILL, ACSW + 
Assistant Professor of Social Work, University of Michigan, Ann Arbor, Michigan 


Poor peer relationships constitute one of the most frequent symptoms in re- 
ferral to child guidance clinics. Traditional interdisciplinary diagnosis fails 
to evaluate the child’s social relationships to peers. A social group worker, 
using a structured, small, short-term group, can provide data regarding a 
child’s patterns of interacting with peers in terms of his actions and inter- 


actions and other children’s reactions to him. 


T TREATMENT PLAN for each 
patient at the Pittsburgh Child Guid- 
ance Center is based on an interdis- 
ciplinary diagnostic evaluation. Tradi- 
tionally such an evaluation includes a 
social history and a psychiatric and 
Psychological evaluation of the child. 
Two additional methods, a social group 
Work evaluation of the child and a family 
Observation,! now are being used selec- 
tively. This paper will discuss how 
diagnostic groups began at the clinic, the 
types of such groups, preparation of 
children for the group, plans for group 
meetings and observations made in the 
group. Examples from clinical practice 
Will be used. 


CIDMARPBERC TS 


Social group work as a diagnostic tool 
emerged to meet a clinical need. Group 
work is a treatment method frequently 
used with school-age patients diagnosed 
as having neurotic, transient situational 
and/or minor character disorders. Case- 
workers, psychologists and psychiatrists 
needed diagnostic information about 
such children and knew that this in- 
formation was available in the data from 
the treatment groups. 

Disturbed peer relationships are 
among the most frequent symptoms for 
which children are referred. Diagnosis 
of the problems of the child should in- 
clude adequate data about peer difficul- 
ties. The traditional model often fails to 


* Presented at the 1964 annual meeting of the American Orthopsychiatric Association, 


Chicago, Illinois. 


t Formerly senior psychiatric social group worker, Pittsburgh Child Guidance Center, 


Pittsburgh, Pennsylvania. 
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provide these. Our reporters, parents, 
teachers and children themselves rarely 
give a clear picture. Often they give con- 
flicting reports. The individual evalu- 
ations clarify» why such problems arise 
in terms of intrapsychic stress but fre- 
quently fail to clarify how they are 
manifested socially and how they create 
secondary social problems. 

The group worker can provide addi- 
tional information. For example, the 
group report may show that a child be- 
haves in a grossly different manner with 
children, or with children and an adult, 
than he did when he was seen indi- 
vidually. The group report can confirm 
or may deepen other staff observations. 
It does complete the diagnostic picture 
regarding peer relationships. 

Though diagnostic groups seem an 
answer to an existing clinical need, the 
introduction of a new method is not 
always easy or welcome. Resistance to 
change by some staff members, trainee 
difficulties in sharing patient responsibil- 
ity, parental concern about missed school 
time and parental fear of group con- 
tagion occasionally can prevent place- 
ment of a child in a diagnostic group. If 
group work diagnosis is to be used with 
à child, the need for such an evaluation 
must be recognized by one of the pro- 
fessional workers and must be accepted 
by other staff members and trainees. 


DIAGNOSTIC AND TREATMENT 
GROUPS IN DIAGNOSIS 


The goal of the diagnostic group is to 
evaluate the problems of each member. 
The group serves as the milieu in which 
observations are made. The group 
Process is the vehicle which provides 
observable experiences. The primary 
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concern of the group worker is the in- 
dividuals within the group rather than 
the group itself. 

One social group worker selected a 
small, short-term group including no 
more than six members and meeting for 
no more than four sessions. A small 
group provides the greatest opportunity 
for the children to be involved in an 
interacting system, too few members for 
the children to assume such formal roles 
as team members and assurance to the 
child that he will not be overlooked in 
the crowd. To observe the process of 
group behavior a series of meetings is 
necessary, but there must be few enough 
to prevent the children from investing 
too much in the group experience itself. 

Since observation of individual func- 
tioning within the group process is the 
primary task of the group worker in a 
diagnostic group, a carefully balanced 
group is not so necessary as in a treat- 
ment group, where the primary task is 
manipulating the group process. Chil- 
dren can be included in the same diag- 
nostic group if there are no counter- 
indications regarding specific children 
being together. Severely bizarre, physi- 
cally handicapped and retarded children 
are not accepted in diagnostic groups. 

Two types of age groupings have been 
useful: (1) children within a two-year 
age range and (2) children who range in 
age over several years on a fairly con- 
tinuous basis, provided that there is no 
more than one year's difference between 
any child and the child closest to him 
in age. The choice of grouping is based 
on the patient population. 

Groups of one sex usually are best. 
Several diagnostic groups with both 
boys and girls have been tried. In 
general such groups split into two per- 


SALLIE R. CHURCHILL 


manent subgroups with the boys in one 
and the girls in the other. This split 
seems to cut down the freedom of the 
children to interact in the group and to 
place marked limits on the behavior 
manifested. 

As the demand for group work evalu- 
ation of children has increased, tem- 
porary placement of children in ongoing 
treatment groups has been used for diag- 
nosis. Placing a child in an ongoing 
treatment group requires careful evalu- 
ation of both the child and the existing 
group. Not all treatment groups can 
tolerate a new child nor can they tolerate 
the loss of a member without damage to 
the treatment process. It may not be pos- 
sible to admit specific children to specific 
groups. For some children temporary 
membership in a treatment group is emo- 
tionally harmful, but they can benefit 
from being part of a group in which all 
members begin and end at the same time. 
In deciding to place a child in an ongoing 
treatment group, the primary concern of 
the group worker is with the welfare of 
the treatment group regardless of the 
need or readiness of the child to be diag- 
nosed, 


PREPARATION OF THE CHILD 
FOR THE DIAGNOSTIC GROUP 

The child who has had trouble with 
other children usually finds a diagnostic 
group an easily comprehensible pro- 
cedure. Peer relationship problems 
generally are painful to the disturbed 
child himself as contrasted to many 
other referral problems which cause pain 
to the school personnel or to his parents. 
A byproduct of the group diagnostic 
Procedure has been to help a resistant 
child accept the interest of the clinic in 
helping him. 
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Both the parents and the clinic should ` 
prepare the child for the group experi- 
ence. The caseworker interprets the 
group to the parents in the hope that 
they will explain the group to the child 
(but often they do not). The clinic 
preparation of the child varies according 
to the needs of the child, the preference 
of staff members, the point in the diag- 
nostic procedure at which the group is 
introduced and the type of group being 
used, 

When a diagnostic group is the initial 
clinic experience for all members, the 
preparation for the group is the respon- 
sibility of the group worker and can be 
done in the first meeting. He informally 
meets each child in the waiting room 
prior to the first meeting, introduces him- 
self and then introduces the children to 
each other. Together all walk to the 
meeting room where the group as a 
whole is told the reasons for its existence 
and the basic rules. During the first ses- 
sion the worker explores with the chil- 
dren why they are coming to the clinic, 
including “what their parents have told 
them,” and their concerns and fantasies 
about the clinic and group experience. 

Since the group sessions may fall at 
any place in the diagnostic process, some 
children may have had previous clinical 
appointments. The total diagnostic pro- 
cedure, including the group, should be 
discussed in the first interview with the 
child, Some staff members feel that this 
introduction should include an intro- 
duction to the group worker and/or a 
brief tour of the meeting room. 

Many children show anxiety about 
entering a new group. The child's thera- 
pist or the group worker should explain 
to an anxious child the nature of the 
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' elinic group: a protected group with a 
worker who knows that the child has 
had trouble getting along with other 
children. The child who has had almost 
continuously disappointing experiences 
in peer relationships may frankly fear 
another unprotected group situation. It 
is necessary to help him see that group 
experience at the clinic will differ from 
group experiences he previously has had. 
Some therapists hesitate to use the group 
experience when a child expresses 
anxiety about it; they assume that his 
expressed anxiety is the problem without 
exploring the possibility that the child 
is expressing fear of something else, the 
nature of which he does not understand. 
When a child expresses extreme anxiety 
and reasonable efforts to clarify the 
nature of the protected group experience 
fail to reduce this anxiety, it is important 
to work out these feelings with the child. 
The group experience for this child may 
be temporarily dropped. 

When a child is assigned to an on- 
going treatment group, the group worker 
must have some direct contact with him 
individually before he is admitted. He 
must meet the group worker and see the 
meeting room. He should not be faced 
with a totally new situation in which all 
the other children are familiar not only 
with the room and the worker but with 
each other. The group members too 
need to be prepared for the new member. 
Generally they watch for the new child 
in the waiting room and initiate social 
intercourse before the group session be- 
gins. The group worker should observe 
this premeeting activity and be prepared 
to offer the new member support should 
it be necessary. 


GROUP PLANNING 
The diagnostic meetings are planned 
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so that each child is exposed to specific 
emotional and social tasks and stresses. 
The series of four meetings permits an 
evaluation of the pattern of the child’s 
behavior, his ability to maintain certain 
behavior and his adaptive ability. The 
functioning of each child in each group 
session is measured against expectations 
for children of his own age, sex and cul- 
tural group. 

The following broad outline for the 
four sessions provides similar experi- 
ences for each group. The specific 
activities vary with age, sex and even 
the seasons of the year. In the first meet- 
ing the worker uses crafts, games and 
activities which are potentially highly 
interesting, provide opportunities for 
both individual and group activity and 
offer safe ways for constructive isolation. 
In the second session the worker in- 
creases the demand for peer interaction 
and the need for social skills, such as 
Participation in group games or sharing 
of equipment. The degree of change and 
the pressure exerted by the program 
will be based upon an evaluation of in- 
dividuals in the first meeting. Differential 
demands can be made upon each mem- 
ber within a small group and different 
demands are made upon different 
groups. In the third meeting the social 
behavior of the members is tested in the 
community outside the safety of the 
meeting room by a trip to the store, to 
the museum or to the ball park. On this 
trip the worker will gain information 
about the ability of each child to handle 
such social tasks as crossing the street, 
watching out for pedestrians and the 
like. After the third session the group 
worker reviews his impression of each 
child with the rest of the diagnostic 
team. Together team members determine 
what the group worker needs to investi- 
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gate further. The final session is planned 
so that the observations needed for each 
child can be made. During all four ses- 
sions the group discusses the purpose of 
the group, how the group is related to 
the total clinic procedure, how the mem- 
bers feel about coming to the clinic, how 
they view their own problems and what 
help they themselves want. 

When a child is seen in an ongoing 
treatment group, the group worker has 
less freedom to adjust the content of 
group sessions to a standard pattern. 
Evaluation of the child is based on the 
child's ability to manage his experience 
within the existing group. In some ways 
the provocative behavior of the child 
may stand out more clearly. The breadth 
of specific experiences will be limited 
for a treatment group will have more 
cohesiveness and self-direction than a 
newly formed diagnostic group. In addi- 
tion, the treatment group is likely to use 
group pressures to force the new mem- 
ber to adjust to its behavior. 

In all diagnostic group sessions the 
Social group worker plans to take an 
active role as a helping adult, supporting, 
interpreting, limiting and giving infor- 
mation as well as equipment. The role 
remains consistent throughout the four 
Sessions and is made explicit to all mem- 
bers initially. The worker uses program 
to manipulate and to influence the group 
process, to produce demands for social 
Skills and to reduce tension. 


COLLECTION OF DATA 

Group diagnostic data are gathered 
Clinically rather than in a standard re- 
Search procedure. The group worker is 
a direct worker; that is, the intervener, 
limiter, enabler and the like. He is the 
Planner and the provider. He selects the 
group members. He also is the diagnostic 
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observer. Planning a specific milieu and 
program provides structure for the group 
sessions and permits a general range of 
observations similar from diagnostic 
group to diagnostic group but the actual 
activities in each meeting always are 
subject to limits and changes which are 
deemed clinically necessary. Within the 
group meeting the worker must be flex- 
ible with reference to the individual 
needs of each member. 

The social group work report on a 
child provides clinical information, It is 
presented on a descriptive, impression- 
istic and interpretive level. The data are 
subjective. The group worker has been 
involved in the process which he is 
evaluating. He is observing emotions, 
reactions and interactions on both a 
quantitative and qualitative level. The 
data presented are selected by the group 
worker and related by him to what he 
perceived as the treatment needs of the 
patient. Often he predicts from the 
group sample of behavior to other social 
situations. For example, he reports how 
he believes a child will behave in other 
group situations. 


OBSERVATIONS 

What does a social group worker re- 
port? Primarily, his report is an evalu- 
ation of the pattern of behavior of a child 
in three areas: (1) relationship to other 
children, (2) relationship to an adult in 
the presence of other children and (3) 
the child’s knowledge and use of social 
skills, for example, physical and develop- 
mental tasks and expected peer roles. 
These patterns of behavior are reviewed 
in several contexts: (1) initial approach 
to the group situation, (2) ability to 
change over a period of four sessions 
(3) stresses which precipitate regression, 
(4) behavior which provokes unhappy 
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or unpleasant reactions from others and 
(5) the child's reaction to group pres- 
sure. It is as important to observe the 
impact of a child's behavior on other 
children as to, observe the child's be- 
havior. 

The group worker is trained to under- 
stand unconscious motivation determin- 
ing behavior, but this is not the area of 
his diagnostic responsibility. His re- 
sponsibility is to evaluate social func- 
tioning and to differentially assess the 
adaptability of the disturbed behavior, 
the clarity of reality-based reactions, the 
Social hunger. and the motivation for 
change. The group worker attempts to 
learn the nature of the social situations 
which cause a child to become less 
anxious or more symptomatic. Finally he 
tries to identify how the behavior of a 
child unknowingly provokes negative 
reactions to the child. 

Specific examples of the observations 
the group worker makes can be enu- 
merated, and two examples of diagnostic 
group work reports on two children seen 
in diagnostic groups can illustrate some 
of the points made. 

The specific evaluation is made in 
terms of such patterns as interaction, re- 
action, provocation, modification and 
intensification. For example, in regard 
to the child's relationship to other chil- 
dren at the initial group meeting: (1). 
Can he show that he wants a relation- 
Ship? (2) Can he accept friendly over- 
tures? (3) Does he provoke feelings of 
protectiveness? (4) Under what situa- 
tions can he relate and to whom? (5) 
Can he maintain relationships when ten- 
sion is high? Or in his relationship to an 
adult in the presence of other children 
Over the period’ of four meetings: (1) 
What is the pattern of relating to the 


group worker? (2) How does a child use 
the proferred relationship? (3) Is this a 
child whom adults like in a one-to-one 
situation yet who shows gross problems 
in the group when he must compete with 
other children for the attention of the 
adult? (4) Do his feelings toward the 
worker shift when the worker gives to, 
compliments or supports another child? 
(5) Do his dependency demands vary 
with the reality of the situation? In his 
knowledge of and use of social skills in 
the context of stress: (1) Can he accept 
appropriate roles in basic games? (2) 
Does he quit a game if another child gets 
a favorite role? (3) Will he disrupt ac- 
tivity when he doesn’t want to play? (4) 
Are his social handicaps caused by lack 
of knowledge which can be remedied? 
(5) Do confused moral attitudes cause 
emotional rejection of activities? 

Parts of group work diagnostic reports 
on two children seen in diagnostic groups 
illustrate how this theoretical analysis of 
observations into areas of relationship, 
contexts and behavioral patterns blends 
into an integrated whole when the be- 
havior in the group of an actual child is 
described. 


Sylvia is an eight-year-old Jewish girl re- 
ferred to the clinic for sibling rivalry and con- 
flict with parents. The caseworker requested a 
group diagnostic because Sylvia was in trouble 
whenever she was with other children. 

As Sylvia entered the group, she ac- 
knowledged that there were difficulties with 
children, but did not admit to any part in any 
of these difficulties. She stated, *I don't Have 
trouble with children; they have trouble liking 
me. If they tried harder, they could like me." 

The most outstanding aspect of Sylvia's 
adjustment to a peer group was her tremen- 
dous use of denial. She lied with regularity. 
This was neither a protective measure nor one 
of confusion of reality. It seemed to be more 
a manipulating technique. Sylvia was con- 
stantly aggressively defensive, She immediately 
denied having done something whether she 


SALLIE R. CHURCHILL 


had done it or not; she instantly projected the 
blame to another child in the group. This was 
not a fearful denial of a child who anticipated 
she was at fault. Rather it seemed to be her 
major way of managing children, 

Sylvia was an accurate observer of all that 
went on in the group. In any situation where 
it was possible she tattled. She was an astute 
observer of all rules regarding the other chil- 
dren. Whenever arguing a subject she would 
go back to the previous week, selecting dis- 
torted incidents to document her stand. 
Whether she was right or wrong, she at- 
tempted to out-argue each child on any issue 
which she created. 

Sylvia was tremendously intrusive. She was 
jealous of any worker-child interaction or 
child-to-child interaction. She would intrude 
by joining, interrupting or distracting the 
worker or one of the interacting children, She 
had very few play skills and could only play 
if she were boss. The only "satisfactory" play 
experience she had was when she would offer 
to play with one child in a defiant effort to 
show an active rejection of another child. Al- 
though she showed phobic reactions to the 
elevator in her contacts with both her psychia- 
trist and her psychologist, the elevator caused 
no sign of fear in the group meeting, when she 
Was competitive to see who got on first, who 
got off first or who pushed the most buttons. 

Sylvia definitely wanted to be liked by the 
Worker but she did not know how to go about 
it. She could not believe that an adult could 
be consistent. She never gave up the chance 
to win an argument, which she started, con- 
tinued and then usually ended by having a 
temper tantrum. 

In group discussion there was competition 
With the other children for the worker's at- 
tention. She gained this attention mostly by 
breaking group-room rules or doing some- 
thing she knew the worker had specifically 
asked her not to do. If the worker ignored 
these infractions, Sylvia would bring them to 
the worker's attention, loudly stating she had 
not done it. 

Sylvia found it impossible to share with the 
Children. She never had enough. She could 
Not share tasks, food, activities or attention. 
She ate a phenomenal amount of food. She 
had very few craft skills or activity skills. 
She was constantly verbally aggressive. She 
Was extremely intelligent and could assess how 
to annoy people with tremendous skill. 

The other children initially attempted to 
find a way to play with Sylvia. At first they 
Seemed to want to be accepted by this bright 
little girl. Gradually they began to withdraw 
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and allow her to isolate herself. By the fourth 
session they were complaining to the worker 
when they found themselves deprived of 
cookies, equipment or attention from the 
worker. 


SECOND CASE * 


Leon is a ten-year-old boy who was referred 
to the clinic for school behavior problems, 
immaturity and sibling rivalry. He was re- 
ferred to the group for diagnosis by the 
psychiatrist who could not see the problems 
which the school and the parents complained 
about in his individual sessions. Leon's be- 
havior was markedly different over the four- 
week period. In his initial approach to the 
group he seemed to reach out to play with 
the other children with a high level of social 
graces, He attempted to relate to the healthiest 
boy in the group. This lasted only half of the 
meeting. He challenged Mike to a game of 
chess which he played with great skill and 
craftiness. When he found that Mike was an 
equal competitior, he became disinterested 
and lost on purpose. He was aloof from the 
other boys and looked disdainfully at them in 
their participation in the active games of tag 
and dodge-ball. He refused to participate in 
refreshments because the food was not kosher, 
yet he "stole" cookies several times. 

In the second and third meeting Leon 
seemed to be tense and anxious. He was 
asked to play games by the other boys but 
would participate only in table games. When- 
ever intelligence played a factor, he could 
beat the boys easily. When forced to play a 
game of luck or physical skill, he became im- 
patient and usually quit. He began to tell the 
boys that their games were stupid and he 
didn't want any part of their crazy games. 
He began to try and test the boys' intel- 
lectual knowledge by asking questions re- 
garding math, chemistry and history. By the 
fourth session he could make no attempt to 
play with the other boys. He was no longer 
asked to play, yet he could not stand the 
isolation and tried to keep contact with the 
other boys by poking fun at them. He ate 
an enormous amount of cookies. He refused 
to sit down and eat with the boys because they 
“hated him.” 

With the worker Leon kept his distance. 
Any direct interaction with the worker seemed 
impossible for him. His only direct approach 
to the boys was when he wanted them to com- 
municate with the worker for him. This in- 
cluded such obvious behavior as asking one 
of the boys to ask the worker if Leon could 
go to the men’s room. 
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SUMMARY 

This paper reports on social group 
work as a method used to diagnose dis- 
turbed children at the Pittsburgh Child 
Guidance Center. It shows how the need 
to understand the social behavior of chil- 
dren led to the use of diagnostic groups. 
The kind of groups used, the prepara- 
tion of the children, and the planning for 
these groups are described. Finally data 
made available through group work diag- 
nosis are discussed and illustrated. 
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PARENT-NURSE THERAPEUTIC CONTACT ON A 
CHILD PSYCHIATRY UNIT" 


ADOLPH E. CHRIST, M.D.t and RUTH GRIFFITHS, B.A. 


Pathological interactions of parents with their hospitalized child easily can 
be enhanced by untherapeutic contact between nurse and parent. Goals should 
include keeping parents informed and actively involved in their child's hos- 
pitalization, clarifying and modifying current tension-producing interactions. 
This leads to faster progress of parents in psychotherapy, cooperation with 
therapeutic efforts with the child and a better understanding of the parent- 


child interactional patterns. 


F^ NEARLY 10 centuries “demonic 
possession" functioned as an explana- 
tion for what is now recognized as men- 
tal illness. Fear of emotionally disturbed 
individuals, hatred of the insane and 
feelings of total helplessness in the face 
of bizarre behavior all were safely re- 
pressed and displaced onto the “devil.” 
By now it is assumed that psychiatry has 
effectively destroyed the need to invoke 
the “devil.” Nevertheless, we suspect 
that a new devil has crept into current 
thought in the guise of parents of emo- 
tionally disturbed children. On televi- 
sion, in institutions and clinics for chil- 
dren and in scientific papers terms such 


as “schizophrenogenic,” “rejecting,” 
“destructive” and the like are used to 
describe “bad” parents. 

It is easy to overlook the reality that 
severely emotionally disturbed children, 
whether the etiology of their illness is 
psychogenic, hereditary, organic, or a 
combination of these, are not only dis- 
turbed themselves but highly disturbing 
to those with whom they live. For this 
reason any realistic treatment plan must 
focus on assisting children and parents 
alike in creating tolerable and hopefully 
pleasurable ways of living with one 
another. 

Currently most institutions maintain 
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programs of parallel but separate psy- 
chotherapy for parents and children. In- 
patient or day care units often impose 
strict visiting limitations on parents with 
the result that parents often are severed 
dramatically from crucial aspects of their 
child's life from the moment of hospital- 
ization until discharge. Even in settings 
where visiting is not limited a similar 
split occurs when the quality of inter- 
action between parents and staff is un- 
therapeutic. Questions concerning the 
long-range effects of creating a dichot- 
omy of home and hospital thus chal- 
lenge us with nagging persistence. What 
is the effect on parents when they feel 
that experts are doing a better job with 
their child than they can? What are some 
of the effects on a child when he observes 
tension and conflict between his nurse 
and parents? How feasible is it to expect 
families to make realistic plans for their 
child when contact with him has been 
limited? What are the effects on siblings 
when a child is reintroduced into the 
family after a prolonged absence? 
Observations and reflections emerging 
from such questions have made us un- 
easy. Could it be that some of the institu- 
tional practices designed to decrease psy- 
chopathology actually may increase it?? 
Tf so, is it possible to establish a treatment 
program which would enhance rather 
that undermine the relationship between 
parents and children? Is it possible to 
assure parents that continued authority 
in every major decision concerning their 
child will not be denied them? Is is pos- 


sible for each staff member to structure 
his role on the premise that all efforts 
must be directed toward the preservation 
of the essential unity of the child and his 
family? Can hospitalized children partici- 
pate in ongoing home life and thereby 
maintain a realistic position within it? 
Perhaps most important, can parents be 
so integrated into the program that they 
come to realize that any improvement 
in their child is due to mutually shared 
efforts between themselves and staff, 
rather than to the “ministration of ex- 
perts?” 

With the exception of Rose's? and 
Kelleher’s 5 papers on ward attendants, 
there is a paucity of literature on the re- 
lationship between the ward nurse and 
parents of hospitalized children. Em- 
phasis has focused rather on the role of 
ward personnel * 9 ? ? in relationship to 
the hospitalized child.^? In this paper 
we have focused on the role of the nurse 
with parents of hospitalized children. 
STAGES IN PARENT-NURSE 
RELATIONSHIPS 

Upon opening the Inpatient Child 
Psychiatry Ward at the University of 
Washington School of Medicine * the 
senior author decided to stipulate that 
the child psychiatric nurse's role should 
include intensive work with parents. 
Through trial and error it was found that 
successful parent-nurse contacts were 
characterized by roughly five basic stages 
of development. Difficulties were mini- 
mized when it was recognized that the 
stages followed a sequential pattern, and 


1 * This inpatient unit consists of a small ward within a general medical school teaching hos- 
pital. The staff includes a clinical director, clinical psychologist, half-time social worker, child 
psychiatry fellows and psychiatric residents, head nurse and 8 staff nurses, an occupational 
therapist and a half-time school teacher. We have 8 children ranging in age from 5 to 12 who 
are either day care patients (8 hours a day) or patients hospitalized on a full-time basis. The 
children's disturbances range from autistic, Schizophrenic, brain damaged, mentally retarded, 


through severe behavior disorders. 
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that each parent varies in the speed and 
extent of his progress through these 
stages. 

The first stage consists of meeting with 
parents to exchange information. Before 
a child is admitted, or soon after, the 
nurse assigned to the family contacts the 
parents and makes arrangements for a 
meeting, preferably away from the ward. 
In some cases tireless persistence is re- 
quired by a nurse before parents are able 
or willing to respond to such an invita- 
tion. 

During early meetings the nurse at- 
tempts to anticipate and describe as 
many facets of life on the ward as pos- 
sible such as details about scheduling, 
the nature and scope of the school pro- 
gram, occupational therapy and the like. 
She also stresses the vital importance of 
parents’ active participation in the pro- 
gram and reemphasizes the fact of their 
continued significance as the central 
figures in the life of their child. 

The nurse in turn requests informa- 
tion from the parents about their child’s 
eating habits, methods of toilet training 
and sleeping routines, which will assist 
her day-to-day contact with him. She 
also hopes to obtain an impression from 
the parents of the child’s activities at 
home. This impression is enhanced by 
the nurse’s own visit to the home during 
the first week or so of the child’s hos- 
pitalization. 

Stage II begins after this initial ex- 
change has taken place. A nurse then 
introduces parents to the other children 
and staff, Gradually parents are initiated 
into every phase of the program and 
eventually should feel free to drop inon 
the ward any time of day for as long as 
they like. 

These periods provide the setting 
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necessary for the next stage, character- 
ized by a deeper dialogue between nurse 
and parents. Many issues between nurse 
and parents require clarification. Most 
parents are concerned about their role 
in the ward setting. For example, they 
wonder if they should take the initiative 
in stopping a child from striking another 
child or wait for a clue from the nurse. 
Another difficulty arises over confusion 
as to the division of the roles of nurse 
and therapist. For example, the parent 
may be uncertain over the appropriate 
areas to discuss with nurse and therapist 
respectively. 

One outcome of exploring these and 
other problems is that a greater ex- 
change of feeling between nurse and 
parent becomes possible. As soon as an 
atmosphere is created in which emotions 
including resentment, anger and dis- 
appointment can be openly expressed 
and exchanged, the nurse and parents 
are prepared to work toward a new level 
of interaction. 

Whenever a nurse observes parent- 
child interaction which she feels is det- 
rimental to a particular child, she has 
become a participant in that interaction, 
even though a silent, unwilling one. The 
usual result is that she experiences feel- 
ing of guilt and anger which she projects 
onto the parents. 

Stage three requires therapeutic inter- 
vention by the nurse in such tension- 
producing patterns of parent-child in- 
teraction. As example of a situation 
warranting intervention follows: 


Every time Mrs. Brown enters the ward, her 
son runs with a terrified expression on his 
face and buries his head in his nurse’s lap. In 
bewilderment Mrs. Brown turns her attention 
to the other children on the ward. Both the 
nurse and Mrs. Brown experience feelings of 
anger, guilt and resentment. 
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How can a nurse intervene most 
therapeutically in such a situation? First, 
the nurse must perceive accurately what 
actually has happened. She should not 
feel pressed to intervene immediately, 
but should observe sufficient repetitions 
of the pattern to be clear about the 
sequence of events. She must become 
aware of her own feelings, whether they 
are anger at the child for placing her in 
this difficult situation, resentment toward 
the parent for “rejecting” the child, or 
a combination of these and other emo- 
tions. Only after gaining some measure 
of clarity about her own feelings, can 
She begin to understand and appreciate 
the feelings of the parent and his child. 
She is then ready to formulate a plan 
for confronting the parent with an inter- 
pretation of the behavior she has wit- 
nessed. For example, in the situation de- 
Scribed above she might say to the 
mother: 

"If I came on the ward and my child ran 
away from me, I think I would be angry at his 
nurse and at my child for putting me in such a 
difficult situation,” or, “It must make you feel 
terrible when this happens, and it seems to 
happen every time you come here." Suggesting 
Possible alternative behaviors is the next ap- 
Propriate step, She might say, “I wonder if 
there is some other way we can handle this so 
it won't happen all the time.” 

1f the parent cannot think of alterna- 
tives, the nurse could present some sug- 
gestions, Even when she has no alter- 
natives to offer, it is nevertheless crucial 
for her to verbalize the behavioral pat- 
tern she has observed. The failure to do 
this involves grave consequences for 
nurse, parents, child and hence the total 
therapeutic program. 

The direct and often intense confron- 
tations between parents and nurse can 
Constitute an extremely difficult and 
anxiety-producing experience for the 


nurse. The inadequacies of a nurse's 
training become apparent to her when 
she feels herself unable to cope suc- 
cessfully with parents. These difficulties 
are magnified because the intensive, day- 
to-day involvement with a hospitalized 
child tends to create and foster com- 
petitive feelings with the child's parents. 
Thus a gradual evolution of mistrust and 
resentment between nurse and parent 
may undermine any positive therapeutic 
work already accomplished. 

Deterioration of the parent-nurse re- 
lationship is checked when a nurse works 
closely with the family's therapist. Thus, 
in Stage IV by recommending to parents 
that they discuss situations like those 
mentioned above with their therapist and 
informing them that she intends to do 
the same, the nurse is relieved of the 
burden of feeling sole responsibility for 
identifying the parents’ underlying con- 
flicts. When some of the behavioral as- 
pects of the child-parent interaction are 
dealt with in this way, we have found 
that the therapist gains an opening into 
many problem areas in the parent's per- 
sonal therapy that may have otherwise 
awaited years before becoming available 
for therapeutic work. 

We have found that the work of nurse 
and therapist can only be effective if it 
is truly collaborative. Regardless of dif- 
ferences in training, both must feel free 
to disagree openly and focus independent 
judgments on their mutual problems of 
helping parents and children. 

A final goal is accomplished in Stage 
V when parents are kept up-to-date not 
only on purely factual matters, but on 
the rationale underlying the treatment of 
their child in every phase of the thera- 


peutic program. Three illustrations fol- 
low: 
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1.In the course of the hospitalization of 
Jack, a brain damaged, psychotic boy of 
11, the staff kept his parents continually 
informed on their experimentation with 
ways of handling and controlling his ex- 
plosive behavior. After his nurse handled 
a situation which normally would have 
ended in a severe temper outburst, she 
spoke with his father who had observed 
the scene, She explained that when Jack 
was tense, his attention span decreased, 
his distractibility increased, and he be- 
came incapable of accurate perception. 
She explained that it was for this reason 
that she had taken him to a quiet room 
so that, free of other distractions, she 
could talk with him about the situation 
after he had calmed down. 

2. Mr. and Mrs. Smith saw a nurse physi- 
cally restrain their child. In discussing the 
event later, the nurse explained to the 
parents that she felt that their child 
could not control herself and would have 
felt much worse had she been allowed to 
hurt someone, The parents thus realized 
the difference between retaliatory "sitting 
on" and therapeutic “holding.” 

3.John, a schizophrenic boy, apparently 
was unable to read. His school teacher 
explained to his perplexed parents that 
when she had tried to pressure John, he 
had responded in his characteristic negative 
fashion. She further explained that when 
she became aware of her own private, 
and in this case inappropriate, standards 
of "progress" she began to relax and pre- 
sented him with choices for the use of 
his time in school, all of which resulted 
in a dramatic improvement in his learning 
to read. 


It is important for parents to hear 
sequences such as these, not with the 
implication that this is how they should 
handle situations, but rather with the 
attitude that it is their right to know what 
is happening to their child. The nurse 
and therapist can carry out their thera- 
peutic roles only when they do not as- 
sume the role of parent substitutes. Only 
in this way can parents remain the cen- 
tral figures in the life of their child. 


SUMMARY 
We have outlined some stages through 
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which a therapeutic parent-nurse rela- 
tionship can be established. These stages 
grew out of an attempt to fulfill the goals 
of (1) establishing a therapeutic milieu 
where parents would majntain contact, 
involvement and responsibility for their 
hospitalized child; (2) structuring nurse- 
parent interaction toward reducing rather 
than increasing conflict and (3) estab- 
lishing a realistic sequence whereby a 
nurse could learn to achieve these re- 
sults in collaboration with a therapist 
without placing her under undue anxiety 
or stress. 
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BRIEF COMMUNICATIONS 


A PROGRAM, SPONSORED BY A LABOR UNION, 
FOR TREATMENT AND PREVENTION OF 
PSYCHIATRIC CONDITIONS" 


LOUIS L. TUREEN, M.D.,f and MORRIS WORTMAN, M.S.W.+ 
St. Louis Labor Health Institute, St. Louis, Missouri § 


N PREVIOUS REPORTS * ® 3 4 the func- 
tioning of the St. Louis Labor Health 
Institute was described in detail. To re- 
capitulate briefly the LHI was organized 
in 1945 to provide comprehensive medi- 
cal and dental care to members and their 
dependents (numbering more than 
21,000, as of this date) of Local +688, 
Teamster’s Union. The professional staff 
providing health care for this group con- 
sists of a full-time medical director, 45 
part-time salaried physicians, 18 den- 
tists, and a part-time social worker. Con- 
sultations are available for specialties 
not represented in the regularly em- 
ployed staff. The program is financed by 
a 5 per cent payroll contribution by em- 
ployers, a fringe benefit negotiated by 
the union. 


The philosophy of Labor Health In- 
stitute from its beginning has been not 
only to provide a high grade of medical 
care, but also to practice preventive 
medicine. A broad concept of health 
maintenance underlies the LHI Program. 
Although optimum physical functioning 
still is considered the best barometer of 
good health, a focus on physical func- 
tioning alone with an effort to achieve 
health through biological, chemical or 
physical nostrums is like trying to change 
the weather by manipulating the ther- 
mometer. A person’s general state of 
health is seen as a reflection of all his 
transactions with his environment. The 
genetic equipment and tools that he 
brings to the task of coping with his en- 
vironment are indisputably important, 
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but success or failure seldom is predicted 
on this alone. Of at least equal signifi- 
cance to his health are the outcome of 
his efforts to achieve and maintain his in- 
tegrity as an individual in his give-and- 
take with other individuals and attempts 
to maintain satisfying membership posi- 
tions in his social groupings. 

It is no longer a matter of conjecture 
that a person's mind, ways of thinking, 
and perceptions of his encounters with 
reality have the greatest significance for 
his body functioning. Physical exertion 
can make the heart beat faster, but when 
the exertion has passed, the normal heart 
rate returns. Yet, unresolved fears can 
keep the heart beating faster for months, 
years or a lifetime. 

It is our feeling at LHI, that so pro- 
found are life experiences for one's 
general and immediate state of health, 
that no member of the healing arts can 
practice knowledgeably or conscien- 
tiously if the symptoms presented by a 
patient are not related to their historical 
antecedents and to his current total 
milieu. Not only does this call for a vast 
coalition of experts in body functioning, 
but in personal and social functioning as 
well. 

Once the notion that health is the out- 
come of a person's total way of doing 
business with his world is recognized, 
it also becomes clear that any institution 
that accepts the responsibility for health 
maintenance of a constituency, also must 
Concern itself with every facet of inter- 
action between individual and environ- 
ment that can affect health. This includes 
the worlds of microbes and vitamins, but 
it also includes the worlds of values, feel- 
ings, thoughts and beliefs. It includes the 
Worlds of chemistry anatomy and 
Physiology, but it also includes the 
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worlds of relationships, family systems 
and cultures. All these things and more 
influence and control the complex we 
call health. If we dedicate ourselves to 
the task of health, it is obyious there are 
no borders or boundaries we may not 
cross. 

Because of its broad view of the in- 
gredients of health the Labor Health In- 
stitute has been insinuating itself into 
these various dimensions of its members 
life. zones: body, mind, work, play, 
child-rearing, family life, education and 
social life, mental health, economics, 
community involvement, political action, 
retirement, etc. In each of these areas 
there is room for a full variety of services 
and programs. A few, such as the health 
camp, family counselling and political 
action committees, have just begun. 
Even though one might get the impres- 
sion that these are disparate activities, 
they are part of an overall strategy to 
contact people at important points in 
their lives in an effort to help them with 
the critical task of self-realization, a 
prime ingredient of total health. 

In this paper we shall discuss some of 
the theoretical considerations for a pre- 
ventive mental health program now 
under consideration by the professional 
and administrative staff of LHI. 

It has become evident in recent years 
to specialists in mental health that tradi- 
tional psychiatric approaches with in- 
dividual patients often fail not only to 
meet the needs of the individual but the 
needs of the community as well. It has 
been suggested that concern needs to be 
shifted to population groups, particularly 
to those subject to stress situations. 

It has been proposed that efforts 
should be directed toward improving the 
social health of the LHI Community and 
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toward changing conditions of the group 
as well as toward providing treatment for 
the individual patient. The contemplated 
mental health program described below 
would be aimed at reducing the inci- 
dence of mental illness, the prevalence 
of psychiatric disorders and the severities 
of residual disabilities. Following are 
some of the pivotal concepts underlying 
the program which could be adapted to 
union structure and organization. 


Crisis Intervention. Deaths, pro- 
longed illnesses, separations, divorces, 
accidents, abnormal births and many 
Other situations representing role 
transitional states precipitate bereave- 
ment reactions to one degree or an- 
other. Most people make a successful 
adaptation to those new demands. 
Some do so only with great difficulty. 
In a small percentage the adaptive 
effort breaks down altogether. A pre- 
ventive program depends on being 
able to identify as many common 
Stress situations as possible and on 
finding ways to help those who would 
otherwise fail to master them. If in- 
dividuals with maladaptive responses 
can be identified at the point of crisis, 
a relatively short, well aimed, inter- 
ventive effort may have more effect 
at that time than a great deal of effort 
later. It may be reasonable to assume 
that by the time many of our members 
reach the medical clinics of LHI the 
optimal time for preventive inter- 
vention has passed. 

Monitoring. A. preventive interven- 
tion program calls for the monitoring 
of events related to behavior dis- 
orders. This means not only keeping 
in touch with that portion of the LHI 
population involved in bereavement 


situations and other crises, but also 
with monitoring the events affecting 
the basic supplies necessary for health, 
such as working conditions, employer- 
employe relations, job security and 
the like. The union organization of 
Local #688 presents an almost ideal 
situation for such monitoring through 
the business office which keeps a cur- 
rent record of births, deaths, dis- 
abilities and employment disturbances; 
through the LHI itself, and through 
the system of shop stewards, who are 
found in every place of employment. 
With union approval and encourage- 
ment the shop stewards could be 
trained over a period of time to be- 
come key people in a preventive in- 
tervention program by spotting and re- 
porting individuals manifesting mal- 
adaptive responses to crisis situations. 
Since the cultural milieu and value 
system of the shop steward parallels 
that of his fellow worker, he might 
become a useful aid in treatment as 
well as in case findings. 

Mental Health Consultation to 
Caretaker Groups. Shop stewards, 
foreman, employers, certain union 
officials, clergymen, doctors, teachers, 
undertakers and others can serve not 
only as additional case-finding agents 
but because they embody a caretaking 
function in their role, also can act as 
helpers through the use of consulta- 
tion with a mental health consultant. 
This type of indirect approach prop- 
erly organized makes it possible for a 
small number of consultants to serve 
the frontline needs of a widespread 
community in a way that is not pos- 
sible in a one-to-one patient therapist 
approach. 
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System Approaches. One might 
view the patient's illness as a symptom 
of disorder in one or more of the sys- 
tems of which he is a part. The family 
and the place of work must be con- 
sidered important systems which are 
sources of stress. The concept would 
require work with the total family to 
alter the functioning of this disorder 
in the system. Working with the whole 
family would provide insight into dif- 
ficulties of communication and inter- 
action, which so commonly lead to 
personal disturbance as well as to dis- 
ruption in the family system. 


This brief outline of the proposed pre- 
ventive mental health program is based 
partly on experiences gained by the 
Harvard group which has been engaged 
in these approaches in Massachusetts 
communities in recent years. It seems 
ideally suited to a community such as 
Teamster's Local #688. The functions 
of this experiment would be integrated 
with the treatment functions of the medi- 
cal and psychiatric staff. At the present 
planning stage it would be directed by 
a social worker who has special training 
in community health work. The setting 
for some of the mental health counselling 
and consultations would be removed 
from the medical facilities, which could 
be located in the union offices or at 
places of work, or in the homes of mem- 
bers. At the present time the LHI Ad- 
ministration is giving the proposal sym- 
pathetic consideration. The possibilities 
for its eventual implementation are good. 
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SUMMARY AND CONCLUSIONS 


The St. Louis Labor Health Institute 
providing total medical care for 21,000 
persons on a prepaid basis has made 
available psychiatric copsultation and 
treatment for its members since 1946. 
Adapting goals and methods to realistic 
considerations of available funds and 
personnel, a useful program has de- 
veloped for a segment of the population 
which ordinarily would not have access 
to this type of service. 

As an adjunct to the psychiatric ac- 
tivities it has been proposed that a pre- 
ventive mental health program be de- 
veloped. This program would embody 
certain principles of social psychiatry 
which require that attention be directed 
at the group as well as to the individual. 
Methods designed to prevent psychiatric 
illnesses would require techniques of 
identifying crisis situations and mal- 
adaptive responses to them, monitoring 
events of bereavement, use of caretakers 
in the community and treatment of 
family and work systems. 
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INVOLVING A LABOR UNION IN THE REHABILITATION 


OF THE MENTALLY ILL* 


HYMAN J. WEINER, D.S.W.,] and MORRIS S. BRAND, M.D.¢ 
Sidney Hillman Health Center, New York, New York § 


OR THE PAST few years The New 

York Joint Board of the Anial- 
gamated Clothing Workers of America 
in cooperation with management has 
been sponsoring a rehabilitation program 
for the physically and mentally ill. The 
essence of this demonstration project is 
an industry-wide approach to health 
problems. The union, the labor- 
management health center, the insurance 
company, the clothing manufacturers 
and the recreation center for retired 
Workers have joined forces to rehabili- 
tate disabled clothing workers and their 
families. 

Within the context of existing com- 
munity resources, this pilot program has 
been able to secure more help for the 
physically disabled than for the men- 
tally ill. Financial, language, treatment- 
approach and waiting list obstacles all 
have combined to make it difficult to 
find and appropriately use community 
mental health facilities for this low- 


income population. Although the fol- 
lowing presentation is not submitted as 
a success story concerning the rehabili- 
tation of the mentally ill, it may be of 
value to share techniques and experi- 
ences in establishing the labor union as 
a legitimate resource for help with emo- 
tional as well as physical problems. 
This paper reports ways in which a 
labor union was helped to (1) establish 
machinery for early case-finding, (2) 
minimize some of the negative con- 
Sequences resulting from seeking and 
receiving help and (3) participate in 
the vocational aspects of rehabilitation. 
This project, based at the Sidney Hill- 
man Health Center, in New York City, 
has been serving 40,000 households of 
working and retired Amalgamated 
clothing workers residing in New York 
City. It offered rehabilitation care to this 
population, not by creating a new re- 
source, but rather by maximizing the use 
of existing community facilities. The per- 


* Presented at the 1964 annual meeting of the American Orthopsychiatric Association, 


Chicago, Illinois. 


The demonstration project received financial support from the Vocational Rehabilitation 
Administration, the New York and American Heart Associations. 


t Director, Rehabilitation Program. 
t Medical Director. 


$16 East 16th Street, New York, New York 10003. 


598 


WEINER AND BRAND 


sonnel consisted of a director, two social 
workers, two nurses, and part-time 
medical specialists in physical medicine, 
cardiology, psychiatry and internal medi- 
cine. Although outpatient treatment care 
was available at the health center for 
general medical care, only diagnostic 
service was offered for those with psy- 
chiatric problems.* 

To date, more than 600 individuals 
have been referred and evaluated for re- 
habilitation services. Of these, 94 were 
found to have emotional problems which 
seriously interfered with functioning at 
work, within the family and in social 
situations. In some cases the emotional 
problem was the only disability; in others 
it was found in addition to physical im- 
pairments. 

Strategy for altering behavior in re- 
gard to mental illness was based on 
union involvement, case by case. It was 
felt that concrete experiences rather than 
formal educational campaigns or 
seminars would lead more readily to 
modification of the clothing workers’ 
perception of emotional disorder and 
ways of dealing with it. The union itself 
(the union as a social system) was iden- 
tified as the target for intervention. 

The project staff believed that the 
union subculture had notions about 
mental health which interfered with 
serious attempts at treatment or rehabili- 
tation. It was clear that any effort to 
involve clothing workers in a mental 
health program required some change in 
the values and norms of the industrial 
Social system. 


ACTION PROGRAM 


_ The project staff believed that super- 
imposing a traditional interdisciplinary 
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team approach on this industrial setting 
would lead to its isolation. Therefore, 
the first 18 months of activity concen- 
trated on building a rehabilitation net- 
work, of which the professional team 
was only a part, though admittedly a 
most significant one. 

Evaluation of and service to rehabili- 
tation patients were viewed primarily as 
means for involving segments of the 
clothing industry (the union official and 
indigenous leadership, the insurance 
company, management and the rec- 
reation center for retired workers). The 
goal was direct participation by these 
elements in the rehabilitation process. 

Two specific tasks in the rehabilitation 
process were identified around which 
professionals and labor union leaders 
collaborated. These tasks were (1) 
locating potential candidates for re- 
habilitation and (2) modifying or chang- 
ing jobs where necessary. 

Three avenues were selected as prime 
sources for case-finding: (1) the Sidney 
Hillman Health Center, (2) the Amal- 
gamated Insurance Company and (3) 
the union business agent and shop 
steward structure. 

At the health center, physicians, 
nurses and social workers began to refer 
to the project those physically and men- 
tally ill individuals who had problems 
functioning on their jobs or at home. 

The project established close working 
relations with the Amalgamated In- 
surance Company. All those with 
specific medical conditions who filed for 
union disability benefits were notified of 
the new rehabilitation service. Letters 
automatically were sent to all persons 
claiming sick benefits, informing them of 
the rehabilitation program. Between 
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three and five per cent of those sub- 
mitting disability claims, as verified by 
their private physicians, listed “nervous 
disorder,” “mental illness,” “depression” 
or “severe anxiety.” 

The third major avenue for case- 
finding was the union business agent and 
shop steward. They alerted the project 
staff to prolonged absences from work 
and to the difficulties ailing workers were 
having in maintaining their jobs. In one 
local the major referral apparatus was 
the paid union organizer although shop 
stewards were involved. In another 
local the shop steward functioned as the 
primary referral source. 

A professional staff member was used 
to underpin the various case-finding 
channels. Each was assigned to an 
Official arm of the union: a local, the 
insurance company, or the recreation 
center for retired workers. Each learned 
to interact with clothing workers and 
union leaders at places other than the 
health center. Orientation sessions were 
held at factories during lunch hours and 
at union meetings in the evenings. Avail- 
ability of the professional at the factory 
or at the union hall also permitted direct 
contact with the rehabilitation team for 
clothing workers who did not wish to 
share their problems with the shop 
steward or union organizer, His presence 
also made visible the initial phase of the 
helping process. Many screening inter- 
views were held in the rear of the union 
hall, where a worker often invited his 
friends to sit in. 

Guarantee of ongoing and relatively 
informal contacts greatly improved 
trust and subsequent communication be- 
tween clothing workers and profes- 
sionals. In effect, the rehabilitation team 
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became accepted as a resource by what 
Eliot Friedson calls “the lay referral 
system.” ? 

The union’s labor bureau (hiring 
hall) became the vehicle for direct job 
placement and job transfers. On-the-job 
training programs also were established 
in clothing factories. Union officials and 
business agents served in a vocational 
advisory capacity to professionals and 
often were directly involved in team de- 
cisions. They knew the jobs and the 
special requirements in each factory. 

Interpretation to coworkers also was 
essential if the disabled worker was to 
maintain his working status. Shop 
stewards oriented workers in that sec- 
tion of the factory where the disabled 
person was placed. This helped to create 
a supportive interpersonal climate and 
work milieu. 

The pilot project reported here has 
barely touched on the opportunities for 
rehabilitation of the physically and 
mentally ill within a labor union and in- 
dustrial context. Within limited treat- 
ment possibilities it sought avenues for 
involving the trade union apparatus 
along various points of the rehabilitation 
continuum, ranging from case-finding to 
maintenance of job. 

Additional financial support from the 
National Institute of Mental Health and 
the Vocational Rehabilitation Adminis- 
tration will make it possible to develop a 
mental health treatment program in 
order to capitalize on the base of union 
involvement discussed above. 
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FOLLOW-UP STUDIES ON PREVIOUSLY HOSPITALIZED 


NARCOTIC ADDICTS" 


Daniel Lieberman, M.D.t 


ALIFORNIA STATE LAW provides for 

the civil commitment of narcotic 
addicts to state mental hospitals if the 
patient is of good repute other than be- 
ing addicted to narcotics, or if there is 
reason to believe he will benefit from 
state hospital treatment. The period of 
commitment is for a minimum of three 
months and a maximum of two years. 
Provisions also are made for the civil 
commitment of persons addicted to 
habit-forming drugs, (amphetamines, 
barbiturates and the like). This report 
presents the results of a special study of 
all drug addict patients admitted to Cali- 
fornia state hospitals for general psy- 
chiatry during the fiscal year ended June 
30, 1958. This year was selected so that 
adequate time would have elapsed from 
the discharge from the hospital to the 
review of the patient's record to give 
Some significant indication of post- 
hospital adjustment in terms of sub- 
sequent contact with law enforcement 
agencies. 

Each of the nine state hospitals for 
general psychiatry as well as the special 
hospital for the treatment of mentally 
disordered sex offenders was sent a list 
of the drug addict patients admitted to 
that hospital during the fiscal year ended 
June 30, 1958. They were asked to 
supply the Criminal Identification and 
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Investigation (CII) numbers when these 
were available on the patient records. 
CII numbers were obtained for 216 of 
the total of 389 patients in the study. 
The male narcotic addicts received into 
the ¿Department of Corrections during 
the calendar year 1959 were reviewed 
for selected characteristics to serve as a 
comparison with the narcotic addicts re- 
ceived in the Department of Mental 
Hygiene. 

Three major categories of drug addict 
patients have been included in this study 
on the basis of their legal classifications 
(statutory methods of admission). These 
are as follows: (1) 240 narcotic drug 
addicts, (2) 83 habit-forming drug ad- 
dicts and (3) 66 other legal classifica- 
tions. The age at time of admission for 
most of the narcotic drug addict com- 
mitments was under 35 years. Patients 
in the other two legal classification cate- 
gories were preponderantly over 35. Of 
the patients in the study admitted as nar- 
cotic drug addict commitments about 68 
per cent were males. Only 40 per cent 
of the habit-forming drug addict com- 
mitments and 36 per cent of the drug 
addict patients in other legal classifica- 
tions were males. Three-fourths of the 
narcotic drug commitments were ad- 
mitted for the first time during the year 
of study. Only 7 per cent of the addicts 
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in the Department of Corrections had 
had no prior commitment. A smaller 
proportion of the patients in the study 
were married and a higher percentage 
were divorced or separated than among 
the general population in the state. 
Among the patients committed for nar- 
cotic drug addiction a much higher per- 
centage had completed at least two years 
of high school than the average for the 
general state population, but many less 
than the average had completed two 
years or more of college. In contrast, an 
unusually high proportion of those com- 
mitted for other habit-forming drug ad- 
diction had attended college. The educa- 
tional level of the Department of Cor- 
rections group was considerably lower. 
Most of those committed for narcotic or 
other drug addiction remained in the 
hospital for about three months prior to 
release. Only about one in five was hos- 
pitalized for a longer period, and that 
one usualy was out of the hospital in 
less than a year. The white population 
represented the majority of the com- 
mitted patients with the highest percen- 
tage of whites among the habit-forming 
drug addicts. Among the narcotic drug 
addicts the Negro and Mexican-Indian 
were considerably above the state 
average. The Department of Corrections 
Broup presented a marked contrast in 
that the white population represented 
only 34 per cent of the total group, with 
the Mexican-Indian comprising 45 per 
cent of the group and the Negro 19.5 
per cent. 

Bureau of Criminal Identification and 
Investigation records showed that al- 
most half of the patients in the study had 
criminal and/or arrest records prior to 
their admission to a state hospital dur- 
ing the study year (fiscal 1958). Patients 
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in the study committed to the hospitals 
for narcotic drug addiction were the 
most likely to have had a prior criminal 
record at the time of hospital admission. 
Although almost one-half of the study 
patients had criminal records, only about 
one-fourth had been arrested or con- 
victed for prior narcotic offenses. Only 
7 per cent of the group from the Depart- 
ment of Corrections had no prior jail 
or prison commitment. 

As of March 1, 1961, about 30 per 
cent of the patients in the study had 
been arrested or convicted for a criminal 
offense (including narcotic offenses) 
since their release from the state hos- 
pital. Almost half of these were arrested 
within two months after their hospital 
release and about four-fifths were ar- 
rested before the year had elapsed. The 
Department of Corrections groups was 
not followed long enough to determine 
the rate of re-arrests or returns to prison 
from parole. 

The patients under study represented 
a very small number when disbursed 
throughout the 10 hospitals. While the 
treatment program varied somewhat 
from hospital to hospital, in general these 
individuals were incorporated into the 
general psychiatric program with indi- 
vidual treatment according to special 
needs. Less than 10 per cent of the ad- 
missions required medical treatment 
because of symptoms of drug intoxica- 
tion or withdrawal symptoms. While 
care was paid to the prevention of the 
introduction of contraband drugs, after 
an initial period of observation most of 
the hospitals allowed the patients free- 
dom of the grounds to the extent that 
their mental condition allowed them to 
accept this responsibility. Group psycho- 
therapy represented one of the major 
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treatment techniques. Individual coun- 
selling by various professional personnel 
and supportive psychotherapy were 
available and used. Most of the patients 
participated in the rehabilitation and 
industrial activities of the hospital and 
were exposed to the social forces preva- 
lent in group living in a therapeutic com- 
munity type environment. The treatment 
period at the hospital is regarded as an 
initial phase of therapy in most instances, 
with the understanding that the patient 
will require continued professional as- 
sistance and support after he leaves the 
hospital. The time in a hospital allows 
for building up of general physical 
health, establishment of regular habits, 
relief from complicating environmental 
stresses, an opportunity to exchange in- 
formation and ideas with other indi- 
viduals having similar problems, oppor- 
tunity for introspection and evaluation 
and professional counselling and therapy. 

After three years, 70 of the study 
patients, or 18 per cent of the total, were 
admitted to a California state hospital 
subsequent to their admission in fiscal 
1958. Among the first admissions, the 
rate of readmission after 3 years was 11 


. per cent. 


CONCLUSIONS AND SUMMARY 

The study reveals that there is a sig- 
nificant difference between that group 
of patients civilly committed to hospitals 
in the State Department of Mental Hy- 
giene and those narcotic addicts com- 
mitted to the Department of Corrections 
as a result of a criminal conviction. The 
outstanding differences are that the 
former tend to be older, better educated, 
of the Caucasian race, less involved in 
Prior criminal offense and less apt to be 
arrested after treatment. With these 
characteristics one would assume that 
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the potential for recovery after treat- 
ment was greater in this group. There 
has been no careful follow-up of those 
patients who left the hospital as im- 
proved, but in view of the close observa- 
tion of known narcotic addicts by 
California law enforcement officers, the 
assumption is that at least a significant 
number of those not arrested after treat- 
ment have been able to maintain their 
narcotic-free status. A careful study of 
this group is indicated at this time in 
order to prove or disprove this assump- 
tion. 

The group of patients addicted to 
habit-forming drugs indicates that we are 
dealing with individuals from a select 
socioeconomic culture. These individuals 
addicted to habit-forming drugs are more 
highly educated, economically com- 
fortable, are predominated by the female 
sex and almost always have accompany- 
ing neurotic or personality disorders of 
a moderate or severe degree. Being 
relatively protected, they rarely are 
brought to the attention of the law en- 
forcement agencies. 

While there is a notoriously high re- 
lapse rate among narcotic addicts after 
treatment, there is reason to believe that 
among certain population groups the 
potential for recovery is hopeful. A re- 
view of 49 physicians addicted to nar- 
cotics who were granted probation by 
the Board of Medical Examiners be- 
tween 1948 and 1952, reveals that 45 
physicians in this group completed five 
years of probation without becoming re- 
addicted to the use of narcotics. This 
record of 92 per cent success is very 
significant in that the results were 
achieved with various treatment tech- 
niques and in some cases with no 
specific treatment. 
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LATER ADJUSTMENT OF CHILDREN FOLLOWING 
RADICAL SEPARATION FROM FAMILY 


AND CULTURE" 


CONSTANCE RATHBUN,[ M.S.W., HELEN MCLAUGHLIN, B.A.,$ CHESTER 
BENNETT, Ph.D.,$ and JAMES A. GARLAND, M.S. in S,S.** 


ue IS CONSIDERABLE clinical evi- 
dence that abrupt early separation 
of children from their mothers may in- 
flict permanent irreversible damage upon 
later personality development. A single 
Separation experience, however, need 
not involve deprivation for a child if an 
adequate mother substitute, with whom 
there can be real interaction;! is then 
offered. While Bowlby ? has designated 
as most critical for the child the loss of 
the mother figure between the ages of 6 
months and 3 years, even this can be 
made less pathogenic by the immediate 
substitution of another mother figure in 
a normal family setting. 

It is now conceded by those working 
in this field that the question is no 
longer whether the effects of maternal 
deprivation are or are not reversible. 
Rather we need to ask how readily re- 
versible are these effects and under 
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exactly what conditions. The answers 
are particularly elusive because of the 
many variables involved and the im- 
possibility of using control groups. But 
clues can be elicited from selected 
follow-up studies where special ameliora- 
tive measures have been deliberately 
taken to counteract as far as possible 
early traumata of this sort. 

One group of children who appeared 
to achieve an unexpected degree of 
PSychic equilibrium during their first 
year of adoptive placements were the 38 
foreign-born children first reported to 
the American Orthopsychiatric Associa- 
tion in 1957 by Constance Rathbun, 
Letitia DiVirgilio and Samuel Wald- 
fogel.* Abruptly separted from their own 
families and culture and moved into 
American adoptive homes with the mini- 
mum of preparation, these children made 
more satisfactory adjustments than had 
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been anticipated. An. initial acute re- 
action generally was followed by a proc- 
ess of gradual adaptation; the most 
striking characteristic of this adaptation 
was the ability to form meaningful rela- 
tionships. When in some instances symp- 
toms of serious emotional disturbance 
did appear, these appeared to be related 
more to the current living situation than 
to the past history of loss and separation. 
Only later observations, however, would 
yield clues as to whether or not genuine 
restitution had taken place. 

The present paper is a follow-up re- 
port on 33 of these foreign-born children 
Six years after their arrival and place- 
ment for adoption in American homes. 
With the exception of 5 children whose 
families had moved away from Massa- 
chusetts, this is a complete sample of the 
38 children included in the earlier study. 
The purpose of the investigation was to 
evaluate the adjustment of these chil- 
dren in their American homes, and by 
implication to assess their development 
Over a six-year interval following the 
transplantation across cultures as well 
as family environments. 


PROCEDURE 


The findings are based primarily on 
Semi-structured interviews with the 
adoptive parents conducted by an ex- 
Perienced caseworker not previously 
acquainted with these families. The prin- 
cipal informant was usually the adoptive 
mother although efforts to include the 
adoptive father in the interviews were 
Successful in 12 cases. Most of the inter- 
views were conducted in the home and 
at hours when the child could be seen. 
The caseworker met and briefly observed 
all but one of the children. No attempt 
Was made, however, to arrange private 
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interviews with the children. Contingent 
upon the parents’ consent, additional 
information was solicited from the 
schools, and reports were obtained or 


school visits arranged for 26 children 


(79 per cent). 

In order to bring some quantification 
to the evaluation of adjustment, a two- 
part rating scale was developed. The 
child’s life situation was analyzed in 
terms of 12 factors, or dimensions, com- 
prising personal competence, home, 
school and community relationships. 
Each of the 12 factors was rated twice. 
The first rating expressed the rater’s 
assessment of relative assets and liabil- 
ities for the child to a hypothetical popu- 
lation norm. The second rating expressed 
the rater’s evaluation of the child’s ad- 
justment or his effectiveness in coping 
with each of the 12 situation factors. 
Four levels of adjustment were desig- 
nated: disturbed, problematic, adequate 
and superior. In effect, this rating served 
to identify “problem” children and to 
differentiate foci of tension. The pro- 
cedure reflects adjustment in terms of 
areas of effectiveness rather than symp- 
toms. Applying these scales, each case 
was rated independently by the four 
authors on the basis of the case- 
worker’s interviews, school reports and 
collateral information. The ratings then 
were discussed and reconciled as a 
pooled evaluation of each child. 


SUBJECTS 

As stated above, the investigation 
deals with 33 of the 38 children who 
were reported in the earlier study. The 
present group consists of 17 boys and 
16 girls. Twelve were oriental or part- 
oriental. The fathers in some cases were 
American servicemen. Seventeen chil- 
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dren came from Greece, three came from 
Italy and one was Armenian-Turkish. 
Ages, at the time of the interviews, 
ranged from 6 to 16. Since the follow-up 
contacts averaged about six years sub- 
sequent to the original placement, the 
ages of these children at placement 
ranged from a few months to 10 years. 
Approximately half of the placements in- 
volved some matching of the nationality 
of the parents with that of the child. 
This included four Korean-Negro chil- 
dren who were placed in Negro homes. 

In summary, our findings indicate that 
these foreign-born children were pos- 
sessed of better than average personal 
assets and were placed in better than 
average American homes. As judged by 
the rating procedure, the children had 
relatively favorable physical health and 
endowment and above average intel- 
lectual and social competence as well. 
The adoptive homes were seen as rela- 
tively favored, particularly economically, 
in better than average neighborhoods 
and providing good school opportunities. 
Slightly less reassuring ratings were as- 
signed to emotional tone and disciplinary 
patterns in the homes. By a narrow mar- 
gin, the ratings favored the girls in social 
competence, school and neighborhood 
advantages. Examination of age dif- 
ferences associated the younger children 
with particularly favorable economic en- 
vironments and adolescents with the 
better school placements. 

The resultant adjustment for the 
majority of children was judged ade- 
quate and in some cases notably superior. 
Without exception the placements were 
stable in that the children still were 
living in the original adoptive homes. 
None of the children had been institu- 
tionalized or involved in serious de- 
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linquency. No major difficulties ob- 
structed their mastery of the English - 
language. : 

The pooled ratings of four clinically — 
oriented judges served to place the chil- 
dren in four adjustment categories. Five 
were classified as superior (15 per cent); 
secure at home and school, accepted by 
peers and effective in all their relation- 
ships. Another 16 were considered ade- 
quate (49 per cent), comfortable and 
generally normal youngsters. The ad- 
justment of 10 was viewed as prob- 
lematic (30 per cent). This classification 
was based on expressions of concern 
from the adoptive parents, reports of 
friction at home or with peers, inferior 
school performance, or comparable evi- 
dence. While the symptomatic import of 
such problems should not be minimized, 
it is probably fair to say that the typical 
family copes with what we have called 
"problematic" adjustment without pro- 


fessional intervention. The two remain- — 


ing children (6 per cent) were rated as - 
clinically disturbed and in need of pro- 
fessional help, chiefly in relation to the 
home situation. 

There were no major differences in ad- 
justment related to sex or national 
origins of the children. Adolescents were - 
represented in the problematic group, 
but none was seen as clinically disturbed. 
When the current adjustment ratings 
were examined in relation to the initial 
reactions reported in the previous study, 


it was found that most of the children — 


who responded favorably on arrival have 
continued to adjust. Most of the current 
problem children showed more or less 
serious initial disturbance. An impressive 
one-third of the group, however, seen 
as initially disturbed, have achieved a 
successful adjustment. It should be noted 
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that these relationships, while suggestive, 
fall short of the usual criteria of statis- 
tical significance with our limited num- 
ber of subjects. 

A careful inspection of cases suggests 
two patterns of experience which char- 
acterize the children in difficulty. The 
two most disturbed children were placed 
at an early age and are now in the 
latency period. Their initial adjustment 
was rated as moderately disturbed. The 
current problem, however, can be attrib- 
uted as readily to the emotional climate 
in the adoptive home as to the trauma 
of early separation. 


Judy, age 10, is now repeating the third 
grade, never volunteers to recite and seems 
terrified of making a mistake. Any test situa- 
tion provokes extreme anxiety. She is less well 
endowed intellectually than most of the for- 
eign-born children, and emotional problems 
appear to block her ability to learn. Her con- 
tinuing insecurity appears in various guises, 
such as minor illnesses of a functional nature, 
withdrawal, excessive crying, temper tantrums 


. and eating problems. When she arrived from 


Greece at age three she appeared to be moder- 
ately upset by this move. Phobic reactions 
and stuttering noticed in her initial adjustment 
no longer are evident, and her attractive physi- 
cal appearance now in no way suggests the 
thin emaciated little three-year old. Her adop- 
tive mother is an anxious, talkative woman, 
Insecure in her role as a parent in spite of 
having two older sons by birth, Her father’s 
attitude toward her oscillates between affection 
and subtly hostile teasing. A critical disapprov- 
Ing paternal grandmother confirms Judy’s feel- 
Ings of uncertainty about her place in this 
family, Discipline, often inappropriate, is ad- 
ministered almost entirely by her mother. The 
Parents are inclined to blame the school for 
Ineptitude in handling Judy and do not them- 
Selves see any need for the school’s recom- 
Mendation of psychotherapy. This family live 
In a middle-class suburb, have an adequate in- 
Come and give their children many material 
advantages, 


A second pattern of experience is 
typified by some of the older children, 
Placed during latency, whose adjust- 
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ments had been more or less seriously 
disturbed from the start. Subjected in 
some cases to early deprivation and even 
abuse before they were moved, trans- 
planted at a critical stage of ego de- 
velopment, they continue to struggle 
with unresolved identity problems, com- 
plicated by the approach of adolescence. 
With such histories, some have had 
marked difficulty in accepting the 
security and affection even of well 
chosen adoptive families. 


The subtle interplay of pre- and post-adop- 
tive problems makes it somewhat difficult to 
assess the degree of pathology characteristic 
of Kip’s present adolescent ups and downs. A 
fine physique and the ability to sublimate some 
of his aggression have been a basis of real 
success in sports. In school he now is working 
up to capacity, and is liked by his teachers, 
Recently he has made some tentative steps 
toward involving himself socially with girls. 
But from the time he arrived from Korea at 
age nine he has tested to the utmost his adop- 
tive mother, an unusually attractive woman 
who then had two small children. This could 
have been predicted on the basis of his ten- 
acious attachment to his natural mother and 
blatant rejection by a stepfather. In Korea he 
moved from placement to placement, some 
with relatives, some in institutions and no- 
where finding nurturing. In the United States 
intermittent stealing within the family un- 
doubtedly was related to feelings of loss and 
deprivation. Unfortunately neither adoptive 
grandmother made him feel wanted and liked 
and so confirmed his feelings of worthlessness 
and stimulated his anger. On the positive side 
he has a good relation to his adoptive father, 
an idealistic man trained in the behavioral 
sciences. Psychotherapy for the adoptive 
mother has lessened interfamily tensions so 
that Kip may get through adolescent crises 
himself without direct psychiatric intervention. 


By contrast with these cases of prob- 
lematic adjustment, we are somewhat 
challenged to explain the successful ad- 
justment of almost two-thirds of these 
transplanted children, some of them 
severely upset in the early months of 
their adoptive placements. They were 
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not, of course, selected at random. Al- 
though some of the children presented 
difficult medical and nutritional problems 
on arrival that complicated prognosis, 
they are judged as a group to be fun- 
damentally well endowed both physically 
and intellectually. Moreover, many of 
them in their pre-adoptive lives had al- 
ready demonstrated ability to tolerate 
unusual stress. 

The adoptive parents also were care- 
fully screened. This group was somewhat 
older and more established than the 
typical couples who adopt American 
children. Suburban professional families 
offering cultural as well as material ad- 
vantages were well represented. It is our 
impression that many of these couples 
were specifically drawn to the foreign- 
born children by broadly humanitarian 
motives. They offered affection, tem- 
pered by determined patience and intel- 
ligent guidance. The children were 
shielded from racial and ethnic dis- 
crimination even in the schools and 


neighborhoods associated with these 
homes, 


Sam, now 16, strikingly illustrates that an 
initial, severe reaction to abrupt change does 
not necessarily imply a poor prognosis. Com- 
ing to this country at age nine with his younger 
brother and sister and leaving behind in 
Greece an alcoholic father and two older 
brothers, Sam had expressed his anger at this 
change before getting on the plane by attempt- 
ing to run away and by threatening suicide, In 
the United States he presented an uncoopera- 
tive, resistant front to his new parents. They 
were a childless, middle-aged couple; the 
father was a very successful physician and the 
mother herself was of Greek background. 
Sams’ own mother had died in childbirth when 
he was six. His hostile provocative behavior 
in his home lasted until his new parents quietly 
told him that if he couldn’t really accept their 
love they would help him to return to Greece. 
From then on he began to express affection 
and to trust them, to do very well in school 
where he is a leader and to become an out- 
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standing athlete. A tall, handsome boy, he has 
been an active Boy Scout, has enjoyed sum- 
mer camp and is now saving money to go to 
college where he hopes to prepare for the 
field of medicine, Sam is but one of the five 
children rated as outstanding in all aspects of 
life. This small group has done amazingly well 
in school both academically and socially; they 
give evidence of real leadership and seem se- 
curely integrated with their adoptive families. 

Susan, a slender lovely-looking girl of 10 is 
poised, spontaneous in her reactions and often 
full of fun and mischief. Her school record 
shows consistent progress in learning and no 
traces of school phobia, but latent anxiety is 
triggered by the prospect of exams. At such 
times her family describe her as “high strung.” 
The sensitive acceptance of her by adoptive 
parents and their children enabled her gradu- 
ally to replace an indiscriminate tendency to 
go to anyone with true affection and appropri- 
ate object relations. She arrived in this home 
from Korea at the age of 15 months, unable 
to walk; handicapped by her half-Korean, half- 
American heritage and illegitimacy, and aban- 
doned at an orphanage where she lived until 
brought to the United States. One might have 
anticipated effects adverse enough to interfere 
with early development, integration into a new 
family and ability to master effectively the 
tasks imposed by a different culture. That she 
functions so well currently may in part be due 
to the motivations of this adoptive family 
whose medical missionary background strength- 
ened their deep interracial humanitarian con- 
cerns. They later adopted a small Italian boy 
now three and a half. A healthy parent-child 
relationship, comfortable ways with peers and 
the capacity to learn in school characterize 
all of these children, whose adjustment is con- 
sidered essentially normal. 


CONCLUSION 


It appears that the description of “al- 
most incredible resiliency” which char- 
acterized the first year of their adjust- 
ment in American adoptive homes is 
still applicable to 21 of the 33 children 
studied six years later. Only two are ex- 
periencing major difficulties, and ten are 
Coping with minor problems. Good sub- 
stitute mothering was provided imme- 
diately upon their arrival in this country. 
The continuing effectiveness of these 
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adoptive families, most of whom appear 
to be secure psychologically, socially and 
economically, is an important com- 
ponent in the restitutive process. Positive 
interaction with new families certainly 
was helped by the better than average 
physical and intellectual. endowment 
and social competence of this group. 
With few exceptions they have mastered 
the basic tasks of latency in their school, 
peer and family adjustments. An addi- 
tional task imposed on adolescence for 
all these children is the integration in 
some appropriate way of the traditions 
of the two cultures to which they have 
been exposed. 

While a single interview with a parent 
is no substitute for a longitudinal study 
and while direct interviews with the chil- 
dren themselves would have lent greater 
validity to our findings, these "clinical 
snapshots" of current functioning give 
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more than a superficial impression. Most 
of the group show a strong drive toward 
health and normalcy as well as a skill in 
incorporating American mores in their 
basic identity. While the number studied 
is small, the evidence points in the direc- 
tion of a considerable degree of reversi- 
bility of the effects of early psychic 
damage. 
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THE IMPACT OF PUBLIC WELFARE PRACTICE ON 
FAMILY ATTITUDES WITH SPECIAL REFERENCE 


TO DELINQUENT CHILDREN" 


CHARLES H. KING, ACSW,t and CLARA RABINOWITZ, M.S. t 


AS A PRIVATE agency giving full-time 
care to young delinquent boys from 
the most socially deprived groups in New 
York City (including families known to 
the courts and relief agencies, sometimes 
for more than one generation), the Wilt- 
__ 


wyck School is directly concerned with 
the impact of public agency practices on 
these clients. We find on the whole that 
this impact is profound and debilitating, 
and in some instances even an insur- 
mountable obstacle to the family’s ulti- 
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mate rehabilitation. The necessity of 
living on relief appears particularly to 
subvert the cause of family autonomy. 
Our research with these families may 
have some relevance for the public serv- 
ices. 

Dr. Hertha Reiss,' Zilbach and Stone,” 
Eisenberg* and many others* have 
amply described this population and 
various ways of approaching it. We 
limit ourselves here to some common 
characteristics of underprivileged fam- 
ilies who produce more than one acting- 
out child and some of their responses to 
the public services. 

The people in this group have not had 
those interpersonal experiences which 
would have equipped them to evaluate 
the nature and implications of their in- 
teractions with others. The parents 
usually are unable to see any connection 
between their acting-out behavior and 
that of their children. They do not teach, 
guide or exercise rational control over 
them.® Their day-to-day living conditions 
have militated against alterations of their 
attitudes, 

When these parents invite court inter- 
vention in a child’s delinquency, they 
often blame the child for the trouble he 
is in, The court may accept the parental 
projection or may even perceive cor- 
tectly that the child is reacting to paren- 
tal ineffectiveness. Yet the court because 
of its overtaxed resources may remove 
the child anyway, thus teenforcing the 
parent’s feeling that there is no link be- 
tween his behavior and the child’s prob- 
lems. The business with the court ends 
at this point only to begin again some 
time later after the child’s return to an 
unchanged family. Consequently, an op- 
portunity is lost for involving the family 
in the socialization of the child and for 
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correcting the perceptual distortion that 


the court has taken the child from home 


and that this action is unrelated to the © 


mode of family life. 


Misperceptions associated with the ap- i 


plication for relief are of a more 
dramatic nature and are deeply rooted in 
the deprived person’s history. The 
agency worker focuses on legal eligibil- 
ity and budgetary limitations. The appli- 
cant who already regards himself as 


undifferentiated experiences the worker © 


as just another disinterested person. The 
applicant now feels even more anony- 
mous, and he perceives the worker as 
trying to control him as if he were a 
"nobody." In this instance the applicant's 
distortion is not unfounded. 

The court reduces the family's partici- 
pation to adherence to a legal edict. The 
relief agency diminishes its participation 
in establishing eligibility by forcing the 
family to prove complete resourceless- 
ness. In both encounters the child wit- 
nesses the reduction in authority of his 
parents. Seeing them relate to the public 
agency as to a kind of superparent for 


the family, the child turns to the agency — 


as the authority figure. As a matter of ^ 


fact, these agencies do in essence be- 
come the effective parent because they 
assume the responsibility for planning, 
allocating and checking on use of funds, 
not to determine whether the aid is use- 
ful and adequate, but primarily as à 
matter of legal procedure. 

The vast and important area of 


psychological interplay, just barely sug- j 


gested here, usually is outside the 
family’s awareness and hardly ever is 
taken into account by the agency. The 
social milieu of long-time poverty does 
not provide the conditions for positive 
identification between children and 
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parental figures. Therefore there is a 
never-ending search for the “good 
parent,” and it inevitably fails." In their 
association with the agency, the families 
are doomed to disappointment once 
again. 

A further deterioration of the already 
shaky family structure occurs in the 
transactions with the agency. Hier- 
archical lines become more blurred and 
inconsistent. Family interaction comes to 
be more that of peers than parent and 
child. With the open loss of the child's 
respect for the parent and the parent's 
for himself, the family loses its scanty 
hold on dignity, and the relationship with 
the agency slides into a hostile depen- 
dency resembling the familiar situation 
between a child and a controlling, arbi- 
trary parent. In such a climate no real- 
istic obligations are felt and the family 
sets up a game of outwitting the agency, 
of defying it and of prolonging tie de- 
pendency. The children are drawn into 
this game with a consequent weakening 
of moral values. 

Against this background, let us out- 
line Wiltwyck’s method of dealing with 
some of these problems.’ The salient 
features of its program follow: 


1. We introduce a kind of time limit 
for exploration almost at once. A 
series of weekly family sessions to 
span a number of months is of- 
fered. To the agency this is suffi- 
cient time to recognize healthy po- 
tentials and to use them in initiat- 
ing the process of repair. It is also 
enough time to spot pathology. 
To the family, it is enough time to 
discover how they reenforce path- 
ological modes of interaction and 
what healthy possibilities they have 
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overlooked. The use of time to- 
wards stated goals lends a sem- 
blance of order in families where 
there is too little structure gener- 
ally and contrasts with their un- 
ending resignation and despair. 


. We approach the dependency by 


raising early the issues around 
family responsibility and are at- 
tentive to evidences of its avoid- 
ance by parents and children in 
necessary control, guidance and 
example by the parents and in ap- 
propriate behavior by the chil- 
dren. We are attentive, too, to any 
sign of positive change and give 
quick support to a parent's effort 
in leadership, tenderness, or con- 
trol of a child and to a child's posi- 
tive moves. 


. Our intent is to make our practice 


a cooperative endeavor. We are 
concerned with how the family use 
any practical aid it receives from 
us, who asks for it, whether it is 
used for the purpose stated. If 
not, we want to know why: 
whether we have overlooked some- 
thing in the request or why the 
need had to be masked. In short, 
our interest, communicated to the 
family, is whether our services are 
used to entrench the dependency 
or in pursuit of more adequate 
ways of coping with day-to-day 
problems. 


. All family experience is subject to 


discussion and clarification with 
the whole family group. Where 
possible, alternatives are offered 
and their consequences for the 
family considered. 


. Our practice calls for the staff to , 


enter the family system and ac- 
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cept temporarily the role of elder 
parents as presented to us by the 
family. We make use of this re- 
sponsibility to train parents and 
children for the development of 
their respective positions. 

6. As the time limit approaches, the 
staff gradually relinquishes its 
parental role, identifying the sep- 
aration from the family with its 
growth. We discuss the distance 
still to be traversed to the goals 
toward which we have been work- 
ing and we indicate further possi- 
ble uses of the agency. In this way 
we identify the idea of continuity 
in life which contrasts with the 
family's experience with a “dead 
end." 


We have thought that the philosophy 
and practice evolved at Wiltwyck could 
be reinterpreted for the public agency's 
use in a number of ways: 

The public agency must first commit 
itself to the purposes of healthful family 
life, using the positive values in society. 
A. cornerstone of this purpose would be 
to enable the parents to function more 
autonomously. The agency's respect for 
the family would be evident in the way 
it would give the family responsibility 
for management of the aid. 

Within such a broad framework the 
public agency would need to create a 
time structure appropriate to its varied 
population whose dependency may be 
prolonged by different realities: mothers 
with young children to rear, the aged 
and the like. Time would be measured 
by different phases of the particular 
Service. 

The agency could profitably use the 
application process itself as a new op- 


IMPACT OF PUBLIC WELFARE PRACTICE 


portunity for the client, at once involv- 
ing him not only in eligibility but also in 
taking a "new look" at himself. In other 
words, the application process could be 
transformed into an examination of the 


family's expectations, hopes, reaction to, 


the agency's limitations, its unexpected 
possibilities, as well as the family's needs. 

The public agency would have to con- 
cern itself with rehabilitation. This 
means that the quality of its interaction 
with the family would require identifying 
its leaders (sometimes they are young 
children), members with potential for 
full educational opportunities, those 
who need special training or preliminary 
corrective services and the like. The 
agency's observations would need to be 
communicated to the family within a 
context of what it could do or make 
available through other resources. Ob- 
servations of any constructive effort 
would call for the agency worker’s com- 
mendation which would, in turn, en- 
courage the family’s struggle against 
certain anti-social values. 

To summarize, we have described cer- 
tain debilitating aspects of the impact of 
Public services, especially the courts and 
relief agencies, on chronically under- 
privileged families whose life experience 
has tended to stifle self-motivation and 
use of native capacity. Parents in these 
families often tend to avoid respon- 
Sibilities associated with socialization of 
their children. Thus, whether an agency 
conceptualizes its practice in ways which 
foster the dependent, suspicious, misper- 
ceiving tendencies, or enables its popu- 
lation to revive or develop motivation 
for change is a matter of crucial im- 
Portance. We also have sketched the 
Philosophy and practice of Wiltwyck 
School, a private agency, with a clientele 
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created by the same milieu as that of the 
public agency and have suggested ways 
in which its experience may be useful 
for planning in the public services. The 
core of that process is the restoration of 
“family autonomy. 
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In Memoriam 


DR. NORVELLE CHAPPELL LAMAR—1877-1964 


HE PASSING OF Dr. Norvelle Chappell 
Thamar represents a great loss to the 
field of child psychiatry and its related 
disciplines. Dr. LaMar was a pioneer in 
the movement which brought together 
child psychiatry, pediatrics and social 
work. 

Born in Indiana in 1897, the son of a 
physician, he obtained his A.B. and M.D. 
degrees at Indiana University and a Doc- 
tor of Science in Medicine at the Uni- 
versity of Pennsylvania. His pioneer 
work in the multidisciplines was most 
conspicuously projected during his tenure 
at the Payne Whitney Psychiatric Clinic 
of the New York Hospital and Cornell 
University Medical College. 

From 1932 until he retired from 
Cornell and Payne Whitney, he com- 
bined teaching of medical students and 
clinical work in the outpatient depart- 
ment of the Payne Whitney Psychiatric 
Clinic. He was in charge of the psychi- 
atric division of the pediatric department 
until 1939 when he assumed the direc- 
tion of child psychiatry in the Payne 
Whitney outpatient department. He 
taught third-year medical students and 
held seminars for Psychiatric residents 
from 1955 until his retirement in 1962. 
Intellectual and emotional development 
in childhood was the broad topic of his 
teaching. 
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Dr. LaMar did not do much writing, 
but his influence was considerable. In 
addition to his thorough knowledge of 
the subject he had an easy, warm man- 
ner and a good working relationship 
with his students. He consistently worked 
at justifying child psychiatry as a special 
discipline branching out from general 
psychiatry in much the same way as the 
internist has left the care of children’s 
diseases to the pediatrician. He empha- 
sized that the problems of children, med- 
ical or psychological, cannot be identi- 
fied with similar problems in adults and 
that there is a need for recognizing both 
the patterns of normal growth and devel- 
opment in children and their deviations. 
He contended that emotional, intellec- 
tual and physical growth in children re- 
quired specially trained professionals. 
To further justify child psychiatry as a 
distinct specialty, he pointed out that it 
can help a community through the 
application of methods carried out in 
schools, guidance clinics and hospitals 
in their outpatient departments, welfare 
agencies and homes for children. He 
emphasized the need for mental hygiene 
clinics as the best place to practice child 
Psychiatry and to reach the greatest 
number of patients to make “the most 
economical use” of valuable psychiatric 
time. He felt that the leader of the clinic 
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always should be a psychiatrist, organ- 
izing and directing members of the team 
in relation to their individual skills; that 
the role of the clinic should be both 
therapeutic and preventative, and that 
pediatricians are most likely to assumé 
early responsibility for the psychological 
as well as the physical welfare of the 
child and thus must learn to recognize 
deviations from the normal in both 
spheres. 
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Many of the above concepts were ex- 
pressed in his Presidential Address to 
the American Orthopsychiatric Associa- 
tion in 1944. He had served as secretary 
of this association for the, six previous 
years. After his retirement from the New 
York Hospital in 1962, Dr. LaMar lived 
in California. 

J. Louise Despert, M.D. 
New York, New York 


> 


REVIEWS OF THE LITERATURE 


CHILDHOOD AND SOCIETY 
Erik H. Erikson 


New York: W. W. Norton and Company, 
1964. Second Edition, Revised and En- 
larged. 445 pp. $6.50. 


I was sitting by a lake in Vermont and a 
little boy in swim trunks came down to the 
beach with a plastic truck—one of those 
With a cab and attached van—and a plastic 
tractor. I guessed he was three or four. He 
took the truck and plunged it into the 
water, pushed it along the bottom of the 
lake, lifted it out, emptied it, and did the 
same thing with the tractor, but pushed it 
along the beach. He picked up a weather- 
beaten piece of branch and asked me if he 
could have it and I said yes. Before that he 
asked me my name and I told him. I asked 
him his name and after he mumbled it 
Several times I guessed he was saying 
Freddie. I was right. He Scraped the stick 
on the beach and made a few scratches, 
but when I suggested he dig a hole with it, 
he poked the stick in once and stopped. I 
pointed to the truck and asked what it was. 
In a tone that implied, “Any idiot can 
see what it is,” he said, “A truck.” The 
same thing happened with the tractor. 
Ergo, although he had treated his toys as if 
they were fish or submarines, they were 
still trucks. So much for “as ifness." Fred- 
die's mother came along and said to Fred- 
die, “Don’t bother the man," and I said, as 
Iwas expected to, *He's not bothering me,” 
and something to the effect that I enjoyed 
Freddie. She told me he was three, 

While some enlightenment may be ob- 
tained from referring Freddie's play to an 
“anal-urethral-muscular” Stage, to force all 
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this activity into fresh-frozen psychoana- 
lytic packages freezes the spirit of inquiry 
too. Let us look at what Freddie really did. 
Since he took the truck, perceived as truck, 
and the tractor, perceived as tractor and 
shoved them under the water, it was ob- 
vious that Freddie was not bound by con- 
ventional form from manipulating the ob- 
jects as he willed. Neither his imagination 
nor his energies or will were confined by 
the outward form. Truck or no truck, trac- 
tor or no tractor, if he wanted to push 
them into the water he would. In doing this 
Freddie learned how these toys behave in 
water: that the van could hold water like a 
pail or a cup and that it would float. He 
played alone, although his mother was near 
and he might have tried to draw her in. He 
did not ask her opinion about what he was 
doing with the toys but went ahead on his 
own, because the toys were Ais and he did 
not have to account to anyone for them. 
But when it came to a mere stick picked 
up on the beach he had to ask a stranger 
if it were all right to take it. What a sense 
of mine and thine! What a sense of tres- 
pass! And he had confidence that any adult 
would know the right answer. y 

Freddie is only three but he knows his 
way around! He knows how to ask and 
answer questions on his own. He does not 
have to turn helplessly like a Pilagá Indian 
kid to anybody nearby, asking that person 
to answer. He knows that he can go up to 
any adult male and ask him his name and 
not be yelled at or humiliated for a trespass 
on dignity or for a violation of a kinship 
prescription. “What’s your name?” he asks 
out of the blue! He trusts me to respond 
without anger but with indulgence and 
truth. And my name is a meaningful piece 
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of information to him. He doesn't ask me 
if I am his grandfather or his cousin, which 
are kinship categories, because he is an 
American child for whom kinship cate- 
gories are reduced mostly to mother, fa- 
ther and siblings. I could go on for pages 
about my encounter with him without de- 
parting from the data or using any theory to 
“explain’—and cover up—what was hap- 
pening. 

This is a tiny sample of the insights one 
can get by observing children in their nat- 
ural habitat, but Erikson doesn't look at 
the world around him. He doesn't say, for 
example, “I spent a week observing in an 
elementary school and I noticed so and so." 
Or, "in this hospital they do so and so"; or 
"T paid my visits to the home of What's- 
his-name and observed there for many 
hours." He should watch children at their 
natural play on the beach, in the park, or 
in their homes; scrape conversations with 
three-year-olds on their doorsteps, observe 
a playground in a schoolyard and so on, so 
that he can get a new perspective. 

His work thus lacks the enrichment of 
the outward-looking eye, while his beauti- 
ful picture—flowing white hair, kindly, 
Composed and troubled face—shows an 
inward-looking one. I see in this face quali- 
ties that make Erikson a great therapist, but 
his tendency to rely too much on his un- 
tested associations, and to rely too heavily 
on orthodoxy, has impaired his theoretical 
apparatus and caused him to fall behind 
the times, Little has moved for Erikson: 
there is no perception theory, no new data 
in anthropology, no learning theory, no 
theory of American history since Frederick 
Jackson Turner—everything is unchanging 
beneath the maternal ocean of psychoanal- 
Ysis. For him anthropology and history are 
not Sources of new insight, new method and 
new impulsions to theory, but largely data 
to be used a little for the exercise of the 
Psychoanalytic system. 

But even more: the book has some per- 
Sonal intellectual failures that depress me. 
For example, (p. 38) is combat in war 
merely “one of the exigencies of adult life?” 
Is that all war is? Should that be the end 
of it in a book that encompasses two thou- 
sand years of history? And (p. 324) is the 
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question of our equality with the rest of the 
world really to be solved by summoning 
“forth the potential intelligence of the 
younger generation?” Who will summon it? 
What intelligence? What is it? Why hasn’t 
it been summoned? How shall it be exer- 
cised when summoned? 

Another problem is Erikson’s difficulties 
as a writer. A writer wants to avoid cliché, 
and since his head is full of them, from all 
the stuff he has read, writing is a constant 
fight against the hackneyed forms of lan- 
guage that, because they are comfortable 
and available, could seduce us easily into 
using them to express and distort our own 
ideas. Hemingway avoided this by reduc- 
ing everything to its simplest verbal possi- 
bility. But there are other techniques, like 
using an unusual word when the usual one 
seems hackneyed. Then, however, the result 
is often inflated and obscure prose. This is 
a great difficulty in reading Erikson's book: 
he is an artist and so tries to avoid cliché 
but as a result his prose often becomes ob- 
scure and inflated. To write like this in a 
"scientific" work is bad: a reader puzzles 
over sentences and often does not know 
what they mean, or discovers that, when 
the literary language is simplified, the 
underlying idea is simple, too. 

But Childhood and Society was not con- 
ceived as a scientific work. Strewn as it is 
with “as if" "maybe," “perhaps,” “it 
seems,” and so on, generalizing with poetic 
flare, and containing many metaphors and 
analogies presented as true inferences, the 
book is more a masque, in which what 
could and might be are presented as if they 
really were, and because they are interest- 
ing rather than because they represent an 
intellectually exacting thrust toward truth. 
Many indulge themselves in this way. It is 
an austere man’s resignation to the pleasure 
principle. Then interpretation becomes a 
form of fiction, and if you like that kind 
of fiction you are happy with it. Personally 
I like my fiction straight. 

I feel this way particularly about history. 
I like history to tell me the social and 
economic structure of a country and to 
set its history in the context of world his- 
tory, shrewdly comparing one country with 
another. When I know how people get their 
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living, how property is used and who owns 
it, whether some are free and some slaves, 
what the wars were and what the extent 
of a nation's trade, its plagues, depressions 
and booms, I am prepared to understand 
how they treat their children, because the 
treatment of children is a reflex of these. 
It bothers me to be given an interpretation 
of a civilization in terms of its children and 
parents and then to have to comb through 
the psychoanalytic interpretations to dis- 
Cover whether the data on everything else 
fits them. In this exercise, free association 
is useful but it is not a new way of writing 
history but rather a confusing way of 
writing fiction. Psychoanalytic interpreta- 
tion of history is thus fictional history, 
Which presents associations as real events; 
in which events that could, might or seem 
to be really are; it is an exquisite personal 
hallucination: as in magic, the wish that it 
be so makes it so. 

Any history can be brought in some way 
into relation with the categories of psycho- 
analysis, because the processes of history 
Shape the character of people; but it is a 
mistake to write history as if it were the 
product of this character. For example, the 
fact that medieval Russian peasants placed 
themselves under the protection of the 
armed Norsemen—the first "Reds," 
(russos) so called for their light hair—is 
taken by Erikson to be deeply significant 
of the Russian character. Yet in western 
Europe too, with the collapse of the 
Roman empire and the ensuing chaos, 
peasants placed themselves under the pro- 
tection of powerful magnates, not *Red," 
to be sure, but Toughnecks with bands of 
followers who would defend them in con- 
Sideration of their perpetual servitude, 
How often these magnates were "foreign- 
ers" is hard to tell, but this was the origin 


the peasant-Norseman relations ip was a 
Source of serfdom in medieval Russia. 

It seems to me methodological reduc- 
tionism to emphasize childhood in a one- 


But Erikson is capable of taking the op- 
posite approach too; for he makes the con- 
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temporary "Mom" a precipitate of “puri- 
tanism" and the American experience of 
"the frontier" as if the Puritans were the 
only bearers of morality in the western 
world—as if the ten million and more 
Jewish, Christian and Mohammedan 
migrants from Italy, Poland, Great Russia, 
Armenia, Egypt, Lebanon, Hungary, Scan- 
dinavia, Bosnia and Herzogovinia, Monte- 
negro, Slovakia, Rumania, and so on, who 
came to our country in the last 75 years, 
had brought no morality and no culture 
with them but had become inoculated with 
it here; and as if the frontier somehow still 
reverberated in Mom's" breast even 
though she is now one quarter Polish, a 
quarter Hungarian, a quarter Swiss and a 
quarter Italian, with various mixtures of 
Jew and Gentile; and even though when 
the frontier was yet a physical reality—up 
to 1890—millions, perhaps most, Ameri- 
cams never experienced it. By the time 
Lincoln had established himself as a 
lawyer the "frontier" town of Springfield 
already had a population of 20,000— 
lawyers, grocers, mechanics, merchants, 
horse-traders, etc. 

Has nothing happened in America since 
the "frontier?" Is there a great vacuum of 
anti-history between 1880 and 19642 Is it 
true that history moves on but that many 
of its interpreters stand still? Have there 
been no post-Civil War industrial revolu- 
tion in the United States and no depres- 
sions or wars? No robber barons (non- 
“puritan”) raping America, ploughing her 
like a peasant the earth? Has there been no 
plundering of the forests, the soil, the 
mines and the air? Have there been no 
Spread of elementary, secondary and 
higher education and no mass communica- 
tion? No entrance of women into the labor 
force? No shift in this country from rural 
and communal to urban corporate leader- 
ship? No growth of occupational and in- 
tellectual frustration and despair? No gap 
between education and good uses of it in 
leadership and rewarding work? Really, do 
the roar of the "puritan" New England 
surf, the thunder of hooves and the creak 
of the wagon wheel still echo in the ears 
of “Mom”? 


No. Erikson's reasoning involves the 
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error of spurious continuity. And if this 
*Mom" of his really exists in large num- 
bers among us—and I think she probably 
does—her origins are to be sought in the 
contemporary world: its goallessness, its 
persisting disfranchisement and exploita- 
tion of women and its amoral economic 
system. 

Erikson's psychoanalytic interpretations 
extend to anthropological data; so that the 
Dakota Indian warrior's custom of tortur- 
ing himself by piercing his chest with 
wooden skewers, hitching them to a line 
attached to the Sun Dance pole and tear- 
ing them through the muscles by throwing 
himself backward against the line, is 
directly referred to the “thumping” on the 
head infants used to get from their mothers 
when they bit the breast while nursing. 
According to Erikson, the self-torture is 
“atonement” for the destructive rage of 
the thumped infant; the skewers in the 
chest (Erikson says “breast”) are the maso- 
chistic attack on the self for the death 
wishes to the mother, and blood flow- 
ing down the chest is symbolic milk. Quite 
apart from the reductionist approach, quite 
apart from the fact that Erikson never saw 
a baby thumped on the head or interviewed 
any man who had gone through the Sun 
Dance torture (largely because the Sun 
Dance had ceased to be much more than a 
big picnic by the time in 1937 when 
Erikson visited the reservation) is the fact 
that this form of torture was widespread 
among Plains Indian tribes other than 
Dakota, and even extended into the agri- 
cultural area north of the Plains to the 
Mandan and Hidatsa Indians and that the 
skewers are stuck through the muscles of 
the upper back also. They were then at- 
tached to lines fastened to buffalo skulls 
and these were dragged until the muscles 
were ripped through. 

Here history again has overtaken Erik- 
son; and his failure to include these well- 
known facts plunges us into reverie, while 
reminding us that Freud has said, "the in- 
tellect is the maid-of-all-work of the un- 
Conscious and is at the service of the 
resistance." We have no data telling us that 
nursing mothers in all the tribes practising 
the Sun Dance torture thumped babies on 
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the head; and while Erikson says that 
thumping reinforced the aggressive im- 
pulses of the hunter, the Mandan and the 
Hidatsa were basically farmers. 

Since it is hard to displace one explana- 
tion unless you have one equally plausible, 
and since I find Erikson's unconvincing, I 
offer my own. I suggest that the Sun Dance, 
and all the preceding and ancillary auster- 
ities—like bathing in icy water, going out 
alone on the prairie to starve for four days 
while seeking a vision and making one's 
self pitiable by weeping and cutting off the 
joint of a finger, etc.—which were wide- 
spread among the Plains Indian tribes, were 
a reaction formation defending against the 
brutal challenges and intense competitive- 
ness of the warpath. The nature of male 
existence among the Dakota is distilled in 
a scene from folklore, in which a father 
puts his hand on his son's shoulder and 
says, “My son, it is time for you to die," 
meaning, “My son, it is time to go on the 
warpath and bring glory to me, to your 
family, and yourself. You may die, but 
your death will be a glorification of all of 
us." Simply put, skewers thrust in the 
chest and back are training to brave enemy 
arrows. The Sun Dance and all other 
Plains austerities, are physical and psy- 
chological defenses and hardening against 
quailing in the face of male existence. Any 
man who, as a boy, could face death alone 
on the prairie, and cut off the joint of a 
finger; any man who could endure the tor- 
ment of the Sun Dance, would surely fear 
no human enemy, no arrow, no other tor- 
ture. 

The reader should know that my first 
research as a graduate student was on the 
austerities of the Plains Indians. Passing be- 
yond the monographs on the Plains Indians 
I discovered that austerity or self-torture 
in one form or another was widespread in 
aboriginal North America, from Mexico 
(the Aztecs passed thorns and splinters 
through their tongues) to the interior of 
British Columbia. In searching for a psy- 
chological explanation I came upon Freud; 
and since that time my work has been fun- 
damentally influenced by him. But I always 
have taken the psychoanalytic view as one 
of many necessary to the understanding of 
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existence. Beyond the Pleasure Principle 
was decisive in my interpretation of the 
life of the Kaingang Indians of Brazil, but 
Isaw their tension between love and death 
as a consequence of their life as forest 
nomads and of, their formless social life. 
. And so with the Pilagá Indians: they are, 
like the Alorese of Dutch New Guinea, a 
capsule expression of "oral pessimism"; 
yet their hungry, depressed character, and 
the child care practises that contribute to 
its formation, must be understood as a 
direct product of an historical, ecological, 
Social and value complex. Child care prac- 
tises, to be sure, are part of the human 
journey to heaven—or more likely, to hell; 
but in broad cultural analysis they cannot 
be placed in the center of consideration, 
but should take their place in the full circle 

of cultural determinants, 
—Jules Henry 


IRRATIONAL DESPAIR: An Examination 
of Existential Analysis 


Benjamin Wolstein 


New York: Free Press of Glencoe, a 
division of the Macmillan Company. 
1962. $6.00 


Existentialism, like beatnikism, is prob- 
ably going out of fashion. But so long as the 
underlying conditions remain, similar fash- 
lons will return. Hence there is a value in 
formulating home truths about existen- 
M as Benjamin Wolstein has attempted 
o do. 

. Wolstein writes mainly about existen- 
tialist therapy, and what he has to say is 
that existentialism has no therapy. The 
goals it sets up are exciting enough. (It 
was the goals of individuation and increased 
spontaneity, incidentally, that mainly at- 
tracted college students to existentialism 
while the fad lasted.) But Wolstein insists 
that existential analysis, having repudiated 
the reason, cannot organize data meaning- 
fully; it cannot entertain an organized 
theory of the self; it works outside the 
Context of empirical inquiry; it is not able 
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to reconstruct the past of the patient in 


` order to discover the source of distortions 


in consciousness; it denies the patient “a 
careful study of the historical context” of 
his experience. Existential therapy cannot 
make use of the technique of tranference 
or counter-transference. What this boils 
down to is the charge that the existentalist 
lacks a unified conception of man. In 
Wolstein’s view, existential analysis is not 
Teally a science at all. It is a cult, and as a 
cult it will be attractive mainly to patients 
who want a quick cure and are not pre- 
pared to struggle with their problems at 
the cost of prolonged discomfort. 

In the thirties the neo-Freudians at- 
tempted a reconstruction of psychoana- 
lytical theory in order to demonstrate more 
direct relationships between the structure 
of personality and the characteristics of a 
particular social order. The fashion oi 
existential analysis represents a retro- 
gression from this achievement, Wolstein 
says. 

The most important home truth in this 
book is the assessment of a modish anti-in- 
tellectualism. The human reason, Wolstein 
rightly says, is to be regarded as man's most 
important tool for survival. At a time when 
the integrity of man's nature is being threat- 
ened by new techniques of manipulation 
(motivational research) and when his con- 
tinued existence is threatened by weapons 
of mass extermination, what we need above 
all is an effort to retrieve a sense of the 
dignity and value of human intelligence. 
To choose a time like this to jettison the 
intelligence as the existentialists have done 
is folly. Criminal behavior. Treason to 
humanity. 

How come this extraordinary abdication 
of the reason in a time of peril? Existen- 
tialist attitudes, Wolstein says, amount to 
the absurdity of resolving that if you can't 
have the whole loaf you won't take half, if 
you can't have an absolute you won't 
settle for the relative, if reason is not a 
supreme guide then it must be wholly un- 
trustworthy. The existentialists “would 
rather surrender rational intelligence than 
come to terms with the relativity of sci- 
ence. In desperation, they take refuge in 
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irrationality.” Wolstein suggests also that 
the scientific: retrogression exemplified by 
existentialism may be accounted for by 
the fact that the environment has become 
so appalling that the mind takes flight 
from it. 

One wishes that considerations of such 
questions as these in the United States 
could be enriched by the effort to connect 

the destruction of the reason with the social 

_ contradictions of the existing order that 
Georg Lukacs makes in Die Zerstórung der 
Vernunft. European thought is much ahead 
of our own in this area. Nevertheless 
Wolstein is heading in the right direction 
here. 

Since the writer has important things 
to say, one regrets that in presentation this 
book has almost every conceivable fault. 
For one thing, the writer never gives his 
victims a fair hearing. The book is all 
prosecution; the lawyers for the defense 
never get into the courtroom. Instead of 
explaining what the existential analyst is 
trying to do, Wolstein simply begins on 
page one with an outright condemnation 
of the method, then keeps the attack going 
Tight up to the last page. He gives no case 
histories. As a matter of fact, what he 
condemns is not so much the practice of ex- 
istential analysis as his notion of the sort 
of Practice the theory must logically re- 
quire. 

All this is scandalously unfair. It's un- 
fair to the opposition, and what's worse, 
it’s unfair to the reader. Wolstein makes 
no effort to define terms that are used 
vaguely throughout the book, terms like 
immediatism, defensive immediatization, 
transcendence. Though on occasion he is 
Capable of an aphorism, he writes in general 
in an unpalatable jargon. 

‘The book isn't even soundly organized, 
with the result that Wolstein is not able 
to dispose of one point and then go on to 
the next. Instead he keeps coming back to 
beat his dead donkey. 

—Gaylord C. LeRoy, Ph.D 
Temple University 
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CEREBRAL FUNCTION IN INFANCY 


- AND CHILDHOOD 


A. Peiper 


B. Nagler and Hilde Nagler, translators 
New York: Consultants Bureau, 1964. Pp. 
xii-I-683. $25.00 


This admirable volume first appeared in 
German in 1949. Its author, Professor 
Peiper, head of the Department of Pedi- 
atrics at Leipzig University, appears to be 
a man of exceptional learning and vivacity. 
The translators are to be congratulated for 
retaining these aspects of his personality in 
their English version of the third German 
edition of 1961. The present translation 
manages to retain that intriguing combina- 
tion of scientific objectivity, humanistic 
concern for mankind and encyclopedic 
awareness of man’s cultural heritage which 
long has been associated with Professor 
Peiper’s writings. The translators and the 
publishers, as well as Dr. Joseph Wortis 
(editor of the International Behavioral Sci- 
ence Series of which this volume forms one 
part) have now made available to a much 
larger audience a work of major impor- 
tance which was hitherto accessible only to 
those who read German. 

The volume's principle domain is the 
much neglected borderland between neu- 
rology, child psychology and pediatrics. 
The emphasis is not upon the brain as an 
anatomical unit but rather upon the emer- 
gence of brain function as a developmental 
process. Focusing upon detailed and pains- 
taking observation of the infant's develop- 
ing brain function as manifest in the growth 
of sensory perceptions provides the clue to 
an understanding of important neurological 
phenomena in the adult. Adult conscious- 
ness and higher intellectual activity are re- 
garded as one outcome of the infant's 
neural and sensory development. 

Each chapter deals clearly and com- 
prehensively with a separate aspect of these 
developmental processes. The sequence is 
logical with a concise summary and bibliog- 
raphy at the end of each chapter. An early 
chapter on sensory function is followed by 
similar sections on facial expression, re- 
flexes of posture and motion, locomotion, 
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movements, reflexes which are of clinical 
significance, the neurology of respiration, 
the neurology of food intake and sleep and 
sleep-like states. 

The description of clinically important 
reflexes and the accompanying unusually 
detailed discussions will be of inestimable 
value to the pediatrician and neurologist. 
Especially helpful is the careful manner in 
which the author differentiates between re- 
flexes which are often confused (such as 
Kernig's sign and Laségue’s sign). The 
sections on breath-holding and sleep dis- 
turbances and the treatment of infant 
feeding also are of great practical use.' 

As might be expected, many pathological 
conditions are examined from a broadly 
Pavlovian viewpoint. For example, pavor 
nocturnus, bed-wetting, tics and certain 
Sequelae of whooping cough all are con- 
Sidered in this manner. Language develop- 
ment is viewed largely in terms of Pavlov's 
Second signal system, devoid of psycho- 
dynamic encumbrances and, at least to this 
reviewer, in a manner refreshingly different 
from that of most western texts of child 
development. 

The book is well organized and pleasant 
to read, having a lucid, conversational, yet 
appropriately dignified style with a wealth 
of philosophical observations, literary allu- 
Sions and phylogenetic comparisons which 
enliven the scientific data. Student, clinic- 
jan, teacher, and research worker alike will 
find it a mine of information. 

One hesitates in reviewing so meritorious 
a work to mention Shortcomings except as 
incidental observations within a total con- 
text of praise. However, some readers will 
be disconcerted by the Occasional incon- 
sistency in the level of scientific observation 
of behavior brought about by the intro- 
duction of folklore and anecdotal material 
as if they were substantiated data. 

Other minor criticisms lie in the realm 
Of omissions. Readers with a minimal 
grounding in Pavlovian principles may find 
Professor Peiper's somewhat condensed 
introduction to this Complex subject an 
inaedquate preparation for the extensive 
applications of conditioned reflex theory 

` which follow. The average American 
reader may need to supplement the text by 
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further reading in this direction. Again, 
for the student accustomed to the neuro- 
anatomical illustrations usually found in 
neurology texts, the absence of such guides 
may make the material in this volume 
Somewhat difficult to absorb. The dis- 
cussion of convulsions is mainly descrip- 
tive, and there is no adequate review of 
abnormal electrical discharges of the 
neurones. The deliberate exclusion of any 
mention of the contributions and limita- 
tions of electroencephalography is unfor- 
tunate. And readers will be disappointed 
to find that the comprehensive coverage of 
world literature virtually ceases at 1958. 
But regardless of such minor points, the 
book is unquestionably a classic of the field 
and should be in the library of all who are 
professionally concerned with the clinical 
and research problems of infancy and the 
development of human behavior. 
—Cyril M. Franks, Ph.D. 
Director, Psychology Service and Research 
Center, New Jersey Neuro-Psychiatric 
Institute, Princeton, New Jersey 


LIFE STRESS AND MENTAL HEALTH 


Thomas S. Langner and Stanley T. Michael 

London: The Free Press of Glencoe, 

Soter Macmillan Ltd. 1963. 544 pp. 
5 


This is the second volume of the Mid- 
town Project, which is an investigation of 
the relation between mental disorders and 
the sociocultural environment. The data 
Were obtained by home interviews from 
à random sample of people living in mid- 
town New York City. The first volume, 
Mental Health in the Metropolis, which 
Studied "background" factors—religion, 
Sex, ethnic orgin, and the like—concluded 
that socioeconomic status alone showed a 
Strong correlation with mental illness. The 
present volume seeks to explain this find- 
ing by studying “component” factors (the 
life stresses) which are related to mental 


health, yet independent of socioeconomic 
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iatus. These included both childhood and 
adult stresses, ranging from poor physical 
health of the parents to marital worries. 
Statistical analysis revealed that the mental 
health risk due to any one stress factor was 
small, but that with an increasing number 
of stresses there was a directly propor- 
tional increase in the mental health risk. 
Unexpectedly, however, the low socio- 
economic status group did not show 
significantly greater number of life stresses 
to account for their greater mental health 
risk as observed in the first volume. 

Much has been said in this book and 
elsewhere about the use of the interview 
technique and statistical methods. Suffice 
it to say that they have a place in psych- 
iatric research. The concepts and inter- 
pretations deserve more attention. 

Stress, as the term is used in this book, 
differs in two fundamental ways from the 
term popularized by Hans Selye. For 
Michael and Langer stress refers to envir- 
onment stimuli, whereas for Selye it refers 
to the response of the organism. Secondly, 
Selye used the term synthetically, reducing 
a variety of specific disease phenomena 
to a single non-specific response (the gen- 
eral adaptation syndrome). However, in 
this study, no attempt is made to generalize 
about life stress. There is only a conglomer- 
ation of apparently unrelated specific enti- 
ties. It might be called a “one-darn-thing- 
after-another” concept of stress. 

Strain, the authors’ term for the re- 
sponse to stressing stimuli, is given cursory 
treatment, although it provides an interest- 
ing clue to the relationship of socioeco- 
nomic status to mental health. They found 
that the low socioeconomic group tended 
to show a psychotic reaction, whereas the 
high socioeconomic group tended to show 
à neurotic reaction even though the num- 
ber of stresses was equal. Since psychotic 
persons show a greater degree of impair- 
ment on the mental health scale, the 
explanation of the relation between socio- 
economic status and mental health seems 
to have been discovered. Why the two 
groups should react so differently is a prob- 
lem left for further investigation, although 
hypotheses are offered centering on the 
Personality structure found in each group. 
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The virtue of the Midtown Project lies 
in its pointing out the part played by the 
socioeconomic factor in mental health, a 
relationship so far not sufficiently em- 
phasized. The authors’ case is greatly 
strengthened by selecting for study persons 
not under active psychiatric treatment. 
There remains a paradox, however, in the 
importance attached to the quantity of 
stressing stimuli in the face of a striking 
qualitative difference in the response of the 
two socioeconomic groups. Because of the 
quantitative relationship, the authors con- 
clude that strain is a continuum of disabil- 
ity dependent upon the degree of stress. 
The term ‘continuum’ carries with it an 
implication that with increasing stress, neu- 
rosis will develop into psychosis. Yet the 
evidence presented might suggest the op- 
posite. Indeed, a conclusion of the study 
could have been how surprisingly useful the 
old qualitative categories, neurosis and psy- 
chosis, are. 

—Peter H. Niebyl, M.D. 
Montreal, Canada 


MEDICAL CARE AND FAMILY 
SECURITY 

Karl Evang, D. Stark Murray, Walter J. 
Lear 

Englewood Cliffs, N.J.: Prentice-Hall, Inc. 
1963. 344 pp. $6.50 


Donne showed us that no man is an 
island, but this apparently does not apply 
to nations and national systems of medical 
care. With Canada soon to adopt a plan of 
universal health insurance, the United 
States will be left an island among all the 
economically advanced nations, the only 
one without some organization for com- 
prehensive medical care for all its people. 
Yet, it is not likely that the American Med- 
ical Association will be able to hold back 
the tide forever, resourceful as its lobby 
and propaganda may be. It therefore be- 
hooves the intelligent citizen and particu- 
larly the physician-citizen to study the his- 
tory of medical care in other nations so 
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that he may better judge our own needs 
and find or devise solutions applicable to 
our own medical development. 

This book is ideally suited to this task. 
Dr. Evang, director general of the Health 
Services of Norway, presents the story of 
the development of its system from the be- 
ginnings in 1911 to its flowering as a uni- 
versal system of health insurance in 1956. 
The system is financed by insurance premi- 
ums, employer and government contribu- 
tions. Hospital care is completely “free”; 
the patient pays for his ambulatory care 
but is reimbursed by the insurance societies 
according to a formula which in all cases 
returns well over half the fee; the unem- 
ployed and welfare cases are covered by 
government contributions. Satisfaction with 
the system is well nigh unanimous, 

D. Stark Murray, a clinical pathologist, 
presents the complex evolution of the Brit- 
ish National Health Service. The English 
system, which also started in 1911, became 
universal in 1948. Here again the costs are 
raised through insurance premiums and 
Bovernment contributions. The general 
practitioner is paid by capitation, so much 
per patient (not per service) on his list; 
Specialists are paid by salary; a small 
amount of private practice is allowed but 
many doctors refuse private patients. There 
are few out-of-pocket payments and the 
new Labor government has promised to 
abolish these. Administration and plan- 
ning are in the hands of a hierarchy of 
boards and committees representing the 
minister of health. Physicians sit on these 
as a minority. The boards are not bureau- 
cratic; their members, Benerally of high 
purpose, serve voluntarily and Without 
compensation. Each of these organs has a 
medical advisory committee through which 
the doctors exercise great influence. The 
conduct of clinical medicine is entirely 
free of lay influence, and medical discipline 
is under the complete control of the doc- 
tors. In both Norway and England the doc- 
tors have greater security and are finan- 
Cially better off on the average than before 
the national schemes, The people, who 
have free choice of physician, are emi- 
nently satisfied. (The national systems have 
made it possible to entice physicians 
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through special arrangements into wild and 
sparsely populated regions and depressed 
areas, previously understaffed.) While in 
England the G.P. has recurrently expressed 
dissatisfaction with his earnings and condi- 
tions of work, no one calls for a return to 
the old "free" system. (Plans for improve- 
ment of education, two new medical 
Schools, regional reorganization of hospi- 
tals, erection of modern hospitals, intro- 
duction of group practice with paramedical 
auxiliaries and involvement of G.P.s in 
hospital in-service staffs, are being effected, 
albeit slowly, and probably will eventually 
greatly improve the doctors’ lot and the 
quality of performance.) Paperwork, which 
has been cut to the minimum consistent 
with statistical necessities, finds its bright 
side in the availability of extensive material 
for valuable epidemiological research. $ 

Dr. Walter J. Lear, now deputy commis- 
sioner of health in Philadelphia, presents a 
detailed survey of the utterly chaotic condi- 
tions of medical service in this country 
With voluntary and commercial insurance 
providing a generally inadequate patchwork 
of incomplete coverage with gross inequi- 
ties in quality and distribution. 

If Hippocratic ethics indicate to us that 
physicians should present "no cheap line 
for slim pockets," then we must realize 
that only a nationwide organization that 
Temoves the relationship of patient to doc- 
tor from the market place will bring about 
comprehensive and equal care of the best 
quality for all people. In England, the Brit- 
ish Medical Association and outstanding 
practicing physicians (e.g., Lord Horder, 
the most eminent physician in England at 
the time) participated in planning the 
N.HLS. (It was the B.M.A. that suggested 
the following principles: (1) the system 
should be directed toward the achievement 
9f positive health and the prevention of dis- 
ease no less than to relief of sickness; (2) 
it should provide every individual with a 
doctor of his own choice; (3) all consult- 
ants, auxiliary services and institutions 
should be available through the family doc- 
tor, and (4) the service should be coordi- 
nated and developed through a planned na- 
tional health policy.) There has been a 
Serious shortage of such leadership in the 
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United States. This probably accounts, in 
part at least, for the feeble effect of the re- 
port of the Committee on the Cost of Med- 
ical Care and the failure of the Wagner 
and Wagner-Murray-Dingell bills to pass. 

We must realize that a billion for re- 
search will produce a good number of 
basic science discoveries and a rash of 
Nobel Prize winners, but will little improve 
the health of slum dwellers or plantation 
workers unless there are equally important 
advances in the distribution of medical 
care. Indeed, despite our undeniable suc- 
cesses in research, comparative interna- 
tional statistics show that we are not at the 
head of the list in infant and maternal 
mortality and longevity, but do top all 
other countries in deaths from accidents 
and diabetes. However, the powerful prop- 
aganda of the AMA has so weakened the 
determination of even liberal physicians, 
union leaders, and progressive statesmen 
that they now beg only for partial solutions, 
such as the imperfect Medicare for the 


* Queen’s Printer, Ottawa, Ontario. $10.00. 
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Aged (King-Anderson and Anderson-Javits 
bills) instead of the real thing, probably 
hoping that the spark will start an irresist- 
ably spreading conflagration. 

As noted above, the study of comparative 
medical care organization can help the 
citizen, statesman and pliysician in his 
search for the American path to a universal 
system of comprehensive medicine. This 
book, presenting clearly the story of two 
highly evolved systems alongside our own, 
is a useful tool in that search. The reviewer 
would recommend to the interested seeker 
that after reading this book he read the re- 
port of the Royal Commission on Health 
Services * of Canada, 1964, a beautifully 
printed and clearly written tome presenting 
the Canadian plan of the future. Because 
the political constitution of Canada is not 
unlike ours (province/state more or less 
loosely related to dominion/federal gov- 
ernment), the extensive painstaking work 
of the Canadian planners perhaps may be 
used to find useful analogies. 

— Robert V. Sager, M.D. 
New York, New York 


NOTES AND COMMENTS 


Pamphlet on Autistic Children 


An informative, sensitively written and 
useful pamphlet for parents, entitled 
"Autistic Children," has been issued by 
the British National Association for Mental 
Health in cooperation with the Society for 
Autistic Children, 39 Queen Anne Street, 
London W. 1, England. The pamphlet was 
written by Lorna Wing. It is one of a series 
which deals with such issues as methods 
of teaching, costs of running a day school 
and plans for national services for such 
children. The cost is five shillings. 


(Editor's Note: This pamphlet provides 
an example of a method of public educa- 
tion insufficiently exploited in this country 
and would repay careful study by the 
readers of this Journal to whom parents 
turn for advice and explanation.) 


Workshops Scheduled 


Two workshop seminars in the Ror- 
schach Test will be held this summer by the 
Department of Psychology, The University 
Of Chicago. The first workshop is on 
"Basic Data: The Patient's Responses." 
Material includes how these are Scored, 
the psychological meaning of the test's 
variables, their patterning into a unit per- 
sonality, There will be a demonstration. 
Dates are June 21-25, 

The second workshop, on advanced in- 
terpretation, includes psychological growth, 
arrest, regression over the age span, the 
younger child, the adolescent crisis, irre- 
solvable conflict in adults, Suicide, storm 
Over a marriage and treatment goals. Dates 
are June 28-July 2. 

Dr. S. J. Beck will conduct both semin- 
ars. Enrollment in each is limited to 50 
students. For information and applications 
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write to: Rorschach workshops, Depart- 
ment of Psychology, University of Chicago, 
Chicago, Illinois 60637. 


Graduate Training 


The Institute of Child Development at 
the University of Minnesota has been 
awarded a five-year grant of $470,157 by 
the National Institute of Child Health and 
Human Development for the expansion of 
a graduate training program in behavior 
and development of preschool children. 
The purpose is to train students at the 
M.A. and Ph.D. levels for positions requir- 
ing thorough didactic training in child 
Psychology, competence in research and 
extensive supervised experience with young 
children in natural settings. The program 
focuses on a variety of developmental 
phenomena including social behavior, per- 
sonality development, learning, cognition 
and perceptual processes. This program is 
particularly appropriate for students in- 
terested in academic positions in which 
teaching and research are primary respon- 
sibilities, or in positions in multi-purpose 
programs for young children, such as re- 
Search-oriented nursery schools or train- 
ing and demonstration groups for culturally 
deprived or emotionally disturbed children. 
Training stipends ranging from $2,700 to 
$3,500 for 12 months are available. Appli- 
cation materials and further information 
may be obtained from Dr. Shirley G. 
Moore or Dr. Willard W. Hartup. 


Report Ready on Language Disorders 


A 70-page Terminal Report on the re- 
search project, "Treating Children with 
Non-organic Language Disorders," has 
been prepared for the National Institute 
of Mental Health. Three groups of chil- 
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dren were studied: stutterers, those with 
severely defective articulation in the ab- 
sence of hearing loss and those with mul- 
tiple motor-perceptual-language disorders. 
The report contains a description of diag- 
nostic and therapeutic procedures, work 
done with parents, differences between 
groups and a clinical discussion of the 
findings. Gertrud L. Wyatt, Ph.D., was 
chief investigator. Consultants were Dr. 
Helen M. Herzan, psychiatry; Dr. John K. 
Brines, pediatrics; and Dr. Austin W. 
Berkeley, statistics. Requests for the re- 
port should be addressed to Gertrud p 
Wyatt, Wellesley Public Schools, Wellesley 
Hills, Mass. One dollar in cash or stamps 
will cover expenses. 


Internships, Fellowships 


Predoctoral internships and postdoctoral 
fellowships in clinical psychology now are 
available at the Pennsylvania branch of the 
Devereux Schools, a group of residential 
treatment, remedial education and rehabili- 
tation centers located in suburban Phila- 
delphia. The program covers a full-time, 
12-month period of intensive training and 
emphasis on problems and work with men- 
tally retarded and/or emotionally dis- 
turbed children, adolescents and young 
adults presenting problems of learning and 
of personal adjustment. Devereux is ap- 
proved for doctoral and internship training 
in clinical and counselling psychology by 
the Education and Training Board of the 
American Psychological Association. 


Advanced Training Available 


Advanced training in psychoanalytic 
Psychotherapy is available to a few well 
qualified clinical psychologists at the Wil- 
liam Alanson White Institute of Psychiatry, 
Psychoanalysis and Psychology, New York. 
Application is restricted to persons with a 
Ph.D. degree in clinical psychology from 
an APA approved university who also have 
completed a one-year internship in an ap- 
Proved psychiatric hospital and who have 
had two years of clinical experience under 
Supervision in clinics subsequent to the 
completion of academic courses for the 
Ph.D. Applicants who meet these require- 
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ments will receive personal interviews be- 
fore a final selection is made. Application 
may also be made for two NIMH Post- 
doctoral Fellowships. These carry a stipend 
of $6,000 a year, $3,600 of which is tax 
exempt. For a bulletin describing the pro- 
gram, address the Registrar of the Insti- 
tute, 20 West 74 Street, New York, N. Y. 
10023. 


Workshops in Rorschach 


Western Reserve University, Cleveland, 
announces two workshops in the Rorschach 
method, conducted by Dr. Marguerite R. 
Hertz, professor of psychology. Workshop 
I, June 14 through 18, will be on basic 
principles, including technique of adminis- 
tration, fundamentals of scoring, psycho- 
logical significance of test variables and 
introduction to interpretation. Workshop 
II, June 21 through 25, will deal with ad- 
vanced clinical interpretation, including 
review of newer developments in test inter- 
pretation, analysis of cases representing a 
wide variety of disorders. 

For further information write to Western 
Reserve University, Division of General 
Studies, Rorschach Workshops, Baker 
Building Room 122, Cleveland, Ohio 
44106, Enrollment is limited. 


Integrated Department Announced 


The creation of an integrated Depart- 
ment-of Child and Adolescent Psychiatry 
at the Hillside Hospital, Glen Oaks, New 
York, recently was announced by Dr. 
Lewis L. Robbins, medical director of the 
36-year-old voluntary mental health cen- 
ter. Dr. Sol Nichtern, president of the New 
York Council on Child Psychiatry, will 
direct the activities of the newly created 
department. Formation of the department 
reflects the hospital’s need “to integrate and 
coordinate expanding programs of in- 
patient and outpatient services, professional 
training and research in the field of child 
and adolescent psychiatry," Dr. Robbins 
said. He added that in addition to integrat- 
ing and coordinating services, he expected 
that an accredited training program for 
child and adolescent psychiatry would be 
established at Hillside. 
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Specialized Training 


The University of Michigan Fresh Air 
Camp is offering eight weeks of specialized 
training in several mental health disciplines 
under a United States Public Health Serv- 
ice grant. Thé clientele of the camp are 
disturbed pre-adolescent and adolescent 
boys. The training program is designed to 
provide experience in dealing with dis- 
turbed children in an on-the-line milieu 
setting. A brochure is available with a 
complete description of camp activity and 
training opportunities. A limited number of 
Stipends and tuition grants are available in 
the following disciplines: education, psy- 
chology, psychiatric social work and 
psychiatric nursing, 


Film Available 


The Film, “In and Out of Psychosis,” 
will be available for rental at a reduced fee 
of $25. Requests for information on the 
film, “Enemy In Myself,” may be ad- 
. dressed to The Family Institute, 43 E. 78th 
Street, New York, N. Y. 10021. 


New Projective Test 


The Braverman-Chevigny Auditory Pro- 
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jective Test is a new instrument developed 
under clinical auspices. It is available to 
qualified psychologists free of charge for 
broad validation studies. The test is in 
three parts: the artifacts sequences, the 
English equivalents, and the sound effects 
Sequences. Tape playing speed is 7.5. A 
provisional manual is available. Procedure 
is essentially the same as with the TAT. 
Inquiries may be addressed to Dr. Milton 
D. Graham, director of research, American 
Foundation for the Blind, Inc., 15 West 
16th Street, New York, N. Y. 10011. 


Appointment Announced 


Gerald Caplan, M.D., has been ap- 
pointed clinical professor of psychiatry and 
director of psychiatry, Harvard Medical 
School. The laboratory conducts a pro- 
Bram of research and training in Com- 
munity Mental Health for community 
mental health specialists, psychiatric resi- 
dents and medical students. An applica- 
tion form and a brochure describing the 
one-year training program for psychiatrists 
wishing to specialize in comunity psychiatry 
may be obtained by writing to Dr. Caplan 
at the Laboratory of Community Psychi- 
atry, 58 Fenwood Road, Boston, Massa- 
chusetts, 


———————D 


LETTERS TO THE EDITOR 


—M— 


Which Direction 
Mental Health 


To THE EDITOR: 

Iam writing in response to the recent 

editorial, “New Directions in AOA,” by Dr. 
I. N. Berlin. 
j I claim that Ortho has completely iden- 
tified with humanitarian and liberal politi- 
cal sentiments and in so doing is jeopardiz- 
ing its professional identity. Ironically it is 
also doing a disservice to society. Let me 
elaborate. 

I have seen and heard almost nothing in 
Ortho's stand on "mental health" that could 
not be found in Dickens or in the program 
of Americans for Democratic Action. 
There is a great humanitarian tradition 
which says that people should not be im- 
poverished and malnourished and perse- 
cuted. Hopefully many members of Ortho 
will champion this tradition and enhance it 
fhrough appropriate political, social and 
religious organizations. But to parade this 
concern as “mental health” and to publicly 
state that as professionals we have some 
unique understanding of the problem is 
patently absurd and deceptive. 

Let me put the absurdity concretely. If 
nuclear fallout is a “mental health” prob- 
lem, so are smoking and automobile acci- 
dents. It surely is bad for a child's 

mental health" to have parents killed or 
maimed by an automobile. I suspect it inter- 
feres with his identification and raises all 
kinds of trouble with castration anxiety. I 
also could make a case for claiming that 
Corrupt cops are bad for the “mental 
health” of adolescent boys and that shyster 
lawyers and crooked politicians are bad for 
their parents’ peace of mind. Should we 
therefore proclaim a special Ortho Day 
devoted to “cleaning up city hall?” In fact, 
since any public deception—from decep- 


tive packaging to the water content of ham 
—is mentally harmful because it under- 
mines trust, should not Ortho consider 
becoming the psychiatric arm of the Con- 
sumer’s Union? 

Tarning from the humanitarian to the 
political scene: Would Ortho seriously en- 
tertain an idea which was politically reac- 
tionary, unpopular or Communistic? Would 
it point to the increased violence among 
white southerners as evidence that their 
“mental health” has deteriorated as the 
Negro gains freedom and express official 
concern about these white citizens? Would 
it urge that Red China be admitted to the 
UN. because of the well established prin- 
ciple that communication is essential to 
the “mental health” of nations as well as 
individuals? And, since certain psychoso- 
matic conditions subside during war, would 
Ortho recommend that we always keep at 
least one little therapeutic battle going 
somewhere? 

What I am trying to show is that the re- 
lation between professional knowledge and 
social action is tangled and obscured. Ortho 
is taking stands on "home and mother" 
issues, not because they grow logically out 
of an understanding of human behavior, 
but only because they concern “home” 
and “mother.” 

To those who argue that the professions 
have much to offer society in the way of 
understanding of human behavior, I will 
categorically say this is untrue. The number 
of firmly established principles of human 
behavior which could serve as a clear basis 
for social action could be printed on one 
page of this journal. As evidence of this, 
look at the intellectual meagerness of the 
“mental health” movement. What a sorry 
grabbag of borrowed ideas and empty 
phrases characterize family therapy, group 
therapy and community therapy. The intra- 
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psychic approach may be on the wane, but 
it is an exciting intellectual adventure and 
its programs for action arise from a sub- 
stantial theoretical substratum. 

If one would argue that the need for ac- 
tion is so desperate that it overrides theo- 
retical niceties, again I would categorically 
say this is untrue. It means that the only 
claim for any therapeutic program is that it 
helps people feel and live better. If this is 
so, Arthur Murray and Elizabeth Arden 
have as much right to government grants 
as marriage counselors and ministers. What 
Ortho is encouraging is a Babel of therapies 
without requiring evidence that one kind of 
intervention can substantiate its claim or 
demonstrate its superiority over another. 

Tronically society eventually will suffer 
from this tack. There are enough people 
around to do good and to fight for a liberal 
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political program. Society needs to know 
what does happen between human beings, 
not what should happen. To be useful so- 
cially, Ortho should be a reservoir of infor- 
mation gathered freely and with no other 
goal in mind than to understand. 

Thus, I believe that Ortho's pursuit of 
"mental health" will hobble the spirit of 
enquiry and objective examination of evi- 
dence. A function which should be dele- 
gated to a Committee for Social Action is 
now setting the tone for the entire organ- 
ization. Because of this, Ortho is in danger 
of becoming an organization of practioners 
as uncritical and unintellectual as they are 
well intentioned. 

Charles Wenar, Ph.D. 
Assistant Professor 
University of Pennsylvania 
School of Medicine 


-— 
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THE SCHOOL OF SOCIAL SERVICE ADMINISTRATION 
1965 SUMMER INSTITUTE PROGRAM 
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ir Character Problems: Treatment of Individuals and Families IA. H. Scherz 
ar. 


2, Supervision 
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3. Social Work with Children in Cri 
opment in Publie Services .. sther Schour 
4. Supervision .....- muon orothyr Aikin 
T5. elen H. Perlman 
‘Melville H. Hosch 


, Casework Teaching in the Classroom .. 
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T. Family-centered Casework Services in Public Welfare 

18. The Application of Selected Social Science Concepts to Social I 
an] y Group Work Practice eere Margaret HR 
+9. Field Instruction ... "Dorothy Alkin 


it; Comm Tae ranisati ‘ea tmonsibilities of the Direc 
. Community Organization Respons: les o! ie 
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t Short-Term Crisis-oriented Casework ..- 
* Schedule is arranged so that applicants may regis! 
tMaster's degree required. 
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ter for two Institutes. 


Further Informati 


THE GODDARD CONFERENCE ON 
Psychological Group Consultation 
JUNE 23 to 27, 1965 


A demonstration-workshop of group consultation for clinicians and professionals in the 


mental health field. 


: i Psychotherapy De- 
Demonstration Consultants: MRS. ASYA KADIS, Director, Group n f 
m bits i chotherapy; Senior Supervisor 
partment and Specialty Training Program in e AESF Postgraduate Center for 
S. KUBIE, Teaching con- 

Sheppard and 

Faculty, New 


ical Professor of Director. 
VASOS t Clinical 


Pichia GEN and Vies 

rofessor of Psychiatry, Harv: 1 " 
University; Faculty, Boston Psych: lytic tute. Chairman: 
K. FRANK, author and lecturer on human development, me: 
living. 
The conference is supported in part by à grant from the National Institute of Mental 
Health. 


Complete Cost: $75.00 Membership Limited to 75 persons. 


further i i ite or call Miss Elizabeth Madden, Conference Secretary, 
For further informliinfcld, Vermont, 05667. Telephone Globe 4-8362, Ext. 51. 


2 SMITH COLLEGE 
.?-- SCHOOL FOR SOCIAL WORK 


GRADUATE SEMINARS 
July 19-29, 1965 


Advanced, Casework Mrs. Eunice F. Allan, Lydia Rapoport, 

Mrs. Elaine Rothenberg, Mrs. Frances H. Scherz 
Casework Treatment of Children Mrs. Eleanor B. Weisberger 
Supervision in Social Casework Mrs. Rothenberg, Mrs. Scherz, Mrs. Weisberger 
A Two-Summer Project in Supervision Mrs. Yonata Feldman 
Ego Psychology Ner Littner, M.D., Andrew S. Watson, M.D. 
Concepts and Principles of Child Psychotherapy Dr. Littner 
Educational Methods in Teaching Casework Mrs. Allan 
Research in Casework Practice Geraldine L. Conner 


PUBLIC WELFARE SEMINARS 
for child welfare and public assistance workers 
who are college graduates 
July 19-29, 1965 
Basic Principles of Social Casework Virginia L. Tannar 
Dynamics of Human Behavior John A. Larson, M.D. 
For further information write to 


Committee on Seminars 
Smith College School for Social Work 
Gateway House, Northampton, Massachusetts 


The Children’s Division of The Menninger Clinic 


Phillips Residence for the admission of 30 boys and girls from 2 Southard Place 


for boys 12 to 16, and Southard School which provides class- Box 829 
Topeka, Kansas 
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Observation and Diagnosis 


of the Exceptional. Child 
Tue Untversiry or CHICAGO iiis ees 
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i 
RORSCHACH TEST WORKSHOPS ; 

Multicdisciplinary 
The Department of Psychology, the Approach 

University of Chicago is pleased to an- 
nounce that Dr. S. J. Beck will again i 


conduct two workshops seminars in the 


Tue DEPARTMENT OF PsYCHOLOGY 


Initial 3-month resident program offers 
parents a comprehensive diagnosis and eval- 
wation of their child's mental and emotional 
condition . . . Multi-disciplinary staff out- 
lines constructive plan for maximum devel- 

ment . . . Includes medical studies, 

ectroencephalographic and neurological ex- 
aminations, individual psychiatric, ER 
logical, speech and hearing tests and eval- 
uations, diagnostic therapy. Also year-around 
program. All facilities for treatment and 


Rorschach Test. 


The seminars will be held June 21-25, 
and June 28-July 2, 1965. The topics 
will be announced. 


For further information, please write: 


Rorschach Workshops 
Department of Psychology 
University of Chicago 
Chicago, Illinois 60637 


m E information and literature 
fal 


write er Jacob, Ph.D., Director, Box J 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


A Unit of the American Institute for 
Mental Studies (AIMS) 
Pearl S. Buck, President, Board of Trustees *. 
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Smith College School for Social Work 


an expanded PROGRAM OF ADVANCED STUDY 
leading to the degree 


DOCTOR OF SOCIAL WORK 


A new clinical doctorate program emphasizing advanced casework 
to prepare for positions of increased responsibility 


theory and practice, 
supervision, teaching, and research 


in practice, 
e. 


THIRD-YEAR CERTIFICATE 
A third graduate year of theory and clinical practice 
. 
Open to men and women. 


Stipends, without agency work commitment provisions, are available. 
ACADEMIC YEAR OPENS JUNE 23, 1965 
. 


For further information write to 
COMMITTEE ON ADMISSIONS, SMITH COLLEGE SCHOOL FOR SOCIAL WORK 
Gateway House, Northampton, Massachusetts 


THE ANDERSON SCHOOL 
Staatsburg-on-Hudson, New York 
The Anderson School is a co-educational, residential school, offering general, business, 
academic, and college entrance courses from grade eight through high school. The 
school is accredited by the New York State Department of Education, and a majority 
of its graduates regularly enter college or junior college. It is psychiatrically oriented 
and is well equipped with the most modern methods and procedures, not only in academic, 


recreational and modern school environment fields, but particularly in personnel and 
guidance of each individual student. A psychiatrist and psychologist are in attendance. 
Our work emphasizes a much wider concept of student training and growth than is 
conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim. 

For further information write to 


Mrs. V. V. Anderson, Directress 
84 miles from New York City Telephone: TUrner 9-3571 


THE | 


- +. A residential facility for intelligent Jr. and Sr. High School males who need 
psychiatric help with: problems of underachieving and adjustment. 
For information contact: Rita Burgett, Secretary 


The Readjustment Center 
og e | | Box 373, Ann Arbor, Mich. 
e Phone: (AC 313) 663-5522 


CHILD PSYCHIATRIST, experienced, full-time services, required for progressive 
Pacific Coast community to lead a new multidisciplined mental health program for 
school-age children with emphasis on prevention, under the general direction of the 
undersigned. As a member of the orthopsychiatric team, he will be expected to carry 
out clinical duties with ample scope for research and program development, Excellent 
chance of pioneer work in the prevention of emotional disturbance for one who en- 
Joys working with teachers and educators. Salary open, according to experience. Usual 
superannuation, sick leave benefits, four weeks vacation, etc. Write with curriculum 
vitae emphasizing experience of past five years, to Dr. L. S. Anderson, Medical Direc- 


se Be Shore Union Board of Health, 253 East 14th St., North Vancouver, B. C., 
anada. 
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Introducing the American Orthopsychiatric Association s 


President for 1965-1966 


ROBERT L. STUBBLEFIELD, M.D.: 


l ALL TIMES, but particularly in times 
of great social change, organizations 
as well as men need to have dedication 
and integrity. These are two of the out- 
standing characteristics of the American 
Orthopsychiatric Association and of its 
new president, Robert Lee Stubblefield, 
M.D. Our new president brings to this 
office other characteristics which are 
representative of the best in orthopsy- 
chiatry: clinical and therapeutic skill, 
acumen and knowledge which is pro- 
found, wide in scope and tempered by 
humanity. 

Born in a small Texas town on Janu- 
ary 17, 1920, Bob Stubblefield grew up 
in a family well equipped to develop 
medical and social awarenesses. In his 
family are doctors, lawyers, judges and a 
Congressman. Until the very end of his 
college years he was uncertain whether 
to follow a career in medicine or law. 
He has continued to take not only an 
interest in legal psychiatry but also a 
deep interest in the law as literature. * 


He did his undergraduate college work 
at the University of Texas and obtained 
his medical degree from the University 
of Texas at Galveston in December, 
1942. In his intern year and in the first 
year of his psychiatric residency at the 
St. Louis City Hospital, he was fortu- 
nate in having Conrad Somner and Hans 
Molholm as teachers. This opportunity 
to learn analytic dynamics and clinical 
psychiatry marked the beginning of a 
career that has included an ability to 
integrate a variety of approaches into a 
gestalt which always included his own 
mature and constructive judgments. 

This kind of development continued 
in his psychiatric residency at the Colo- 
rado Psychopathic Hospital of the Uni- 
versity of Colorado Medical Center with 
Franklin G. Ebaugh and in the child psy- 
chiatry training which he took at the 
same center under the teaching of Jules 
Coleman and John Benjamin. From such 
a learning experience came a dynami- 
cally oriented psychiatrist who taught in 
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social work schools, consulted in com- 
munity agencies, participated on the 
Staff of pediatric hospitals, and from 
1952 to 1954 worked with Seymour 
Vestermark in the training branch of 
the National Institute for Mental Health. 
Bob's particular tasks there included 
survey of the training programs in pedi- 
atric psychiatry, in child psychiatry, in 
the psychoanalytic institutes and in the 
Schools of public health. Even during 
these busy two years he found time to 
consult at the Catholic University Guid- 
ance Center, as well as to teach in the 
School of Social Work of Catholic Uni- 
versity. 

When he returned to the University of 
Colorado Medical Center as chief of 
child psychiatry in 1954, he had the 
opportunity to participate in longitudinal 
studies of child growth and development 
by working in the Child Research Coun- 
cil of the University with John Benjamin 
and Alfred Washburn. He continued his 
active interest in the psychosomatic ill- 
nesses of children, particularly asthma. 
However, he was not content merely to 
teach within the confines of a medical 
School division of child psychiatry. He 
also brought child psychiatry into the 
community. As consultant to the Wyo- 
ming Health Department, he was the 
first trained child psychiatrist to work 
within that state. He Participated in 
other aspects of community psychiatry 
through a program of “traveling clinics” 
in Colorado. 

In 1957 he left his Position as associ- 
ate professor at the University of Colo- 
rado Medical Center to become profes- 
Sor and chairman of the Department of 
Psychiatry at Southwestern Medical 
School of the University of Texas. This 
department continues to grow under his 
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direction. It is important to note that he 
has never lost sight of the medical disci- 
pline and of the spirit of medical inquiry 
and research. His publications have had 
a wide range: a study of miners in rela- 
tionship to the accident problem; the 
clinical aspects of psychosomatic illness, 
of alcoholism, of depression; the emo- 
tional problems associated with family 
moves; community mental health pro- 
grams; the psychological aspects of civil- 
ian disasters; the perceptions and mis- 
perceptions of roles by medical students. 
Further, he has been willing to include 
in his busy schedule duties as chairman 
of the promotions committee of his med- 
ical school and as a member of its cur- 
riculum committee. 

His memberships and his honors are 
numerous. To cite but a few: he is a 
Fellow of the American Orthopsychiatric 
Association, the American Psychiatric 
Association, the American Academy of 
Child Psychiatry and the Southern Psy- 
chiatric Society. He is certified by the 
American Board of Psychiatry and Neu- 
rology in both psychiatry and child psy- 
chiatry and presently is a member of 
the Committee on Child Psychiatry of 
the American Board. He is on the Coun- 
cil of the American Academy of Child 
Psychiatry and on the Editorial Board of 
its Journal. In addition to having been 
President of his state neuropsychiatric 
association, he has served as a senior 
consultant to the United States Air 
Force, to the Veterans Administration 
Regional Office, to the United States 
Public Health Service and to the Central 
Office of the Veterans Administration. 
He always has taken an active role in the 
White House Conferences. At present 
he is serving as a member of the steering 
committee of the Governor’s Committee 
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on Mental Health in Texas and of the 
Governors Committee on Mental Re- 
tardation. 

However, I would not fully reflect the 
scope of this man if I did not also say a 
word about him as a friend. Bob has the 
rare faculty of being a friend who teaches 
and a friend who shares. He gives of 
himself to others in full measure. His 
friendship wears well and lasts long. 

Those of us who have had a chance to 
know the warmth and delight of his 
home have observed that his charming 
wife, Alice, and his lovely daughters 
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(Carol was graduated from the Univer- 
sity of Texas in June, and Susan is in 
tenth grade) share his interest in the life 
and customs of the Indians of the South- 
west and his appreciation of modern 
jazz. He and his family ‘assume many 
responsibilities in their community and 
have a deep devotion to the arts. 

Bob Stubblefield is indeed a dedicated 
and invested man who brings to the 
A.O.A. presidency many attributes 
which will enhance not only our organ- 
ization, but each one of us as well. 

J. Cotter Hirschberg, M.D. 


EDITORIAL: The chit’ 


T FAR RIGHT Has attacked the 

child guidance movement, especially 
the formation of new child guidance 
clinics, as “un-american” and as a threat 
to individual freedom. In recent years 
several prominent psychiatrists have 
issued articles and statements that have 
become ammunition for the Birchers 
and other right-wing extremists, 

In several recent papers one of the 
psychiatrists has wept crocodile tears for 
the poor child who is singled out by his 
teacher for help by school child guidance 
clinics. The child and his parents, he 
Says, are threatened by the stigmata of 
mental illness, which will follow the 
child throughout his school days and 
after. The parents also will be branded 
and will suffer a variety of “un- 
american” indignities. In his concern for 
the child’s being branded as mentally ill 
and thus suffering shame and reprisals 
from teachers and schoolmates, the 
writer forgets or ignores the reasons for 
such referrals. The claim is that the 
child's rights as an in ividual are being 
abrogated when he is singled out as 
needing treatment, Should the child be 
in desperate need, he should be referred 
to a community clinic—never, but 
never, be forced into a school child 
guidance clinic with its inevitable after- 
math, the author says, 

It is a matter of great wonder that 
these concerns for the child’s tights do 
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not include a concern for his mental 
health. The psychiatrists in question and 
the right-wing extremists have common 
ground in that their concern is never 
for the emotional suffering, the dis- 
ability and the impaired learning ability 
endured by the child nor for the inevit- 
able stigmata these handicaps involve. 
Nor are these gentlemen concerned with 
urgency of the family’s situation and 
with the likelihood that school clinics 
Sometimes may be able to provide 
services more Promptly than the over- 
loaded community clinic. In fact, the 
desperate need for relief from suffering 
Seems not to be apparent to them. 

Recently the right wing again has been 
active in small communities, especially in 
California. In the efforts to halt the 
formation of community child guidance 
clinics, these colleagues have served as 
the authority for the anti-mental-health 
movement, 

Once again, the concern was not for 
the increasing number of disturbed, non- 
learning, delinquent, predelinquent, and 
socially underprivileged children and 
families who desperately need help. 
Their concern was with the “un-ameri- 
can efforts to brainwash children and 
their families through psychotherapy.” 

As a consultant to a school child 
guidance service for almost 15 years, I 
have yet to hear that the stigma of being 
a patient has seriously deprived a child 
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of his rights. It is true that the fact of a 
child’s being sent to any psychiatric 
dinic may follow him from teacher to 
teacher. Would not his destructive be- 
havior or his failure to learn also follow 
him from year to year? Without help to 
child and family there is little oppor- 
tunity for the student to profit from 
schooling and rarely any change in his 
disturbing behavior or in his outlook 
that might help him become a potentially 
useful and capable citizen. Without help 
these youngsters often bear stigmata of 
not having learned the basic skills in 
school and are limited in their job op- 
portunities. As they grow older they be- 
come increasingly more dissatisfied 
with themselves and the world around 
them and often react with more impul- 
sive behavior. The consequences of all 
their failures in school and in living 
often are seen in continued restlessness 
and failure to settle down to job, family 
or community responsibilities. These 
young people, like their parents before 
them, inevitably will pass on their dis- 
satisfactions to the next generation. 

In fact, many youngsters who are re- 
ferred improve in their ability to do 
school work and in their school behavior. 
Their enhanced capacity to profit from 
schooling makes it less likely, as they 
learn more effectively, that anyone will 
be concerned with their previous need 
for help at the child guidance clinic. 
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Similarly, parents who are helped 
through child guidance services are able 
to be more parental and are not called 
in by principals and teachers so fre- 
quently. As parents learn something 
about themselves in work around a child, 
they often are able to apply these in- 
sights with subsequent children. More of 
their children are better able to learn 
and the adults are less involved with the 
schools as parents of disturbing, non- 
learning students. Parents who are 
helped become more self-respecting 
citizens and more involved in com- 
munity concerns. 

It seems to me vital that all persons in 
the mental health professions be alert to 
the anti-mental-health efforts of the 
right-wing extremists. Most important, 
we need to bring to the attention of the 
community that these organizations and 
individuals are never concerned with the 
suffering, the disability and the future of 
these children who are disturbed and 
unable to learn. The extremists express 
concern only for the youngsters’ “rights,” 
that their individualism may be inter- 
fered with and that they may carry the 
*stigmata" of needing psychiatric clinic 
help. One begins to wonder whom the 
extremists really are concerned with as 
they insist on the inalienable right of 
children and parents to suffer from psy- 


chological disturbances. 
Irving N. Berlin, M.D. 


A REVIEW OF PROGRAMS OF 
COMPENSATORY EDUCATION" 


EDMUND W. GORDON, Ed.D. 
Chairman, Department of Educational Psychology and Guidance, Yeshiva University, New York, New York 


Both the civil rights revolution and the increasingly complex nature of knowl- 
edge and work have combined recently to add emphasis to the need for educa- 
tion more appropriate to the needs of all children. After an examination of 


current approaches to "compensatory education" for “socially disadvantaged" 
children, the author considers the adequacy of several of these programs. 


ERTAIN POLITICAL, ECONOMIC and 
C social factors have combined in re- 
cent years to bring the condition of 
underdevelopment in human beings in 
all parts of the world to the center of our 
attention. Nowhere are the handicaps 
imposed by deliberate and accidental 
underdevelopment of human resources 
a greater source of embarrassment and 
concern than in the United States. In 
Tesponse to our embarrassment we have 
looked for someone to blame, and the 
most convenient someone in this situa- 
tion has proved to be the professional 
educator. This disposition of blame is 
not wholly unjustified, Everyone recog- 
nizes that the schools did not create the 


underlying conditions that lead to social 
disadvantage and deprivation. But most 
people also are aware that professional 
educators have done relatively little to 
change significantly the life chances of 
the disadvantaged despite tremendous 
Bains in educational technology and re- 
Sources, 

The Zacharias Panel on Educational 
Research and Development has re- 
ported: 


By all known criteria, the majority of urban 
and rural slum schools are failures. In neigh- 
borhood after neighborhood across the 
Country more than half of each age group 
fails to complete high school, and 5 per cent 
Or fewer go on to some form of higher edu- 
cation. In many schools the average measured 
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IQ is under 85, and it drops steadily as the 
children grow older. Adolescents depart from 
these schools ill-prepared to lead a satisfying, 
useful life or to participate successfully in the 
community .16 
Who are the children so poorly served 
by the most affluent nation in history? 
The term “socially disadvantaged” 
describes a population of children and 
adults varied in a number of ways but 
having in common a low economic status, 
a low social status, low educational 
achievement, tenuous or no employment, 
limited participation in community or- 
ganizations and limited ready potential 
for upward mobility. Variously referred 
to as the “culturally deprived,” the “so- 
cioeconomically deprived,” the “socially 
and culturally disadvantaged,” the 
“chronically poor,” the “poverty 
stricken” and the “culturally alienated,” 
these people are handicapped by de- 
pressed social and economic status. They 
also are handicapped in too many in- 
Stances by ethnic and cultural caste 
Status. The children whom we refer to 
as “disadvantaged” are predominantly 
Negro, Puerto Rican, Mexican and rural 
or mountain southern whites. The prob- 
lems of these youngsters are acute where- 
ever they are found and have come into 
‘Sharper focus as increasingly large num- 
bers ofthe children have migrated to our 
Metropolitan centers. In school these 
Children show disproportionately high 
Tates of social maladjustment, be- 
havioral disturbance, physical disability, 
Mental subnormality and academic re- 
tardation. Although there is ample docu- 
mentation of the fact of academic 
deficiency in a high percentage of this 
Population, the specific nature of this 


“deficiency is not so clearly documented. 


Psycho-educational appraisal more often 


"has been directed toward the confirma- 
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tion and degree of deficit than toward its 
quality and nature. 

But the presence in our schools of 
children whose backgrounds of experi- 
ence and whose readiness for traditional 
school demands differs significantly from 
that of middle-class, white, United States 
nationals is not a new phenomenon. In 
the past we have had large numbers of 
such children, particularly during the 
period of great migrations to this coun- 
try. History reveals that the schools were 
challenged at that time just as they are 
today. It also is clear that the schools 
failed in their attempt to provide for the 
educational needs of many of these chil- 
dren. The schools' failures in previous 
years, however, had far less serious con- 
sequences for pupils and for society than 
do our failures today. 

In the nineteenth and early twentieth 
centuries the uneducated, endowed only 
with strong backs or skillful hands, were 
eagerly sought by an economy which re- 
quired manual strength and dexterity. 
In contrast, the economy of the late 
twentieth century requires trained minds, 
educated judgment and conceptual skill. 
We have arrived at a period in human 
history in which man is increasingly re- 
quired to manage vast categories of 
knowledge, to identify and solve highly 
complicated interdisciplinary problems 
and to arrive at infinitely complex con- 
ceptualizations and judgments in order 
to maintain control, and to advance the 
technological and social organization by 
which we live. Students with the quality 
of intellect, the adequacy of conceptual 
competence and the depth of human 
understanding and compassion required 
of those who must man that organization 
are not routinely produced in today’s 
schools, In fact, we school people are 
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constantly embarrassed by the large 
numbers of young people whom we have 
failed to prepare for much less complex 
intellectual, academic, vocational and 
Social functioning. We also are under 
attack in mahy quarters for our failure 
to prepare adequately even many of 
those who seem to succeed in our system. 
Witness the large number of “successful” 
people who read inefficiently and with- 
out pleasure. Think of those among us 
whose skills in arithmetic are limited 
to simple computation. Consider’ the 
large number of high school and college 
graduates who have difficulty in recog- 
nizing a concept and are practically in- 
capable of producing a clear one. Pro- 
fessional education has a long history 
and is not without some successes, but 
it has had many failures. In its present 
state it is hardly ready to meet the de- 
mands of this crucial period in the man- 
agement of knowledge and technology. 

Our nation has faced crises before. 
Following the great depression of the 
early thirties, we were confronted with 
the incongruities produced by high-level 
industrial potential and low-level socio- 
economic organization. Organizing work- 
ers led a social revolution which pro- 
duced new concepts of governmental 
responsibility for the promotion of the 
general welfare. New ideas, new tech- 
niques and new approaches to socio- 
economic organization were introduced 
and accepted as social necessity in a 
modern industrialized society, These 
innovations primarily enabled this nation 
to meet the domestic and international 
challenges of midcentury, 

Now another social revolution has 
emerged. This revolution is not unre- 
lated to the growing crisis in the use of 
intellectual resources and the manage- 
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ment of knowledge. This time the battle 
is being waged by Negroes and their 
allies for civil, or more correctly, for 
human rights. Soon no doubt, the pov- 
erty-stricken will join them. What they 
are demanding is nothing less than total 
and meaningful integration into the 
mainstream of our society. Equality of 
educational achievement (together with 
equal opportunity to share in the nation's 
wealth) is looked upon as a major means 
of attaining such integrated status. 

This human rights revolution and the 
simultaneous explosion in knowledge 
pose challenges for society in general 
and for education in particular. To meet 
these challenges school systems and other 
responsible agencies in many parts of 
the country have begun to mobilize both 
concern and talent. Using the research of 
Clark? Davis? Deutsch,‘ Havighurst, 
Pettigrew,® Smilansky, Strodtbeck ** 
and others and the ideas of such leaders 
in the field as Bloom,! Jenkins," Liddle,’ 
Plaut? Riessman,! Schreiber/? and 
Shepard;? special programs have been 
initiated to upgrade education and to 
increase the life chances of disadvantaged 
children and youth. 

Contemporary programs date back to 
Work with Mexican-American and 
American Indian children in the South- 
West where a project, focused on reme- 
dial work in reading and language usage 
and on inculcation of middle-class values, 
Seems to have met with little success. 
The landmark project was the Demon- 
Stration Guidance Program, first ini- 
tiated in the New York public schools 
in 1956. The primary purpose of the 
Program was the identification and up- 
grading of students from backgrounds of 
limited cultural experience. This experi- 
mental program provided both remedial 
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academic instruction and individual 
counseling for the top 50 per cent of 
students in two New York City junior 
high schools. Integrated with the curricu- 
lum was a program of cultural en- 
richment which included visits to art 
galleries, plays, concerts, operas and 
college campuses. In addition, attempts 
were made to involve parents and to help 
them understand, encourage and assist 
the children in their pursuits. The pro- 
gram met with success beyond the ex- 
pectations of even its most ardent pro- 
ponents, Consequently the Demonstra- 
tion Guidance Program was expanded 
and incorporated into the regular struc- 
ture of the New York City public schools 
under the description, “Higher Hori- 
zons.” The program has become the 
model for much of the work throughout 
the country directed toward the rehabili- 
tation of disadvantaged youth. 

Impetus toward the development of 
compensatory programs has come from 
other sources as well. At least three de- 
serve mention. The National Defense 
Education Act, passed under the pres- 
sures of international competition and 
concern for national security, made 
special provision for the discovery and 
encouragement of youth with latent or 
undiscovered talent. With funds made 
available through this legislation state 
departments of education and local 
School districts were able to initiate pro- 
grams providing increased opportunities 
and services for this population. 

A second major contribution was de- 
veloped entirely outside the public 
schools as an outgrowth of the research 
program of the Institute for Develop- 
mental Studies at New York Medical 
College. This program, which has been 
investigating language development and 
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enrichment at the preschool level, has 
attracted sufficient interest to encourage 
a number of private agencies and public 
school systems to institute special nurs- 
ery programs as supplements to or as 
a part of the regular school program. 

Probably the most influential growth 
force in programs for the disadvantaged 
has been the Ford Foundation’s Great 
Cities Project. By providing sizable 
grants to a number of the nation's larger 
cities the Foundation has encouraged 
massive and integrated attacks upon the 
problem of education in depressed urban 
areas. Typically these projects have 
mobilized a wide range of school and 
community resources, but they have had 
no single programmatic emphasis. What 
they have had in common is a concern 
for disadvantaged children and their 
families. 

A constellation of forces has raised 
to the level of national concern the issue 
of providing special educational and 
social projects for disadvantaged chil- 
dren. These forces are the struggle of 
the disadvantaged and segregated for 
improvement in their life chances, so- 
ciety's growing demand for competence 
in the conceptualization and use of 
knowledge and new insights growing 
out of pilot demonstration and research 
programs. 

Although existing programs of com- 
pensatory education vary widely in size 
and scope throughout the country, they 
have in common the dual goals of re- 
mediation and prevention. They are re- 
medial in that they attempt to fill gaps— 
social, cultural or academic—in the 
child's total education. They are pre- 
ventive in that they try to forestall either 
initial or continuing failure in school and 
in later life. 
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Despite the multiplicity of programs 
which share these goals it is possible 
to identify common strands in the fab- 
ric of compensatory education. Recog- 
nizing the arbitrariness of such a dis- 
section, I nevertheless have chosen to 
tease apart these strands in order to deal 
understandably with the wide variety 
of current programs. Following a brief 
description of these eight identified areas 
of approach and some types of programs 
which employ them all, I shall take a 
more critical look at the question of how 
well these various practices meet the 
problems. 

The principal focus of fundamental 
curricular change in compensatory pro- 
grams has been reading and language 
development. New reading methods and 
materials, the training of teachers to use 
them and the extensive use of such spe- 
cial personnel as remedial reading 
teachers or reading specialists all are 
evidence of the primacy of reading in 
the hierarchy of school learning. The as- 
sumed relationship between the quality 
of oral language and skill in reading has 
led to increased emphasis in some proj- 
ects on practice in speaking and listen- 
ing. Where youngsters do not speak 
English there are special methods and 
materials for developing bilingualism. 
Finally, some projects have made sig- 
nificant strides in developing primers 
featuring racially integrated characters 
and naturalistic speech patterns which 
reflect inner-city life, 

In addition to new practices in read- 
ing a number of other curricular inno- 
vations affecting both structure and con- 
tent have been inaugurated in various 
Project schools with the dual aim of 
individualizing instruction and increas- 
ing the relevance of classroom materials, 
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Two major types of structural modifi- 
cation, team teaching and ungraded 
classes, have been widely used as have 
transitional classes to ease children's 
entry into school or to facilitate their 
shift from one school situation to 
another. Various programs have pro- 
vided time for classroom teachers to 
offer individual instruction and generally 
function with greater flexibility. These 
programs include employment of extra 
classroom teachers; use of specialists in 
such areas as music, science, art, or 
mathematics, and use of volunteer aides 
to assume routine classroom burdens. 

Certain practices taken for granted in 
more privileged neighborhoods (such as 
providing movable desks, special art 
classes or student government activities) 
have been introduced as innovations in 
disadvantaged schools. New text books, 
emphasizing low reading skill and high 
interest level, have been purchased or 
developed in various school systems. 
A new emphasis has emerged, particu- 
larly in the area of social studies, on 
texts which recognize minority group 
contributions. Through field trips and 
Buest speakers as well as through a num- 
ber of new curriculum materials which 
emphasize the role of minority groups in 
American life, disadvantaged children 
are introduced to the wider world and 
helped to recognize that there are alter- 
natives to the limited roles their parents 
and neighbors have been permitted to 
play in society. 

A number of projects have become 
involved in what might best be called 
extracurricular innovation, an umbrella 
phrase for a number of efforts to extend 
the school’s influence into nonschool 
time. Afterschool or Saturday study cen- 
ters are widely used as are clubs organ- 
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ized around such areas as sports, science, 
music or reading for pleasure. Often 
paid or volunteer tutors are in attend- 
ance. Cultural events, hobby groups, 
picnics and camping trips are some of 
the activities which have been used to 
enlarge the experience of disadvantaged 
children during the afternoon, evening 
and weekend hours. Where project 
schools have continued their programs 
into the summer, both the children and 
the schools often have benefited from 
summer-school experimentation in re- 
mediation and enrichment. 

Almost every sizable program of com- 
pensatory education now includes some 
effort to increase parental involvement 
in project goals as more and more 
schools serving disadvantaged neighbor- 
hoods have moved toward breaking 
down the barrier that has separated 
school and home. Recognizing the need 
for more aggressive methods of breach- 
ing the wall than a trumpet call from the 
traditional PTA, project schools have 
used home visits by teachers, commu- 
nity aides or social workers. In addition 
to simply “getting in touch" these visi- 
tors interpret the school program to 
families, provide information about 
school events, suggest ways parents may 
assist the school program, counsel them 
about behavioral or school problems or 
put them in contact with appropriate 
community assistance agencies. When 
meetings with parents are held at school, 
they tend to be small, social and informal 
and often are conducted by the staff per- 
sons responsible for home visits or for 
augmenting school-family contacts. In- 
creased involvement of parents in the 
School has been achieved through such 
activities as adult education courses, 
clubs and hobby groups and by enlisting 
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their services in such activities as decor- 
ating classrooms or costuming school 
plays. 

The question of community involve- 
ment has concerned a number of project 
schools as they have reached out beyond 
the parents into the total surrounding 
community both to offer and to seek 
help. Resources have been shared with 
other community agencies. School doors 
have been opened to adult education 
classes. Various community groups have 
made use of school facilities for their 
meetings. In return schools have bene- 
fited from community volunteer help for 
tutorial services such as English instruc- 
tion or remediation, from community 
financial help for enrichment programs 
and from the help of the business com- 
munity in providing widened vocational 
opportunities. In many project communi- 
ties the school has found it useful to 
employ a school-community agent to 
organize wide-ranging programs for chil- 
dren and adults. Often such a coordina- 
tor functions as a liaison person not only 
between school and community but also 
between the school and such govern- 
mental agencies as the local departments 
of public welfare. 

Concerning teacher recruitment and 
training, schools have made use of a 
wide variety of practices designed to at- 
tract teachers to disadvantaged schools 
and to modify favorably their attitudes 
toward low-income families and commu- 
nities. Interns at problem schools for 
teacher trainees or locally based college 
education majors increase the number 
of teachers competent to work in dis- 
advantaged areas. Orientation programs 
which include home visits and commu- 
nity field trips are conducted to dispel 
new teachers’ fears and uncertainties 
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concerning low-income neighborhoods. 
Extra consultative personnel or specially 
qualified teachers help train new faculty, 
conduct demonstration classes, provide 
special instructional materials or reduce 
the regular teacher’s load either by di- 
rectly assisting her in the classroom or 
by taking students out of class for re- 
medial or enrichment activities, In-serv- 
ice training courses and workshops 
emphasize programs to increase teacher 
understanding of low-income children. 
Seminars and discussion periods give 
teachers an opportunity to share experi- 
ences and to discuss problems. 

Guidance together with remedial read- 
ing is the one approach almost uni- 
versally included in projects for the 
disadvantaged. Although guidance per- 
sonnel are unfortunately still hampered 
by their traditional preoccupation with 
the misfit, increasing emphasis is being 
placed on providing counseling and 
guidance to all students in a project 
School. In. guidance-oriented programs 
less emphasis is placed on changing the 
School than on changing the student 
through individual and Broup counseling 
designed to increase his self-understand- 
ing, to enhance his self-concept and to 
improve his motivation and attitudes 
toward school. In addition to expanding 
its personal counseling role, guidance 
also has enlarged its informational role, 
particularly in regard to Vocational in- 
terests and aptitudes, A typical com- 
pensatory guidance Program will com- 
bine individual counseling, vocationally 
oriented group guidance and, not in- 
frequently, extensive enrichment activi- 
ties to widen the student's view of the 
world. 

Special Personnel (many of whose 
roles have been described above) usually 
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fall into three categories: special instruc- 
tional personnel, special service person- 
nel and nonprofessional personnel. Spe- 
cial instructional personnel include 
classroom teachers, specially trained in 
work with the disadvantaged, whose em- 
ployment may result in reduced class 
size for all the other teachers. In addition 
such special staff as curriculum special- 
ists (in language arts, science, mathe- 
matics and the like) both train teachers 
and conduct classes themselves. Addi- 
tions to the school staff for special serv- 
ices occur principally in the areas of 
guidance and health. Guidance counsel- 
Ors, psychologists, psychiatrists, social 
Workers, physicians, nurses and dental 
technicians are the most frequent new 
additions in this area. Nonprofessional 
personnel include lay persons serving in 
a community liaison role; teachers-to-be 
functioning as teacher assistants, interns 
and college students; parents and other 
interested adults serving as tutors; study- 
hall supervisors, and teacher aides. 
These then are the eight areas in 
Which innovation has taken place in 
current compensatory programs. Many 
of the specific approaches just described 
function as parts of complex programs 
covering more than one phase of the 
relationship between the school, the 
child and the community. Indeed, where 
resources permit, school districts have 
initiated "total" programs which have 
aimed at altering the entire school ex- 
Perience of the children involved in 
them. Sometimes these broad-scale pro- 
grams, including the whole battery of 
compensatory practices, serve thousands 
of students. In other instances a variety 
of techniques are combined in a small 
Program aimed at only a few youngsters. 
Two familiar types of programs in 
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which a variety of techniques often are, 
combined are the early-admission or 
prekindergarten programs for children 
under conventional school age. At the 
other end of the educational continuum 
are programs for dropouts. 

The problem of school dropouts is not 
a new one. But the demands of modern 
life have made dropout a momentous 
and tragic event. Years ago the dropout, 
entering a thirsty labor market, could 
fill a productive social and economic 
role. Today he automatically is relegated 
to an economically perilous life in which 
finding a job will become increasingly 
difficult as the need for unskilled labor 
continues its precipitate decline. Con- 
cern for the dropout has therefore in- 
tensified. New approaches have been 
sought for coping with this crucial prob- 
lem, Adult education programs to pro- 
vide technical training and to combat 
widespread functional illiteracy have 
been instituted by large companies, by 
boards of education and by the govern- 
ment. A number of businesses and in- 
dustries have conducted job-upgrading 
projects for their employees. Daytime 
programs for recent dropouts have been 
established by the school systems in sev- 
eral cities. For high school students on 
the verge of dropping out there are 
work-study programs designed to hold 
them or, failing that, to give them better 
preparation for employment. 

Programs like these, although they are 
important and helpful, can only try to 
ameliorate an existing educational fail- 
ure. To deal with the problem most 
effectively, preventive, more potent, 
more fundamental measures also are 
being tried. These are the programs 
aimed at broadening the experiences of 
children as young as three and four 
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years to equip them better for school 
learning. These preschool programs have 
added to the best of the traditional nurs- 
ery school activities directed at language 
development and enrichment, sharpened 
socioperceptual discrimindtion, broad- 
ened and amplified encounters with the 
environment and accelerated socializa- 
tion in directed learning situations. 

The fact that so many attempts have 
been made to renovate, enrich and ex- 
tend school programs for the benefit 
of disadvantaged children is an impor- 
tant step forward. But our enthusiasm 
should not blind us to their shortcom- 
ings. 
I think it is significant that so much 
of the current work in the education of 
the disadvantaged has been directed 
either at preschool children or at young- 
sters who have dropped out of high 
school. So little attention has been given 
to investigating the overall appropriate- 
ness of contemporary educational proc- 
esses. If school people were not such a 
decent lot, one would think that these 
two emphases have been so widely ac- 
cepted simply because they require the 
least change in the school itself. It often 
is easier to add extensions than to change 
the basic structure of institutions. 

There is, of course, some evidence to 
support the preschool emphasis. There 
is no question that children who grow 
up under different life conditions are 
likely to show different developmental 
patterns. Unless experiential input has 
been designed to produce the same learn- 
ing readiness end, such readiness will 
vary. Consequently, it is not inappro- 
priate to assume (as the work of 
Deutsch, Havighurst, Strodtbeck, Gray 
and others would tend to confirm) that 
children coming from privileged homes 
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enter school with skills and competen- 
cies different from those of children 
from less privileged homes. And since 
all these children, despite the differences 
present upon entry, must meet common 
academic standards, it is argued that the 
disadvantaged child needs special re- 
medial or enrichment experiences in 
order to better cope with the traditional 
school requirements, As a firm advocate 
of expanded public educational oppor- 
tunities, I welcome this downward ex- 
tension of public education to include 
the three- to five-year-olds. However, 
I am unprepared to accept this down- 
ward extension as a substitute for new, 
different and greater effort in the tradi- 
tional school grades. I also find it diffi- 
cult in the light of some of the work of 
Piaget and Hunt to settle for intervention 
at the third year of life rather than at 
the eighteenth month or during the first 
year of life. If we are serious about the 
importance of early encounters with the 
environment, it may be that we must 
take greater collective responsibility for 
influencing life experience from birth and 
even for influencing the quality of the 
physical environment before birth. It is 
unlikely, however, that our Society will 
be ready for the revolutionary social 
changes involved in such a commitment 
for a good many years to come. 

It would seem as if we have been 
equally unready to accept the degree to 
Which our traditional methods for al- 
tering the behaviors of older children 
have failed. Despite considerable evi- 
dence that counseling is not the most 
effective instrument of behavioral 
change, programs for disadvantaged chil- 
dren all across the United States have 
included a major counseling and guid- 
ance component. I do not want to de- 
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mean the role that information, under- 
standing, insight and support play in 
human adjustment. But I submit that 
significant changes in behavior are prod- 
ucts of significant changes in life ex- 
periences. It certainly is true that the 
counselor can help a student to feel 
better about a difficult situation. He may 
even help him to find a better solution. 
But the student’s attitude and behavior 
with respect to that situation are more 
likely to be significantly altered by 
changes in that situation itself, particu- 
larly if he has had a hand in effecting 
those changes. 

Probably the most interesting thing 
about the programs studied is the ab- 
sence of really “new” or radical inno- 
vation in pedagogy. Most of the pro- 
grams use common sense procedures 
which are, or should be, part of any good 
educational program. It is, in fact, some- 
thing of an indictment that we have 
not introduced these practices earlier. 
What is missing, however, is the intro- 
duction of truly new approaches, Such 
innovational timidity perhaps is a re- 
flection of the fact that although a good 
deal has been discovered about human 
beings and how they learn, much basic 
research simply has not been done. Such 
Tesearch is needed in order to make 
fundamental changes. 

For example, although considerable 
effort has been invested in improving 
teacher competence and teacher be- 
havior, designers of in-service and pre- 
Service training programs have had their 
problems. Neither research nor practice 
has provided definite guide lines as to 
what should be emphasized in such train- 
ing. When Keonigsberg studied teachers 
who were thought by their administra- 
tors to be successful with the disadvan- 
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taged, she found no objective evidence 
of their superiority in this area. Some 
programs stress the human relations ap- 
proach, but in our own investigation of 
this area we have observed allegedly 
good teachers who, judged by colloquial 
standards, seemed to be lacking in 
warmth, support and sympathy. Other 
programs stress understanding the cul- 
ture and values of the poor. Yet we know 
that a good bit of this “awareness of the 
child's background" gets distorted into 
gossip about the number of men with 
whom these mothers sleep and is seldom 
reflected in significantly changed teacher 
attitudes. 

Probably the most productive ap- 
proach to changed teacher behavior and 
attitudes is that which emphasizes pro- 
vision of new and improved tools for 
teachers. Taking a cue from the expe- 
rience with the new math curriculum, 
the Zacharias Commission has stressed 
the importance of new instruments and 
of workable methods in achieving be- 
havioral change in teachers. It is easy 
for teachers to slip into attitudes of 
defeat and indifference when they see 
little return for their efforts. But it is 
difficult for them to remain indifferent 
and unchallenged when their efforts be- 
gin to meet with success. A weakness of 
our teacher-training programs and of 
our overall programs of education for 
the disadvantaged is our failure to match 
the informational, technological and 
social revolutions of the present with a 
revolution in the teaching-learning proc- 
ess. We have not yet removed the bur- 
den of proof from the shoulders of the 
learner and placed the responsibility for 
the success of the academic venture 
where it belongs—on the shoulders of 
the school system. 
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In no area is this misplaced responsi- 
bility more obvious than in the area of 
curriculum innovation. Remedial edu- 
cation programs have been developed, 
teacher-pupil ratio has been reduced, 
new materials have been produced, class- 
room grouping has been modified. AII 
are sensible and appropriate changes, 
but they represent no basic alteration 
in the teaching-learning process. They 
are likely to result in an increasing 
number of children who succeed, but 
théy are unlikely to meet the real chal- 
lenge of our time to the schools—that 
of insuring that all children except 
those with significant neurologic defects 
achieve conceptual competence as well 
as mastery of the basic academic skills. 
If the school cannot do this, it is dys- 
functional in modern technological so- 
cieties. 

To meet this challenge, curricular 
innovation will need to give greater at- 
tention to the effective dynamics of intra- 
group interaction on the learning proc- 
ess, It would be well to explore the 
relationship of variations in receptor 
readiness and in the hierarchical organi- 
zation of sensory modalities to differen- 
tial patterns of learning experience de- 
sign. Further, we might give attention 
to experimentation with peer group in- 
structors, with modified sequential ar- 
rangement of curriculum content and 
with manipulation of the social, psy- 
chological and physical environments in 
which learning occurs. Although we 
recognize the school’s deficiencies here, 
let us not exempt from blame the be- 
havioral scientists who, as we suggested 
earlier, have failed to provide to educa- 
tional practitioners sufficiently convinc- 
ing and comprehensible theories with 
which to mount such a revolution, 
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If the flood of interest and activity 
currently being poured into work with 
the disadvantaged were based upon sub- 
stantial research findings .or reflected 
considered empirically derived evidence, 
one could have greater hope that this 
effort would result in greatly improved 
life chances for the target populations. 
Although one must appreciate the fact 
that human and material resources are 
being directed at this long neglected 
problem, we simply will be helping to 
compound the disadvantaged status and 
to reenforce old prejudices if we fail to 
recognize the limitations of these efforts. 
Given the present level of knowledge and 
Work, five or ten years from now many 
of our disadvantaged youngsters may 
still be at the bottom of the academic 
heap. Such a result could give renewed 
popularity to the now more dormant 
concepts of inherent inadequacy. This 
retreat to a theory of innate deficiency 
would be defended on the grounds that 
during the sixties this nation poured re- 
Sources into helping these children and 
achieved relatively little despite all ef- 
forts. It may not readily be remembered 
that enriched diet did little to conquer 
tuberculosis, not because this measure 
was applied with insufficient diligence 
but because the inappropriateness of 
this treatment modality was less evident 
before the nature of the disease was 
better understood. 

Such may well be the outcome of 
our effort if we fail to keep in mind the 
fact that inappropriate motivation, de- 
Pressed levels of aspiration, dysfunc- 
tional patterns of conceptualization, 
academic disenchantment and under- 
developed intellect are all too frequently 
products of poverty, social disorganiza- 
tion, lack of opportunity, social isolation 
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and prejudicial discrimination. To cor- 
rect the functional limitations caused 
by such social pathology, we also must 
correct the conditions which have pro- 
duced them. The burden of responsibility 
for the identification of these causative 
factors and approaches to their correc- 
tion falls on the behavioral and political 
scientists. But the final responsibility for 
their manipulation, control and elimina- 
tion falls on each of us—as professional, 
as scientist and as citizen. However, this 
concern with the social origins of the 
handicaps identified must not blind us 
to the possibility that changes in these 
Social factors we view as causative are 
necessary but may not remedy the result- 
ing behavior. Innovations needed to 
provide the extra margin of sufficiency 
fall largely in the area of professional 
services—social, educational, psycholog- 
ical and medical. 
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NEW POLICIES AND SERVICE MODELS: 
THE NEXT PHASE" 


ALFRED J. KAHN, D.S.W.** 


Case services are soundly used only in a framework of provision for income 
maintenance, health and housing. Then, one needs turn attention to basic 
social utilities essential to urban industrial life. The paper spells out a philos- 


ophy and illustrates a program for such "utilities" as day care, homemakers, 
family vacations, advice bureaus and the like. 


HE CURRENT, THIRD "discovery" of 

poverty in the United States in the 
past 75 years has new characteristics and 
enormous potential The Progressive 
Era, according to Bremner, made for 
the first time and on a widespread basis 
the necessary distinction between “pau- 
perism” as a problem of personal defect 
and “poverty” as a social condition. 
The traumatic dramatization of poverty 
during the 1930s changed basic attitudes 
toward security in American culture and 
made possible social insurance and large- 
scale federal supports for health and 
welfare." The current upsurge of interest 
(even fadism) seems to involve new 
vistas. 

Without summarizing the now increas- 
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ingly familiar research literature or tak- 
ing a position as to the exact cutoff for 
the poverty line, let us turn only to one 
source generally acknowledged as pro- 
viding the most sophisticated view of 
Poverty now available, especially with 
reference to children. Mollie Orshansky, 
writing in the Social Security Bulletin, 
reports on a re-analysis of the facts of 
Poverty based on defining “equivalent 
incomes at a poverty level for a large 
number of different family types” and 
using special tabulations from the 
March, 1964, Current Population Sur- 
vey. Although this procedure does not 
much change the estimate which has 
been widespread as to the total number 
of the poor (34 and one-half million 
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persons in the United States), Orshan- 
sky's more accurate picture of the com- 
position of the poverty groups challenges 
earlier generalizations. This picture is 
especially relevant to a discussion of 
policies and services for children. 

Briefly, this Social Security Adminis- 
tration study finds that 15 millions of 
those in the poverty group are children 
under age 18. This percentage is much 
higher than had been estimated by the 
previous, cruder procedures. Put in 
somewhat more dramatic terms, one-fifth 
of our children are living in families with 
"incomes too low in 1963 to enable 
them to eat even the minimal diet that 
could be expected to provide adequate 
nutrition and still have enough left over 
to pay for all other living essentials." 
This judgment derives from the assump- 
tion that *at current prices and current 
standards, an average family of four can 
achieve an adequate diet on about 70 
cents a day per person for all food and 
$1.40 for all other items," including 
housing and clothing. Such management 
actually requires highly skilled and so- 
phisticated shoppers with mobility and 
access to a considerable range of stores. 
This situation rarely applies in the pov- 
erty group. 

Several other facts about children in 
this group are especially relevant to the 
present discussion. First, two-thirds of 
the children growing up without a fa- 
ther in the home “are in families with 
inadequate income. But two-thirds of 
all the children in the families called 
poor do live in a home with a man at the 
head.” Similarly, although the poverty 
risk is three times as great for Negro as 
for white families, seven out of ten poor 
families are white. Most dramatic and 
Previously not generally known is the 
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fact that “of the 15 million children . . . 
counted as poor, about 5.75 millions 
were in the family of a man or woman 
who had a full-time job all during 1963.” 

Generally poverty rates increase with 
increase in family size. Poverty is at its 
worst where the children are under 18. 

Finally to dispel misinformation and 
to introduce a major arena of policy, it 
should be noted that in December, 1963, 
of the 15.6 million needy children only 
3.1 millions were receiving assistance 
through the AFDC program. (The figure 
of 15.6 millions includes the 580,000 
children in families unable to meet mini- 
mum needs and therefor living with rela- 
tives.) Given normal turnover, 4 to 4.5 
millions received help at some time dur- 
ing the year. Almost all recipients of 
public assistance, it should be noted, are 
maintained below the poverty line, as 
are many recipients of social insurance 
benefits. 

These data will be the subject of much 
discussion in their implications for mini- 
mum wage, upgrading of employment, 
programs for the aged and general so- 
cial policy. In the present discussion 
they also highlight the problem of strat- 
egy for developing new approaches to 
policy and services for children (al- 
though it will not be possible here to 
pursue all implications). 

It has long been said (and seldom 
actually believed) that one cannot de- 
velop therapeutic and rehabilitative pro- 
grams in the absence of what tradition- 
ally has been called “basic services." 
Generally social welfare personnel have 
meant by this statement, for example, 
that a child guidance clinic cannot func- 
tion adequately in the absence of a good 
comprehensive public child welfare pro- 
gram. Today we must go well beyond 
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this position. Zn discussing policies and 
service models for programs affecting 
children it is unrealistic to begin any- 
where except with reference to income 
maintenance and, then, to turn to basic 
social utilities before entertaining any 
consideration of case services. To pro- 
ceed otherwise is to plan unrealistically 
and to ignore current possibilities and 
needs. 

Our frame of reference is not social 
work, psychiatry or psychology alone. 
Little is accomplished when any prófes- 
sion or fellowship conceives of itself as 
fully capable of guiding major social 
policies or institutional provision in this 
day of interdependence and complexity. 
The point of departure, rather, is social 
welfare: the sum total of institutional- 
ized efforts to contribute to health and 
happiness, to enhance functioning, to 
remedy disability and to distribute con- 
sumption rights on the basis of other 
than pure market criteria. And it seems 
clear that social welfare provision re- 
quires planning, administration and serv- 
ice by interprofessional coalitions al- 
though in specific instances one group or 
the other may be in a more central 
position, as with the example of educa- 
tion. 

Given such definition, the income 
maintenance and health areas become 
primary. The child-rearing, educational 
and socialization services follow close 
behind and are interrelated. For real in- 
come is in fact the sum total of dispos- 
able personal income plus community 
facilities and utilities. It is unrealistic to 
consider the needs of children without 
beginning at this point whatever one’s 
professional discipline. Indeed, it was a 
healthy innovation for American social 
Welfare, apart from specific individual 
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service program successes and failures, 
when the demonstration projects fi- 
nanced by the President's Committee on 
Delinquency and Youth Crime and by 
the Ford Foundation experimented with 
ways of moving from traditional delin- 
quency control and treatment to a youth 
development concept.’ It is no accident 
that the community action phase of the 
federal antipoverty program, influenced 
by the earlier antidelinquency efforts, is 
now best described as urban community. 
development with child, youth and adult 
components. 

This is hardly the occasion to discuss 
in any detail the variety of possible strat- 
egies for expanded, improved and more 
democratically conceived income main- 
tenance programs in the United States. 
Wide discussion is focusing on children's 
allowances, the negative income tax, 
more objectively administered income- 
conditioned pensions or at the very least 
a less demeaning means test and more 
adequate budget standards. My col- 
league, Dr. Eveline Burns, recently has 
reviewed possibilities as have others? 
Even if the path of minimum wage legis- 
lation proves to be the most strategic 
one for dealing with much of the poverty 
described (a complicated matter for ob- 
vious reasons), it seems clear that the 
problem of poverty in large families and 
poverty in families with female heads, 
working or at home, must be addressed 
by broader social measures. All avail- 
able experience suggests that these prob- 
lems result from family structure and 
status regardless of the competence, 
morality or motivation of individuals in- 
volved. A humane and realistic society 
Will proceed to invent measures which 
assure adequate income for health and 
growth. Such a society will seek a method 
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of determining eligibility which is effi- 
cient and does not so demean and shame 
as to create social malnurishment and 
disability at the very moment that physi- 
cal suffering is avoided by the funding 
of an adequate, or almost adequate, food 
budget. 

Very much involved in such an ap- 
proach to income maintenance are (1) 
a simplification and objectification of the 
means test (if the current pattern of 
public assistance is retained) and (2) 
the separation of the question of whether 
one needs money from the administra- 
tion of individualized social services, a 
residue of nineteenth century poor law 
practice. This country decided in prin- 
ciple when it enacted the Social Security 
Law to provide a minimal economic un- 
derpinning for all citizens. But the re- 
lated social stigma has tended to defeat 
our objectives, and the inadequate grants 
make a mockery of the principle. 

The present antipoverty efforts, tied 
as they are to the determination to end 
discrimination and to facilitate racial in- 
tegration, have brought education to the 
forefront as a pivotal social welfare 
measure in the broad sense of that term. 
This is a healthy development. Social 
Workers, psychiatrists and clinical psy- 
chologists have become involved with 
the planning and development of new 
types of basic educational measures. Of 
particular value are the measures which 
may help disadvantaged children over- 
come environmental and interpersonal 
deprivation and to enter upon normal 
activities in school and in work better 
equipped to perform and to compete. 
Theoretically this development may be 
a natural next step out of the increased 
post-World-War-II clinical concern with 
ego psychology. Such a step is also a 
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departure; it represents a legitimation of 
socializing, educational and advice-giv- 
ing procedures and activities once as- 
signed low status by many clinicians. As 
we come to see the need for institutional 
reorganization to help children overcome 
what has become known as a “cognitive 
deficit,’ we are able to move to the 
broader question of general institutional 
support for the development of cogni- 
tive skills. 

In a sense these are obvious matters: 
the‘stress on income maintenance and 
education (plus the related job training, 
counseling and placement for the older 
youths). A similar summary might be 
made of proposals for new health serv- 
ices for the poor. These proposals have 
been much discussed and need no elabo- 
ration. None of these is or should be ac- 
cepted as a substitute for broader social 
policy measures which will ensure con- 
tinued economic growth and provide 
sufficient jobs for an expanding work 
force—a subject beyond the scope of 
this paper I should like to look at 
these developments somewhat more 
analytically to propose their significance 
and implication. 

What does it mean suddenly to or- 
ganize educational-socialization meas- 
ures for four- and five-year-olds on a 
large scale under public auspices in an 
effort now called “preschool” education? 
(Anna Mayer and I, noting that this is 
a program of its own right and not pre- 
anything, would prefer the term “begin- 
ners day school.”) 11 Basically this is 
another instance in which society invents 
new social arrangements to help indi- 
viduals cope with a social reality or a 
social requirement which they cannot 
manage alone or with family support. 
The arrangements are legitimated and 


656 


financed because the need is widespread 
and the outcome is of broad social sig- 
nificance. Although some students of 
cost/benefit analysis invent models to 
show that the outcome eventually will 
be a production gain, the decision to 
move in this direction actually is made 
in this age increasingly on the basis of 
other than market criteria. In the present 
instance the antipoverty campaign is es- 
sentially motivated by both political and 
humanitarian forces. These are social 
welfare measures. ^ 

In effect the problem is one of con- 
tinuing to invent those new social wel- 
fare measures which take account of the 
character and status of our urbanization 
and industrialization, the nature of social 
problems which we face and our value 
priorities as a society. These new social 
measures, which may be thought of as 
social inventions, take the form of both 
social utilities and case services. The So- 
cial Security Administration’s poverty 
analysis and similar analyses provide 
guidelines for the development of new 
utilities and services in the context of 
an emerging policy. The remainder of 
this paper seeks to outline the compo- 
nents of that policy and to illustrate 
with possible new programs. 


POLICY 


Our society acknowledges and faces 

. previously unknown problems and pos- 
sibilities. The economists remind us 
that we in the United States share un- 
precedented wealth and have solved the 
problem of how to organize production 
adequate to meet our consumption re- 
quirements.!5 We are capable of produc- 
ing all that we need and more. New pos- 
sibilities open up. In a world in which the 
achievement of an adequate food supply 
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seems in many places to be an unattain- 
able goal, we are in a position to select 
from among consumption patterns: in 
the distribution among people, in the 
balance between consumer goods and 
services (a notion particularly relevant 
to the present discussion) and in the 
choices among services. In short, there 
is the potential of deciding what is im- 
portant, what is valuable and what is 
worthwhile. We can choose social goals 
and implement them. We might decide 
to humanize our cities, eradicate poverty 
and enrich cultural experiences. Where 
once the forces and the demands of the 
market were all-determining, other val- 
ues could become our guides. 

The “early” welfare state concerned 
itself with counteracting problems and, 
then with insuring against major market 
place and health risks. As did an earlier 
era this welfare state justified new social 
proposals by referring to their contribu- 
tion to social stability, to protection for 
the advantaged or to their potential in 
the solution of social and health prob- 
lems (“to decrease delinquency”). It 
was much preoccupied with coordinat- 
ing the separately derived, problem- 
solving interventions.!? It might best be 
described as a “social security state.” 

Now we see on the horizon the possi- 
bility of a new phase in which production 
potential and organizing capacity become 
tools of human aspiration. In this phase 
(perhaps to be called the “social plan- 
ning state”) the above considerations 
Temain, but there also emerges an on- 
going dialogue about directions and 
choices—a value debate. Because pref- 
erences and values are so central, it must 
be stressed that by its very nature there 
is no true social planning state in the 
sense here intended unless the term car- 
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ties the connotation of democratic par- 
ticipation, decentralization, diversity and 
considerable local variation. 

It is hardly possible to discuss more 


specific programs for children without ` 


some prior assumptions about emerging 
areas of consensus in a debate about 
values and goals. Projecting ahead for 
five to ten years, let us ask: how does 
one translate the essential spirit of the 
President’s “great society” and of the 
civil rights revolution into a series of 
policy statements as the foundation for 
specific programs? How does one formu- 
late the potential of the mid-1960s and 
early 1970s? 

Here our listing must be made without 
evidence, rationale or elaboration. The 
heart of the discussion is the program 
for children which follows. Fortunately 
the policy literature is now developing 
and expanding in relevant areas. 

First, our country can afford, and 
should now implement fully, a minimum 
standard of economic, housing, health 
and educational provision for all as a 
matter of right. Unless these “basics” 
are provided, all else is naught. 

Second, in undertaking such respon- 
sibility our country should implement 
fully the law and spirit of our equal op- 
portunity legislation. Race, religion, eth- 
nic group, region of the country and 
social class should not become factors 
in determining one’s equipment or prep- 
aration for social participation and for 
competing in social endeavors. 

Third, policies and programs should 
be developed to support or to substi- 
tute for the primary group experiences 
of family and peer groups. Out of these 
experiences derive the potential for 
sound interpersonal relationships, crea- 
tivity, diversity, fidelity and intrapsychic 
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health in a world dominated by bureauc- 
racies and containing many factors which 
stimulate sameness, conformity and a 
stress on passive adjustment. 

Fourth, the user of resources, facili- 
ties and services, whether in the category 
of social utilities or case services (cate- 
gories already mentioned but to be elab- 
orated), should be recognized as fully 
equal citizens and should not sacrifice 
status, rights or responsibility because 
of such use. 

Although far from new, this latter no- 
tion requires emphasis. For centuries 
the user of help, whether classified 
among the “worthy” or the “unworthy” 
poor, became a person apart. He was 
either a moral leper, a living example 
of the inadequate and doomed being or 
he was an unfortunate victim of an “Act 
of God.” In either instance he was not 
an equal citizen in the eyes of poor law 
authorities, charity organization work- 
ers, prison Officials or their many con- 
temporary heirs. 

But the modern city created a parallel 
process as facilities and resources be- 
came necessary for all—facilities and 
resources dictated by the objectively 
measurable and clearly visible need for 
protection and amenities relevant to all 
and, in fact, first demanded by the more 
advantaged. First came police protec- 
tion, street lighting, sanitation, water 
supply and mail. Then came electric 
lights, telephone, public transportation 
as well as health services, schools, li- 
braries and public recreation. Here were 
needs reflecting social change and indus- 
trial-urban life, not individual malad- 
justment. The public utility is morally 
“neutral.” Use does not decrease status. 
In fact, nonuse denotes eccentricity. 'The 
user agitates for new provision, pays for 
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the service and participates in policy. 
He remains user and citizen. Besides, he 
also may benefit as stockholder and 
employee. 

I am suggesting that ours is now the 
day of the social utility. The lessons of 
urbanization and industrialization de- 
mand that finally we heed the Webbs 
and abolish the Poor Law. Surely it will 
not be a "great society" unless it creates 
the social utilities required for its im- 
plementation, unless the user is citizen 
and unless the staff member is user. 
Categories of user, member, policy- 
maker and taxpayer should be recog- 
nized and treated as interchangeable. 

What, then, must our society offer its 
children? 


SOCIAL PROVISION 


There is currently considerable dis- 
cussion of some of the main components 
of what my colleagues, Lloyd Ohlin and 
Richard Cloward, call the “opportunity 
structure.” The antipoverty program 
and related Congressional consideration 
are focused on education, housing, 
health and perhaps income maintenance. 
Certainly these are basic and primary. 
It may, however, be useful to launch dis- 
cussion of secondary possibilities, direc- 
tions which make no sense unless the 
“basics” are attended to, but which illus- 
trate what we must consider as we better 
understand the social milieu in which we 
live. These latter elements require the 
insights and competencies of psychiatry, 
psychology, social work and education 
in their conceptualization and imple- 
mentation. 

The terms social provision and social 
utilities may be used interchangeably, 
but it is useful to distinguish two sub- 
categories: (1) the resources available 
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to all and used as one pleases (“public 
facilities”) and (2) those programs 
available to individuals in a given status 
or category (“developmental provi- 


' sion"). 


Public facilities are libraries, parks, 
outdoor concerts, beaches, camp sites 
and the like. One is not called upon to 
establish a need or a special status for 
eligibility. Developmental provision is a 
resource available as a right—but to 
those in a given status, as in the instance 
of the public kindergarten open to any 
healthy and normally developed child 
of designated age.* 

As understanding develops concern- 
ing the amenities generally sought and 
as funds become available, cities are de- 
signing new public facilities for all resi- 
dents. Children seldom are considered 
separately, although pools, skating rinks 
and the like are constructed with them in 
mind. It is in the realm of develop- 
mental provision that we have especially 
lagged, and the exploration of new possi- 
bilities is recent. The listing which fol- 
lows is suggestive and illustrative but 
not complete. 

The point of departure is the social 
scene: what has occurred in family and 
community life which calls for new s0- 
cial invention if our values are to be 
realized? 


BEGINNERS’ DAY SCHOOLS 
AND SCHOOL LUNCH 

There has been much talk of pre- 
School education for children in the 
ghettos and slums of our cities to help 
make up for the deprivation of stimuli 
and experience characterizing the most 
disorganized of homes. But exploration 
discloses that these should not merely 
be “little schools" for three- and four- 


ALFRED J. KAHN 


year-olds. What are needed are child 
development experiences supported by 
health services and involving related ac- 
tivity with parents. They may be seen as 


"beginners day schools," to be run by ' 


the interdisciplinary collaboration of ed- 
ucators, social workers and health per- 
sonnel, preferably in neighborhood- 
based centers.!* 

Initially the investment must be in 
such efforts in the most disadvantaged 
areas of our cities, but the need is much 
larger, especially for the lower middle 
class. For the fact is that the small nu- 
clear family no longer provides an en- 
vironment sufficiently protective, diverse 
and stimulating to prepare children for 
the even more demanding roles imposed 
upon them by our secondary institutions. 
Many mothers do not wish to engage 
full time in child care. The more pros- 
perous hire maids and governesses Or 
pay for private nursery schools. The 
equivalent is needed for everyone else 
for use on a voluntary basis. Priority 
now will be given to the slums, but the 
pattern must continue with provision for 
substantial differences among programs 
so as to reflect the needs deriving from 
different environments. Here is an area 
which will demand and absorb many 
new service personnel, professional and 
preprofessional, and which illustrates 
our potential for absorbing all manpower 
freed by an ever more sophisticated in- 
dustrial technology from direct produc- 
tion tasks. 

Sweden once attempted what we now 
do: school lunches for the disadvan- 
taged. Administrative complexity and 
undesirable stigma led to a reexamina- 
tion of policy. Now Swedish schools pro- 
vide hot school lunches for all. A local 
paper tells the mother daily what her 
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children will be eating so that she may 
plan the evening menu with this in mind. 
(A few American communities follow a 
similar practice.) 

Why not think of this in the United 
States, a country which has more sur- 
plus food than any before in history? 
Our nutritionists will make the case 
from the point of view of eating habits 
and assuring certain minimal require- 
ments for the disadvantaged. Public as- 
sistance staffs will tell you how much 
this would mean to family food budgets 
computed so tightly that a saving of five 
or ten cents a day is a large matter. All 
personnel at this conference will trans- 
late such arrangements into their poten- 
tial for intergroup relations and social- 
ization. For those who fear subsidization 
of the prosperous one need merely re- 
call that costs of school lunches and of 
all other social provision are paid out of 
tax dollars and that tax systems are or 
should be progressive. 

Here, then, is a small but good exam- 
ple of new provision which is sensible, 
simple and hardly controversial yet wait- 
ing to be started on a necessary scale. 


HOME HELPS, “PARK AUNTS” 


Beginners’ day schools and school 
lunches are high priority developmental 
provisions. No means test, application or 
intake should intervene between the po- 
tential user and the service except for 
a school-admission type interview to as- 
certain that a child is of the proper age, 
does not have a handicapping condition 
which interferes and so on. 

A similar approach might be taken to 
the development of facilities to be used 
as a mother wishes, where a young child 
may be dropped off for a few hours 
while a mother shops, goes to a clinic 
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or even cleans the house. The Nor- 
wegian term *park aunt" (a playground 
baby-sitter) is not appropriate for us, 
but the idea is fine. Personnel have be- 
come available under the community ac- 
tion phase of the Economic Opportuni- 
ties Act of 1964. In the long run this is 
a new service job for the mature local 
people who want to work part-time or 
full-time and who do not need extensive 
training. Store front “coffee klatch" cen- 
ters, playgrounds and settlements pro- 
vide appropriate locales. Here is another 
obvious social utility for the modern city 
and suburb. Some such resources exist 
by virtue of informal cooperation, but 
too many citizens lack access to such 
service and need the resource. 

There would be many fewer children 
in city shelters and far fewer ill mothers 
trying to care for children (or defering 
needed treatment) if we could approxi- 
mate the Scandinavian per capita rates 
of provision for homemakers and home 
helps.? Again, society has yet to take 
account of the frequent isolation of the 
nuclear family, the distance from grand- 
parents and relatives and the obstacles 
in the way of mutual aid. This is a well 
tried and valued social utility which is 
underdeveloped in the United States. 
Where it exists it is usually tied to a 
system of social and economic means 
tests so stringent as to maintain it as a 
Scarce resource. We need eligibility 
criteria, priorities on use and clarifica- 
tion as to where one needs only a domes- 
tic or where a woman can for a period 
take over full responsibility for the 
home. This certainly is a service await- 
ing major expansion. There are no prob- 
lems here related to principle or values. 
The more prosperous long ago dis- 
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covered and invented such resources 
under other names. 


FAMILY AND CHILD VACATIONS 


Far less prosperous countries now 
offer families free transportation for one 
trip annually to a resort area and pro- 
vide free or inexpensive facilities. This 
country is doing a great deal with its 
national parks and public recreation 
areas. But many of our city poor and 
lower middle class lack the funds neces- 
sary to reach and use even inexpensive 
facilities. Would it not be wise to con- 
sider subsidization of vacation trips as an 
investment in health and family life? 

The programmatic details and rules of 
the game could protect the interests of 
the private resort industry and preclude 
unfair competition. Here, too, new 
Social utilities seem appropriate as one 
observes the ways in which the city en- 
Vironment inhibits certain types of 
recreation. The possibilities for enhanc- 
ing family life by facilitating enriching 
and healthful experience also are to be 
considered. 

Adolescents, of course, wish access to 
vacation camping and related experi- 
ences with their peers, not in family 
groups. Here there is tremendous poten- 
tial for development of social utilities. 
These facilities could be organized so as 
to protect the interests of private 
businesses catering to the more pros- 
perous. 

As labor market realities extend the 
period of dependency and education, 
there are great possibilities for innova- 
tion for the 16- to 19-year-old group: 
camping, travel, work centers, special 
education, art, the theater and music 
programs. To assure diversity and per- 
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mit local priority setting, one might wish 
that municipalities would themselves 
shape these programs, perhaps with sub- 
sidy from higher levels of government. 

Adolescent camping may, in fact, 
serve to illustrate a general class of ac- 
tivity which now assumes even higher 
priority: support and facilitation of peer 
experience in a context encouraging 
what Erikson calls "fidelity" 5 and 
creativity. Our large institutions and or- 
ganizations inspire sameness and con- 
formity. Our families often seem rudder- 
less and fail under their heavy burdens 
of guiding socialization and facilitating 
emotional gratification. While bolstering 
family life in many ways, we need also 
to recognize the desire of adolescents for 
*ganging" as they work out their own 
paths. There are many avenues for 
creativity and innovation. The require- 
ments seem clear: resources and sup- 
portive facilities without adult control, 
considerable decentralization and diver- 
sity and access to individualized counsel- 
ing and help as needed. Essential is 
readiness to accept the normal tenden- 
cies of adolescents to “reject” while “in- 
corporating,” as well as their idealism. 
Are we capable of going beyond the 
usual formats of boys’ clubs and com- 
munity centers—of facilitating without 
organizing? 


ADVICE BUREAUS 


Parents who would use these and 
other resources need to know about 
them and to have ways of gaining access 
to them. In general the city dweller of 
any social class or educational level has 
Occasion to need guidance in what now 
is called “negotiating the bureaucratic 
maze.” He may want to clarify his rights 
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as an installment plan purchaser or 
tenant or to learn about school possibil- 
ities and army careers for his child. He 
may want help with tax rules or forms 
but finds it difficult to go to the center 
of the city. He may require‘advice about 
camps, vacations or health insurance. 
Where does he obtain a homemaker in 
an emergency? 

Modern cities need advice or informa- 
tion bureaus. The British model is sug- 
gestive.” 1° The antipoverty program is 
generating experiments in under- 
privileged neighborhoods, but the need 
is more general. The present audience 
also will appreciate the fact that a prop- 
erly staffed advice and information serv- 
ice becomes a center for case finding and 
referral. 


CASE SERVICES 


Only when there are adequate public 
facilities and developmental provision 
can case services be provided in sound 
and appropriate context and for best re- 
sults. Otherwise the individual is marked 
as a deviant and a failure where the 
problem is sometimes in him and some- 
times in his context. Moreover, what- 
ever the etiology, the lack of supporting 
social context leaves the “client” and 
“patient” unable to profit fully from 
therapeutic endeavors, whether these 
are educationally, intrapsychically or in- 
terpersonally focused. Finally a society 
which is clear about social utilities will 
recognize the right to stigma-free, well 
staffed, individualized and well inte- 
grated case services as well. 

In effect, the “next phase" is one in 
which we should begin with social policy 
and social provision. Our economy per- 
mits this. Democratic concepts demand 
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it. Knowledge of etiology and strategies 
of intervention support it. Yet the de- 
mands in terms of courage, resources, 
leadership and planning skill will be 
considerable. As in all major change 
there will be ‘obstacles, opponents and a 
price. Yet I believe that we are ready. 
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< 


Six patterns of use of scientific 


resources are identified and illustrated: (4) 


derivation of action designs from relevant research findings; (2) the adoption 
of experimentally tested models of practice; (3) diffusion between practitioners; 
(4) diagnostic team with feedback; (5) internal action-research process; (6) the 


training of consumers to be open to 


tween social science utilization and th 


the use of science. Six differences be- 
e use of physical and biological science 


are identified. The role of the research utilization agent is explored. 


M: OBSERVATIONS IN this paper are 
an attempt to summarize the brief 
but varied experiences with problems of 
use of science by the staff of our Center 
for Research on the Utilization of Sci- 
entific Knowledge at the University of 
Michigan. Our staff teams are involved 
in projects concerned with the use of sci- 
entific resources to help cope with such 
social problems as delinquency, illegiti- 
mate teenage pregnancy, the educational 
motivation of culturally deprived chil- 
dren, the lack of spread of creative 
teaching practices, leisure-time prO- 
grams for central city girls, the pathol- 
ogy of communication between parents 
and teenagers and the mental health and 
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productivity problems of work groups 
in government and industry. 

Tn each project an effort is being made 
to focus attention and inquiry on the 
process by which scientific knowledge 
and scientific personnel can be used to 
help develop and validate significant im- 
provements in educational and social 
practice. 

First, I would like to identify and ill- 
ustrate six patterns of use of scientific 
resources which we see emerging from 
our work in the area of social practice. 
Then I would like to review some of the 
differences we believe we have discov- 
ered between the problem of research 
utilization in applying social research as 
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contrasted to the use of the biological 
sciences (e.g. in agricultural practice, 
medicine or public health) or the use of 
the physical sciences (e.g. transporta- 
tion, industrial production or weather 
prediction). Finally, I would like to 
focus what seem to emerge as the vari- 
ous roles or functions of the applied 
behavioral scientist or professional sci- 
ence utilization agent in facilitating the 
application and diffusion of the practical 
implications of scientific research and 
theory. d 


SUMMARY OF MODELS, ILLUSTRA- 
TIONS OF RESEARCH UTILIZATION 
PROCESS 


Models which Import Change Re- 
sources from Outside the System. Y want 
to distinguish between three patterns of 
research use which have the character- 
istic of bringing into the science con- 
sumer system (i.e. agency, school sys- 
tem, family) new knowledge and vali- 
dated practice from outside and three 
other patterns which have the character- 
istic of developing the scientific knowl- 
edge within the system and then using it 
as a basis for improvement of practice. 
In each case I would like to identity 
briefly the pattern and to illustrate it by 
a recent or current project of our Re- 
search Utilization Center. 

The first pattern is one in which the 
scientist-consultant in communication 
with a particular practitioner or practice 
group identifies and defines a problem 
of practice. This definition is used to 
guide a process of research knowledge 
retrieval in which relevant research and 
theory are brought together and used as 

a basis for deriving action implications 
and the design for an improvement of 
practice or the invention of new prac- 
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tice. Let me briefly describe two recent 


examples of this research retrieval and 
derivation procedure: 

A recent one-day consultation confer- 
ence focused on the problems of how the 
several million citizens of a metropolitan 


area could be involved in a process of ` 


goal setting and feedback in regard to 
the development of plans for the metro- 
politan region. A team of professional 
and political leaders from the metropoli- 
tan area spent half the day interviewing 
invited resource people. Some of these 
outside resource people were familiar 
with research and theory in this field, 
and others were leaders of projects in 
other metropolitan areas which had at- 
tempted to cope with this same problem. 
With a predeveloped schedule of probes 
the host team conducted a guided con- 
versation with the visiting resource peo- 
ple. All this retrieved information was 
tape-recorded. During the second phase 
of the day the local leadership took ac- 
tive initiative in attempting to formulate 
implications of this inquiry for the de- 
velopment of a program for their own 
metropolitan situation and began to proj- 
ect the elements of a design for action 
that drew from the implications both of 
previous research and previous practice 
innovations. The next steps of develop- 
mental work also were clarified and 
agreed on. 

A second example started from the 
definition by elementary school person- 
nel of their problem of “the in-between- 
ers." These were defined as primarily 
older, elementary-school, acting-out boys 
who were too disruptive to be acceptable 
in the classroom or other educational 
facilities of the school, but too young 
and not seriously delinquent enough fo 
be appropriately in the hands of the po- 
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lice and the court. A knowledge retrieval 
session of school people and scientists 
from child development, educational 
psychology, social psychology and soci- 


‘ology identified a variety of relevant re- 


search findings. The school people and 
scientists then focused on producing a 
series of statements about the possible 
implications of the findings for “things 
that should happen to the clients” in 
order for a significant process of reso- 
cialization and education to be achieved. 
These statements of implications from 
research findings were used as a spring- 
board for a brain-storming session with 
the practitioners about possible elements 
of program design that might most effec- 
tively deal with the elements of the 
problem. An action design emerged 
which was quite different from anything 
which either the researchers or the prac- 
titioners had visualized originally as an 
appropriate design for re-education. 
This design was later tested for feasi- 
bility and side effects in two school 
buildings, evaluated as successful and 
subsequently diffused to other school 
buildings. 

A second procedure for importing 
knowledge from outside the system is to 
conduct outside the system an experi- 
mental feasibility test of a design pro- 
cedure to meet some social practice is- 
sue, Such a test is conducted by the 
applied scientist team under controlled 
conditions. If the test proves successful, 
the newly developed model for improved 
social practice is demonstrated and rec- 
ommended for adoption. What is taken 
into the system from outside is a devel- 
oped and validated model for adoption 
or adaptation by the client system. This, 
of course, is comparable to the develop- 
ment of new products in the experi- 
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mental farm or in the research and de- 
velopment laboratory of the industry. 

An example of this procedure in the 
work of our own staff is the develop- 
ment of the so-called “cross-age social- 
ization design." From previous résearch 
several of our staff members had de- 
veloped the hypothesis that one of the 
major potentials in most educational and 
socialization situations was unused. This 
was the potential influence of older peers 
on younger peers. It was decided to test 
out experimentally the feasibility of train- 
ing 10-, 11-, and 12-year-olds to func- 
tion as educational aids and socialization 
agents with 5-, 6-, and 7-year-olds. The 
experimental farms consisted of a camp 
and an elementary school where the 
team of scientists and social engineers 
had control over all phases of the experi- 
mental program. Results indicated that 
it was feasible to train the older peers 
to assume creative teaching functions, 
that there was very significant response 
on the part of the youngers and that 
the olders showed great personal growth 
in their own attitudes and achievement 
because of their experience of responsi- 
bility in collaboration with adults and 
their learning from the training semi- 
nars. It then was possible to present evi- 
dence of feasibility and validation from 
this experimental test to a school system 
which was concerned about the prob- 
lems of achievement and motivation to 
learn in the young pupils. They adopted 
the model on a tryout basis and made 
several creative adaptations in the proc- 
ess of carrying out and evaluating the 
design. 

The third pattern of importation of 
knowledge is a very exciting one to me. 
This is the process of identifying creative ` 
innovations which have been invented 
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some place else and of developing pro- 
cedures for getting appropriate docu- 
mentation about these social inventions 
so that their relevance to local needs can 
be considered and the essential features 
of the practice can be adopted or 
adapted. It is our observation at the 
present time that one of the great trag- 
edies in American education and social 
practice is that a large proportion of 
the creative inventions which are in line 
with good research and theory never be- 
come visible and never become appro- 
priately transmitted from one setting and 
practitioner to another. What dissemina- 
tion does take place is so slight that suc- 
cessful, high quality adoption usually is 
impossible. 

An example of a model for coping 
with this problem is illustrated in a cur- 
rent project with a state teachers asso- 
ciation. A questionnaire nomination 
procedure has been developed in which 
all teachers in a school system have an 
opportunity to fill out a teaching prac- 
tice nomination sheet identifying whether 
they feel they have personally invented a 
teaching practice to cope with the par- 
ticular type of educational problem (for 
example, stimulating more motivation to 
learn) or whether they know of any 
colleague who has invented a practice. 
These nomination sheets serve as the 
basis for work by a screening committee 
to review the conceptual and research 
relevance, the practical significance and 
the potential adoptability of each prac- 
tice and to select a smaller number of 
practices for intensive documentation. 
For example, a nomination survey in 
four school systems identified about 300 
Practices which were reduced by the 
Screening committee to 30 for intensive 
investigation and description. The doc- 
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umentary description emphasizes a con- 
crete description of activity, an identifi- 
cation of necessary skills, a review of 
the traps and problems of successful use 
of the practice and ideas for possible im- 
provement of the model from experi- 
ence of the innovator. The current ex- 
periment is attempting to discover what 
kinds of practices can be communicated 
in this written form, what kinds require 
additional steps of observation and what 
types require more intensive training 
and consultation. The main point here 
is that this is a procedure for identifying, 
describing and importing new models 
into the system which have been devel- 
oped by practitioners in other communi- 
ties, agencies or organizations. 
Procedures for Development of the 
Needed Knowledge Resources Within 
the System. Let me turn now to the 
three processes of use of scientific re- 
sources which emphasize the local de- 
velopment of the resource knowledge. 
The first model is one where the or- 
ganization or agency contracts with the 
Scientist team to collect diagnostic data 
relevant to some problem, to analyze the 
data and then to feed the data about the 
local situation back to the agency or or- 
ganization staff for their use. Two brief 
examples will illustrate this pattern: 
Using trained citizen interviewing, the 
action research team conducted an in- 
tensive study in a city of a sample of de- 
linquents and matched nondelinquents, 
both boys and Birls, to assess some of 
the major factors related to development 
and maintenance of patterns of delin- 
quent behavior in teenagers of the com- 
munity. They also conducted an inter- 
view study of the key educational and 
Socialization policy leaders of the com- 
munity concerning their conceptions of 
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delinquency and of delinquency preven- 
tion. These data were analyzed by the 
scientist team and were reported back to 
the community leaders in a series of 
community seminars to which the key 
community leaders were invited. Staff 
members were available during these 
seminar sessions to provide consultation 
on interpretation of the findings and to 
react to the generalizations and implica- 
tions being formulated by the community 
leaders. 

The second illustration is a study, in 
three school systems, of all of the high 
school girls who dropped out of school 
because of premarital pregnancy. The 
findings were summarized and fed back 
to school officials and other key com- 
munity leaders for their possible use. 

The second pattern is one in which 
the outside applied researchers supervise 
a self-study process within the organiza- 
tion, community or agency. The re- 
searchers train local staff members to 
collect the information and to partici- 
pate in the processing of the data, the 
interpretation of the findings and the 
working-through process involved in 
spelling out the implication of the find- 
ings for the development of change in 
educational or social practice. 

Our classroom teaching study illus- 
trates this pattern of science utilization. 
Thirty teachers from seven school sys- 
tems volunteered to work with us on a 
diagnostic self-study of their classroom 
educational climate and the possible im- 
plications for changes in their teaching 
Practice. During the spring the action 
research team provided the teachers 
with questionnaires to inquire into their 
own attitudes and orientations. The 
teachers also were given rating and ques- 
tionnaire tools to use in eliciting infor- 
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mation from their classroom group con- 
cerning orientation toward learning, 
toward the teacher, toward each other 
and many other aspects of classroom dy- 
namics. During the summer the teachers 
met regularly with the staff to help tabu- 
late and analyze the data, to develop 
the concepts needed to work on inter- 
pretation and to think through the im- 
plications of the findings for possible 
changes in their own teaching role in 
the fall. Consultation was provided in 
this’ thinking through process and in 
clarifying the plans for the use of new 
teaching procedures. 

The third model of internal mobiliza- 
tion is quite different from the other two. 
It focuses on the idea that the practi- 
tioner needs direct training in learning 
to be a consumer of science and of sci- 
entific resources in order to be an effec- 
tive user of scientific knowledge. It is 
our observation that the desired collabo- 
ration between the consumer and the 
scientist often is impossible because the 
consumer or practitioner has received no 
basic training in how to use services of 
scientists or in how to use inquiry pro- 
cedures in generating their own basic 
diagnostic knowledge for the develop- 
ment of their own practice. Let me men- 
tion briefly two examples of current 
work in this very undeveloped area: 

One of our activities is focused on 
training teachers in the techniques of 
problem solving. We provide them with 
a tool kit of diagnostic tools and con- 
ceptual orientations to assist them in 
collecting appropriate information and 
in using it to solve their problems of 
classroom management. They are trained 
to be users of two products of science: 
information-getting methods and con- 
ceptual models. , 
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In another project we have developed 
a laboratory course in behavioral science 
for elementary schoolchildren. Students 
have an opportunity to discover who the 
behavioral scientists are and how their 
resources car? be used as well as to learn 
to carry through their own inquiry proj- 
ects on various problems of human rela- 
tions. It seems clear that part of the 
current negative orientation toward sci- 
entific resources in mental health, educa- 
tion and social welfare results from a 
serious lack of any concrete education 
about the nature and the utility of social 
research and the social scientists. 


SOME SPECIAL CHARACTERISTICS 


From our comparative study of the 
process of research utilization in agri- 
culture, medicine, public health, indus- 
try, mental health and education we have 
come to the conclusion that there are 
some very significant differences be- 
tween the problems and process of re- 
search utilization in the area of social 
research and social practice as compared 
to these other areas of applied biological 
and physical science. I would like to 
summarize briefly several of these differ- 
ences as we see them: 

First, most significant adoptions of 
new educational or social practice re- 
quire significant changes in the values, 
attitudes and skills of the social practi- 
tioner. This requires a deeper personal 
involvement in adopting the new prac- 
tice than is true in the adoption of new 
agricultural, industrial or medical prac- 
tices. There will be more problems of 
resistance to change and of relearning. 

Second, most significant changes in 
mental health or educational practice 
really are adaptations rather than adop- 
tions of the innovations of others. What 
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is being passed on is not a thing (e.g. a 
new seed, new implement, new drug or 
new machine), but is a new pattern of 
behavior to be used in a new social con- 
text. Therefore, there must be significant 
features of adaptation in each adoption. 
One implication of this is that the dis- 
semination of the new practice must 
therefore include much more orientation 
of the adopter to the basic principles or 
conceptions involved in the practice in 
order to make creative adaptation possi- 
ble. 

A third important difference in our 
field of social practice is that the concept 
of "social invention" really has not been 
developed adequately. There are no ade- 
quate procedures for identification, doc- 
umentary description and validation of 
new practices. This means that on the 
one hand there is often a large volume 
of poorly described nonvalidated prac- 
tices tempting uncritical adoption efforts 
by professional colleagues. On the other 
hand, there is a great volume of creative 
practice which remains invisible and in- 
accessible to review and consideration. 
This means that the diffusion of signifi- 
cant new practice is a very retarded and 
chaotic situation. 

A fourth characteristic of the social 
Practice situation is that the practitionet 
gets very little feedback about the effec- 
tiveness of his adoption effort. The 
farmer can quickly see that his soil is 
more fertile or that the new seed pro- 
duces more corn per acre. The doctor 
can check whether the new drug reduces 
infection more rapidly. The engineer can 
check objectively on the increased out- 
put of a new machine. But the teacher 
or mental health worker typically lacks 
the criteria and the tools to make this 
type of check. There is less sense of Te- 
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ward for the effort and very little data 
for quality control to provide guidance 
to the practitioner who is making an 
effort to use a new practice model. 

A fifth important difference is that 
the ways in which mental health and 
educational practice are organized pro- 
vide little stimulus for the practitioner 
to take risks in searching for and using 
new resources. The practitioner remains 
relatively invisible to colleagues and su- 
pervisors. There are neither competitive 
challenge nor good communication chan- 
nels to stimulate sharing and improve- 
ment of practice. In addition, there 
tends to be a high sensitivity to the po- 
tentially negative reaction of various 
publics to changes of practice. 

A sixth critical point of difference is 
that our social practice fields have not 
developed the networks, procedures and 
manpower resources necessary to link 
basic and applied research to operating 
practice. We lack the in-service training 
and support needed to stimulate and 
maintain the upgrading of social prac- 
tice as social science resources grow and 
as social technology develops. 

I think that all of these facts point to 
the special challenge we face in our field 
of making a conscious and concerted 
effort to focus energy on research utiliza- 
tion. 

From the types of studies I have re- 
Ported we have come to conceive the 
research utilization function of our staff 
as requiring that they be linking agents 
at various points in the flow of research 
use. It has become clear that we have to 
develop new skills of retrieving and or- 
ganizing research-based knowledge in 
such a way that it links to the needs of 
the social practitioner or client popula- 
tion. Helping the practitioner to clarify 
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his resource needs is, of course, another 
aspect of this linking responsibility. 

But in most cases the appropriate 
knowledge resources are not enough, as 
we have seen. There is a necessary link- 
age function of helping tlie practitioner 
work through the implications of new 
knowledge for specific models of prac- 
tice and specific operational skills. 

As we have noted in several of our 
examples, another function of the re- 
search utilization agent is to serve as in- 
quiry consultant or trainer to assist the 
client population in carrying through 
their own diagnostic research and work- 
ing through the meaning of the findings 
for changes of practice. 

Another necessary linkage function 
was identified in our look at the diffu- 
sion problem. We must find effective and 
appropriate ways of linking creative in- 
novators to their colleagues to provide 
for the spread and successful adaptation 
of new practice. 

Our own experience with graduate 
seminars and practicums has revealed to 
me that there is a significant number of 
students both in the behavioral science 
departments and in the professional 
schools who are eager to explore these 
new roles and acquire the new skills 
which differ considerably from those of 
research production being typically 
taught in the behavioral science depart- 
ments and from the skills of operating 
practice being taught in the professional 
schools. Certainly the training of re- 
search utilization agents requires a 
grounding both in behavioral science 
discipline and in professional values and 
technology. This obviously puts a strain 
on the fairly segregated curriculum de- 
signs and training sequences which still 
exist in most of our graduate programs. 
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There seems little doubt that among college women today chastity is not 
accepted as a necessary virtue. It is generally accepted, however, that fidelity 
eventually is required for development into responsible adulthood. The manner 
in which college women reach this final step is less clearly understood. The 
purpose of this paper is to consider under what circumstances premarital 
sexual intercourse is promiscuous and under what circumstances it is norma- 


tive experimentation. 


(uus IS NO longer a virtue neces- 
sary to the self-esteem of many 
young college women in the United 
States. This does not mean that loose- 
ness of sexual behavior is the alterna- 
tive. On the contrary, young women still 
want a close relationship with a young 
man, but in this relationship fidelity 
rather than chastity is the primary con- 
cern. Fidelity in this context does not 
imply the care and responsibility that 
are expected (although not always 
realized) in adults. Fidelity does mean, 
however, a relationship in which emo- 
tional openness, trust and agreement on 
life's goals are the ultimate aims. With 
many couples this relationship retains 
the traditional *going steady" aspect of 
high school days. With others it assumes 
an imitation of the intimacy and privacy 
* Presented at the 1964 
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of marriage. In such a relationship con- 
siderable sexual freedom is allowed. 
Sexual freedom is then permissible 
within the limits set by personal toler- 
ance rather than by social fiat. 

If a close, trusting relationship de- 
velops, many young college women enjoy 
sexual intercourse with few feelings of 
Built and shame. They do not consider 
themselves loose or promiscuous since 
the ideal of chastity has been replaced by 
that of fidelity. For most young women 
fidelity is a necessary precursor to inter- 
Course; it is only when they trust the 
partner's responsibility for them that they 
can allow themselves to be exposed to 
the danger of pregnancy. If the assurance 
of fidelity is not present, they either re- 
treat from genital sexuality or consider 
themselves promiscuous with resulting 
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profound guilt and depression. Promis- 
cuity in their eyes means having inter- 
course concurrently with more than one 
man or moving too quickly from one 
sexual relationship to another. Thus, 
promiscuity implies both a lack of dis- 
crimination in the choice of a sexual 
partner and a failure to postpone grati- 
fication until a faithful relationship is 
established. Discrimination in the choice 
of sexual partner is achieved only late 
in adolescence. This means that most 
girls delay sexual intercourse until this 
selectiveness has been attained and has 
further led to fidelity. If intercourse is 
not delayed until this point, it indicates a 
serious failure of ego development. 
Promiscuity now can be described more 
scientifically as follows: adolescent girls 
are promiscuous in their object choices 
but usually not in regard to premarital 
intercourse. Promiscuous object choice 
means three things: first, as mentioned 
earlier, a lack of selectiveness leading to 
a succession of boys (fickleness); 
secondly, a selection based on narcissis- 
tic needs, and finally, object choices re- 
sulting from the reenactment and main- 
tenance of infantile ties to both parents, 
particularly the mother. 

This lack of apparent selectiveness in 
Object choice begins with puberty. Ac- 
cording to Helene Deutsch? one of the 
Principal characteristics of feminine 
adolescence is a heightened proneness to 
identification. Premature sexual experi- 
mentation must be curtailed until the 
narcissism in object choice has been 
Overcome in order to achieve faithful- 
ness later. This delay is aided by the ap- 
Parent fact that in young women the 
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sexual impulse is primarily object-seek- 
ing (narcissistic) rather than pleasure- 
seeking (auto-erotic), which accounts 
for the relative unimportance of genital 
masturbation in the sexual development 
of young women.* Early adolescent 
sexuality remains directed outward in 
search of the ideal object, but the young 
woman must continue to delay sexual 
intercourse until she is ready to find a 
suitable (synonymous with marriageable 
in most cases) man. This is the dilemma 
of adolescent female sexuality. In addi- 
tion, this apparent lack of selectiveness is 
given impetus by a need for autonomy 
and independence initiated by puberty. 
This results in a diminution in the 
strength of parental ties. Gitelson * and 
Lampl-De Groot * have pointed out that 
this diminution results in an impoverish- 
ment of the ego ideal, which in turn de- 
creases self-esteem. To compensate for 
this loss of self-esteem the young woman 
must find new objects to restore her ego 
ideal and thus reestablish and bolster her 
self-esteem. 

In most girls this implies a broaden- 
ing of adolescent and young adult ac- 
quaintances, a few of which turn into 
friendships. These early adolescent 
friendships usually are narcissistic in 
type; their goal is identification. When 
the identification is completed, the 
object loses its exclusiveness and merges 
into the adolescent girl's wide circle of 
friends. Many adolescent girls also re- 
tain a “true” friend or chum, a friend- 
ship characterized by a great deal of 
mutual altruism. After adolescence is 
established, however, this relationship 
slowly loses its exclusiveness. Girls con- 


enital masturbation is frequent, but in most of these 
al conflict of a sadomasochistic nature rather than 
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tinue to identify with both sexes through- 
out their development so that the ego 
ideal partakes of both sexes. On the 
other hand, boys restrict identification 
largely to men after the Oedipal conflict 
is resolved, and feminine identifications 
in most instances remain unconscious. 
Thus, in boys identification is relatively 
straightforward. As a result, the mas- 
culine self-concept and ego ideal are 
relatively free of bisexuality as opposed 
to girls’, where identification is more 
devious and is obscured by imitation, 
intricate fantasy formation, narcissism 
and dramatization. In addition, in girls 
there is no clear solution to the Oedipal 
conflict at a definite time and point in 
development. Girls remain close to their 
mothers even into puberty when their 
efforts to break away are intensified. 
These efforts culminate in the adolescent 
girl’s search for objects which will serve 
to dilute the parental relationship and 
help her achieve more autonomy. Thus 
there is a definite proneness to identifica- 
tion which is selective, Partial, bisexual 
and essential to her further maturation, 
This need for new identifications also 
includes men who are both idealized and 
envied in an overtly ambivalent way. 
There is great admiration of athletic 
prowess, physical strength and mathe- 
matical and scientific ability. At the 
same time there is open encouragement 
of the more effeminate traits of adoles- 
cent masculinity, such as long hair, 
stylish dressing and artistic interests. In 
"going steady" girls seem to pick some- 
one like themselves whom they can 
mother or an ideal whom they hope to 
emulate. In either case the emphasis is 
on similarities, and thus the choice is 
Still narcissistic. Differences between the 
individuals are poorly tolerated by teen- 
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age couples. “Togetherness” at this age 
means mirror images in dress, manners 
and interests. Much later the recogni- 
tion develops that boys can be desired 
for their own sakes and not just envied, 
imitated or treated as competitors. 
Many observers have interpreted the 
assertiveness and competitiveness of a 
young woman as originating in the wish 
to be a man. This wish belongs to an 
earlier age, not to adolescence. On the 
contrary, most adolescent girls want to 
be girls, but they want to have the 
talents and opportunities of men. In 
other words, they embrace a somewhat 
masculine ego ideal but retain a feminine 
self-concept. Here the girl is in a 
dilemma. If in her efforts at emancipa- 
tion the mother is devaluated too greatly, 
the self-concept suffers. If she remains 
too idealized, emancipation is incom- 
plete and self-esteem suffers. If the ego 
ideal becomes too masculine and the 
feminine self-concept too devaluated, a 
masochistic relationship between ego 
ideal and self-concept ensues. Thus, a 
girl must retain her basic identification 
with her mother’s motherliness, but at 
the same time achieve her own defini- 
tion of womanliness during adolescence. 
This is accomplished by bisexual identi- 
fication until the masculine ego ideal is 
found in a sexual partner, at which time 
identification is replaced by object love, 
and narcissism loses its primacy. 
Successful identification is necessary to 
maturation. In some girls, however, 
identification is poorly developed, and 
imitation becomes the principal method 
of relating to others. In adolescence imi- 
tation often is confused with identifica- 
tion. Imitation plays a prominent role in 
feminine psychology from infancy on. 
Greenacre * has made the observation 
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that from an early age girls are intensely 
preoccupied with interpersonal relation- 
ships. They talk early, their play is very 
imaginative in its fantasy content and it 
is characterized by imitation of impor- 
tant adults with the dramatic acting out 
of their roles. Thus, imitation is an ear- 
lier and more primitive mode of adapta- 
tion than identification. It is more primi- 
tive because it is only partial, does not 
achieve internalization and as a result 
of this is dependent upon the continued 
presence of the object who is imitated. 
With loss of the object the imitation can 
not be sustained without conscious ef- 
fort. Adolescent girls continue this de- 
fense by constantly imitating personality 
traits, modes of dress, manners of speech 
and even the feelings of those around 
them. Imitation is important in helping 
a girl belong to a group, but if it be- 
comes a principal means of relating, it 
prevents further development. 

Girls who have substituted imitation 
for identification are characterized by an 
ever widening search for acquaintances. 
The basic difficulty is a poor develop- 
ment of identification due to a failure at 
emancipation from an early masochistic 
relationship with their mothers. Rochlin® 
has ascribed the wide mood swings of 
adolescents to efforts at emancipation 
from such a relationship with the 
mother. The more infantile and mas- 
ochistic this relationship, the wider the 
mood swings between depression and 
elation and the more impulsive the need 
for objects in order to damp down. these 
swings. Objects are used by these girls 
for purposes of imitation as a defense 
against depression rather than for pur- 
poses of identification. If left alone, 
these girls feel empty and desolate. At 
these times the need for a personal rela- 
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tionship is immediate and impulsive 
rather than selective. To prevent being 
left alone these girls will divide people 
into groups each of which has its func- 
tion, such as for dating, studying, gos- 
siping and the like. This circle of friends 
is so wide that the girl can be sure that 
someone will be available at any time. 
The need for so many people, however, 
prevents the formation of close relation- 
ships from which the necessary identifi- 
cation can proceed. As a result, each 
contact represents a temporary imitation 
rather than a lasting identification, and 
the search for new objects must go on. 
If it goes on endlessly into the twenties, 
then these girls probably should be clas- 
sified as borderline personalities in whom 
interpersonal contacts are impulsive, 
temporary and interchangeable. 
Obviously such girls represent an ex- 
treme. But the point is that in adoles- 
cence all girls develop a real hunger for 
something to love. In early adolescence 
this object usually is sexually neutral, 
such as a chum or even a horse. As ado- 
lescence progresses, the object becomes 
more and more heterosexually chargec 
and represents a means at emancipatior 
from the mother. It is at this point tha 
most girls will resemble these borderlin: 
girls described above. Later in adoles 
cence the heterosexuality shows itself a 
rivalry and competitivness with men 
Girls at this time demand the same op 
portunities, rights and privileges as men 
Many times these wishes are of such in 
tensity that girls are caught up in protes 
and envy. In any event, it is a time c 
turmoil. Girls feel isolated from eac 
other, feel alien from or in their familie 
and are uncomfortably ambivalent aboi 
boys. Fortunately, the intensity of ol 
ject need begins to subside around tl 
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late teens and the girl then becomes more 
selective in her choices. Although in- 
tensely uncomfortable and at times close 
to despair, she is ready for genitality. 

The relief from this emptiness and 
loneliness is a close relationship with a 
young man. This now brings us back to 
the introduction to this paper, namely, 
to the issue of fidelity or the wish for 
someone or something to be true to. 
Erikson ! believes that attainment of this 
wish is an indicator of the ego's mastery 
over instinctual demands and over the 
regressive pull of past object relation- 
ship. In a girl, fidelity means the recon- 
stitution of the lost ego ideal in the form 
of a man whom she envies, loves, fears 
and idealizes (“honors and obeys?"). 
Obviously, she picks a man "superior" 
to herself and this man remains idealized 
for his strength and purposiveness. But, 
the infantile ambivalence is broken by 
her recognizing the man's need for suc- 
cor, tenderness, empathy and emotional 
support and by her responding to these 
needs. Thus she neutralizes the earlier 
envy and competition. It is at this point 
that fidelity is achieved and genitality 
results. It must be understood that these 
gains never are won for all time, but that 
regressive tendencies will occur from 
time to time. 

In summary, the young woman has 
achieved impulse control, object rela- 
tions are free of the dominance of the 
early identification with thé mother, the 
ego ideal has become less idealized and 
more realistic, and finally, the masoch- 
ism and narcissism of adolescence have 
been resolved. Self-esteem and the wish 
to care for others have taken their place. 
The adolescent girl has now become a 
young woman. 

It was pointed out early in this paper 
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that on the way to early adulthood the 
adolescent girl passes through a period 
in which promiscuous object choice is 
the rule, even the necessity. Further- 
more this promiscuity was characterized 
by a lack of selectiveness, by object 
choices based entirely on narcissistic 
needs, and finally, by forming relation- 
ships which re-enact earlier ties, particu- 
larly with the mother. This lack of selec- 
tiveness is overcome very gradually 
through identification resulting in the 
formation of a masculine-feminine ego 
ideal and self-concept. Finally, the mas- 
culine ego ideal is abandoned through a 
relationship with a young man who ful- 
fills the demands of the ego ideal. At 
this point the late adolescent girl is ap- 
proaching womanhood. In this progres- 
sion sexual gratification, per se plays a 
relatively minor role. The sexual impulse 
of the adolescent seems to be somewhat 
like that of the hysteric, i.e., diffuse and 
unfocused and consisting primarily of 
vague longings for fusion with the loved 
object. If, because of poor impulse 
control and lack of self-esteem sexual 
gratification assumes a major role and 
intercourse does occur, the necessary ex- 
perimentation in object choice is cur- 
tailed and lack of selectiveness continues. 
These girls are never able to emancipate 
themselves from the infantile ties with 
their mothers. They may have many 
boys in reality, but in fantasy there re- 
mains one and only one— paradoxically, 
the mother. If these girls become preg- 
nant, the pregnancy results in a tempo- 
rary stability for they have achieved a 
concrete imitation of the mother. But it 
is still a narcissistic state. Birth or abor- 
tion only re-awakens the drive toward 
lack of selectiveness and further promis- 
cuity. Thus, premature sexual intercourse 
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represents a serious failure in the devel- 
opment of the adolescent ego. 

Clinically these ego defects show 
themselves in poor impulse control; 
transient identifications with resulting 
failure to internalize realistic aims, val- 
ues and ideals; wide mood swings; im- 
poverished self-concept, and a lack of 
selectiveness in object relationship with 
resulting feelings of emptiness and de- 
spair. The presenting complaints in 
these girls are: periodic depression often 
accompanied by suicidal gestures; over- 
eating often followed by vomiting (some- 
times self-induced); sexual promiscuity 
and academic failure or truancy. In many 
girls, however, the symptoms are vague 
and only moderately discomforting. The 
main elements in them are the ego de- 
fects described above which result in a 
life style at worst incompatible and at 
best tenuous with the college commu- 
nity. Unfortunately such failures among 
college women are frequently encoun- 
tered. But at this time in their lives either 
through life's experience or through psy- 
chiatric help they can master the turmoil 
by achieving a close relationship of a 
different quality with a man. This differ- 
ent quality is achieved through fidelity 
and involves, as stated earlier, emotional 
openness and candor and agreement on 
life's goals. 

The sexual code of college women is 
a strict one based on the quality of the 
total relationship rather than on exter- 
nally imposed sexual prohibitions. This 
code represents a psychologically more 
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mature step than the oversimplified con- 
trast between good and bad implicit in 
making chastity the chief measure of 
virtue among unmarried young women. 
Chastity, however, is not an outmoded 
value in all adolescents, In early adoles- 
cence it protects the physiologically de- 
veloped but psychologically immature 
girl from genital experimentation. Later, 
as has been said, chastity is replaced by 
arelationship in which fidelity is the ulti- 
mate goal.* This is a prerequisite for the 
love and care ideally expected of adults. 
When they have achieved fidelity, young 
people can accept the responsibility of 
their relationship, not as a haven from 
the emptiness and despair of emancipa- 
tion or for gratification of narcissitic 
needs, but as an agreement to care for 
each other and a pledge not to hurt each 
other. Relationships among young peo- 
ple should be judged by this standard 
rather than by the standard of chastity. 
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* In this paper the emphasis has been on the college girl because the author's experience is 
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that the attainment of fidelity is a sign of successful mastery over object diffusion characteristic 
of early adolescence. As such, the style of attaining it might be different in girls of different 
classes but its attainment is a prerequisite for the love and care ideally expected in adulthood 
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Three sexual moralities are being intensely debated in colleges—the “new 
morality," amorality, and traditional morality. College administrators have 
no consistent mandate for policy from faculty, students, parents or alumni. 
Their dilemma and possible ways of solving it are here presented. Understand- 
ing of issues rather than proliferation of rules is stressed. 


Ds THE LAST few years much in- 
terest has been focused on sexual 
practices in the colleges, an interest stim- 
ulated in part by the demands of stu- 
dents for greater freedom in this area 
together with confusion on the part of 
parents and college officials as to what 
should be the proper standards of be- 
havior. It is quite difficult for parents 
and children to talk together frankly 
about sexual matters because of the great 
gulf in experience between the two gen- 
erations. The background of our present 
college generation is very different from 
that of their parents. Social change was 
quite rapid during the time the parents 
of today were maturing but is even more 
so at present. 

Communication between older and 
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younger members of the college commu- 
nities also is hampered by many influ- 
ences, including lack of a consensus as to 
what the central issues are, criticism of 
those who become interested in the sub- 
ject and lack of persons competent to 
hold discussion groups. 

The sexual behavior of college stu- 
dents may be changing in the direction 
of practices formerly attributed to mem- 
bers of lower socioeconomic groups.? 
Reliable data on which to base such an 
opinion is not yet conclusive, but all gen- 
eral observations suggest this to be true. 
Not only is there thought to be a qualita- 
tive change in sexual practices but also 
an acceleration in such behavior. What 
was thought to be characteristic behavior 
at 18 or 20 years of age may now be 
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observed in persons 16 to 18 or even 
younger. 

There appear to be three general 
points of view regarding sexual behavior 
which can be characterized as: (1) the 
traditional morality, (2) the new moral- 
ity and (3) amorality. In the first of 
these, the traditional morality, the 
following principles are considered im- 
portant: 


—Renunciation or control of instinc- 
tual gratification permits a reason- 
able degree of civilization (Freud). 

—Restraint tends to aid in developing 
a capacity for thoughtfulness con- 
cerning the welfare of others, par- 
ticularly in a parental sense. Re- 
straint also is thought to aid in the 
sublimation of sexual energies. 

—JMarriage becomes one of life's most 
cherished institutions when sexual 
restraint is practiced. 

—The total moral fiber of a society is 
strengthened if sexual standards are 
maintained and weakened when 
sexual standards are ignored. 

— Young people need help in con- 
trolling their strong impulses dur- 
ing their formative years. 


In the new morality: 


—Fidelity and consideration of others 
occupy a very high place. 

— Physical sex is supposed to occur 
only after the establishment of 
friendship and love. 

—Exploitation of the sexual partner 
is very much opposed. 

—A high ethical component is appar- 
ent in the thinking of those who ad- 
here to this general view even 
though it may not be in accordance 
with views traditionally held, nor 
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with the views of many religious 
groups. 


In the third general viewpoint, which 
is in effect a somewhat amoral one, the 
central belief is that no restrictions are 
needed. If sexual impulses are allowed 
free rein, tension, anxiety, and frustra- 
tion will be lowered, and happiness, sat- 
isfaction in living and effectiveness in- 
creased. The main problem for those 
who hold this point of view is that of 
persuading other persons to accept this 
way of behaving. 

Obviously, no one of these three 
viewpoints can be portrayed explicitly 
without some qualification. Any individ- 
ual may move from one viewpoint to 
another, or he may adhere to one and 
act as if he upheld another. It is this dis- 
crepancy between outer appearance and 
private behavior that is confusing to 
many persons, young and old alike. 

In the past sexual behavior has been 
regulated in varying degrees by religious 
teachings and customs based on them 
and by fear of disaster if something goes 
wrong, such as detection, disease or 
pregnancy. These deterrents to free sex- 
ual behavior have become somewhat 
weakened, especially during the last few 
decades for reasons familiar to everyone. 
At the same time there does not appear 
to have been any major moral break- 
down. This suggests that the present 
generation of young people is fully as 
moral as any in the past although for 
different reasons. 

College officials are very much con- 
cerned about certain key issues with re- 
spect to sexual behavior. For example, 
pressures toward experience which the 
young person does not wish and for 
which he is not yet ready may be unduly 
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effective. A certain “bandwagon” effect 
occurs when peer group pressures push 
young people into such behavior. Fre- 
quently these pressures become so strong 
that a young person subject to them may 
feel guilty for not indulging in behavior 
currently popular, just as he may feel 
guilty for doing so if his training has 
been conventional or idealistic. 

Illegitimate pregnancies pose prob- 
lems which are virtually insoluble in 
terms of the social, cultural and legal 
framework within which colleges niust 
operate. It is probable that those per- 
sons who become pregnant are more dis- 
turbed emotionally than those who man- 
age their lives without this complication. 
A recent study at a British university 
confirmed this thesis clearly.1 The loss 
of any student because of the failure to 
manage sexual life successfully is always 
keenly felt by college officials as well as 
by the student’s family. 

Parental attitudes in general are not 
consistent enough for any guidelines or 
policy. Although opinions regarding sex- 
ual behavior are usually very firmly held, 
they are sometimes favorable and at 
other times unfavorable toward free sex- 
ual expression. Furthermore, when col- 
lege administrators are called upon to 
take definite action in a given situation, 
there is a considerable tendency to blame 
such officials for their attempts at re- 
storing order rather than looking at the 
original source of difficulty. 

Freedom of choice is desired for all 
students, but when peer group pressures 
and the bandwagon effect become too 
strong, the individual may be deprived 
of this freedom. 

I believe it is correct to assert that 
most college administrators do not wish 
to have a series of complicated and spe- 
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cific rules regarding behavior in this 
area; they realize that attempts at en- 
forcement create many new problems. 
They do not wish to develop a spy sys- 
tem since the main purpose of the col- 
lege experience is to enable students to 
develop the ability to make their own 
decisions—hopefully wise decisions. 
Most administrators are averse to im- 
pose on others their personal views, 
varying as these do from person to per- 
son, institution to institution and section 
to section in the country. Administrators 
also cannot and do not wish to ignore 
public sentiment in the communities sur- 
rounding the colleges. 

The excessive emphasis on all aspects 
of sex and obscenity which is now preva- 
lent in novels, plays and the mass media 
of communication may enable parents, 
teachers and others to become more 
honest about sexual education than has 
been possible up to now. 

At the present time it seems to me that 
the following problems that are well nigh 
insoluble prevent the promotion of a 
satisfactory kind of sexual education. Re- 
ligious views vary among sects as well as 
in different parts of the country. Contra- 
ception is not completely reliable no mat- 
ter what assurances some people may 
give. For college students this reliability 
may be impaired by conscious maneuver- 
ing on the part of one partner to produce 
pregnancy. The strong views of parents 
either in the direction of freedom of 
sexual behavior or of control are not ex- 
pressed in such a way as to be of much 
help. Those who have a vested interest 
in pornography are very ingenious in de- 
veloping excellent arguments to prevent 
interference in their moneymaking ac- 
tivities. College administrators value 
freedom and dislike censorship. Drawing 
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the line between these attitudes and the 
desire to be helpful in guiding the devel- 
opment of young people into channels 
which will not be destructive to their 
future is a very delicate matter. There is 
no consensus as to appropriate means of 
furthering sex education not only at the 
college level but at all stages of develop- 
ment. Variations in attitudes toward sex- 
ual education in different sections of the 
country make it almost impossible for 
any widespread program to be adopted. 
Not the least of the difficulties is that 
anyone working seriously for improved 
sexual adaptation almost invariably be- 
comes the object of ridicule from his as- 
sociates and others in the community. 

Once a program is agreed upon, the 
question then arises as to who will carry 
it out. Should it be done by parents, 
physicians, members of the clergy, mari- 
tal counselors, faculty members or some 
other group? If persons in any of these 
groups are willing to undertake this task, 
then how shall they be trained? How is 
it possible to separate the giving of fac- 
tual information from moralizing? 

College officials may be reticent about 
imposing their views on others, but they 
do wish to make it crystal clear that 
they uphold high standards of personal 
behavior just as they uphold intellectual 
integrity. They want to encourage as 
much thoughtfulness in this area of be- 
havior as in any other. They wish to 
develop the kind of behavior which will 
not bring unnecessary unhappiness or 
disaster to young people as they fashion 
a way of life which will strengthen rather 
than weaken family life. i 

In my opinion, no particular view- 
point can be forced on young people, 
but there should be full and frank dis- 
cussion in families, in groups, between 
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couples and between older and younger 
colleagues in the colleges. If students 
are given answers without any real 
awareness of the issues, they will not be 
helped very much. If, however, a pro- 
gram is developed which will enable 
them to get a keen awareness of the is- 
sues that are involved, I believe that 
they will come up with better answers 
than our generation has been able to 
evolve. 

After all, the problem is of more sig- 
nificance to young people than to those 
of the older generation. It is up to them 
to determine what kind of a world they 
want their children to live in. As they 
discuss sexual issues, it is desirable that 
they recall the nature of the training 
they experienced and the embarrassing 
situations they encountered in their child- 
hood and to relate these experiences to 
their present problems. Finally, they 
should project their thoughts into the 
future in terms of developing attitudes 
toward sex which will be helpful as they 
begin to raise their own children. This 
three-dimensional approach to the prob- 
lem helps bring some objectivity in place 
of the rather intense urgency with which 
most young adolescents and early adults 
view such problems. 

Unfortunately, those who guide the 
policies of institutions get little help 
from parents, as I have already stated, 
because of the confusion and variety of 
their views, but I fear that they get even 
less help from the faculty. There is a 
tendency to leave all such matters to the 
dean’s office and to give inadequate sup- 
port to the idea that integrity confined 
to intellectual matters is quite insufficient 
and should be extended to all facets of 
behavior. 

Even though the colleges are not in 
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loco parentis to their students in the 
literal sense, they do have a responsibil- 
ity to encourage them to adopt reason- 
able standards of behavior. There is no 
compelling reason for college adminis- 
trators to be»intimidated by the accusa- 
tion that they are “upholding middle- 
class morals." The standards of morality 
and how they are determined and trans- 
mitted from one generation to another 
are proper and necessary subjects for 
continuing discussion between students 
and faculty members. s 

For parents, religious leaders, college 
officials and all others who have a re- 
sponsibility for late adolescents and 
young adults in secondary schools and 
colleges, some standards or ideals of be- 
havior are desirable. Let us first examine 
the principle, “All premarital sexual in- 
tercourse is undesirable.” Deviations 
from that code of behavior have every 
imaginable variety, ranging from rape 
or the production of a child with illegiti- 
mate parents (at the most regrettable 
end of the spectrum of undesirable activi- 
ties) to intercourse between engaged 
couples who expect to marry soon and 
who can marry at once if pregnancy oc- 
curs (at the least undesirable end). In 
each instance of departure from the ideal 
the individual knows of its undesirability 
and is aware of possible consequences. 
If unpleasant developments follow, he is 
in a position to learn from his experi- 
ence; there is no one on whom he can 
Teasonably project blame. 

Let us assume another principle: “Pre- 
marital sexual relations are undesirable 
for those who are immature or cannot 
undertake the responsibility for a possi- 
ble child, but for those who are mature 
and responsible, they are enriching and 
ennobling.” Immediately a couple con- 


sidering such relations must classify 
themselves, just at the time when it is 
only logical that they should be opti- 
mistic. It is easy to guess what the deci- 
sion will be. If tragedy ensues, as it oc- 
casionally does, who can wonder that 
they are confused about society’s incon- 
sistent attitudes toward them. 

Until we resolve our own confusions, 
we will not be in a favorable position to 
help our younger colleagues thread their 
way through the devious paths of de- 
velopment to sexual maturity. The ex- 
periences in our college psychiatric and 
counseling services lead us to believe 
that those who ignore the conventional 
standards are no more happy or effective 
than those who observe them. In fact, I 
believe that they have more depression, 
anxiety, agitation and other inhibiting 
emotional conflict than those who man- 
age to adhere to their ideals. 

A large proportion of the younger 
students who come from families with 
reasonable ideals feel more comfortable 
if limits are set, if some guidelines are 
evident, and if someone is present who 
cares enough about them to help them 
avoid disaster. 

As college officials, we are more con- 
cerned with the quality of future mar- 
tiages and the family life they make pos- 
sible than with any particular physical 
act in which either partner may have 
been involved. Of course, this does not 
imply that the nature and extent of sex- 
ual activities before marriage is irrelevant 
to the success of that marriage. 

If we are to progress in making sense 
out of this important area of personal 
development, we will need the sympa- 
thetic understanding and support of par- 
ents, faculty members and the students 
themselves. There should then follow 
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innumerable personal discussions, semi- 
nars and other procedures for transmit- 
ting accurate information. At the same 
time the complex issues associated with 
choice of behavior should be explored. 
Opinions concerning sexual behavior 
should be expressed, but not put forth 
as scientific facts. 

Sexual education and the formation 
of standards of sexual morality are not 
separable from other aspects of personal 
maturation, nor should they be unduly 
circumscribed as they are pursued in the 
colleges. The goal should be that of aid- 
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ing each student develop a healthy per- 
sonality in which sexuality plays a 
constructive and satisfying part rather 
than being considered undignified and 
regrettable. 
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This paper is concerned with certain situational factors which appear to in- 
fluence therapy behavior and outcome of psychoneurotic patients seen in short- 
term psychiatric clinic treatment. These factors are the patients’ expectancies, 
including their clarity and the extent to which they are congruent with those of 
the therapists, their suitability for psychotherapy as perceived by independent 


raters and certain aspects of the therapists’ behavior. 


URING THE PAST SEVERAL years 
D our studies in psychotherapy, 
placebo and follow-up have provided in- 
creasing evidence that certain factors 
other than personality variables and di- 
agnostic categories appear to influence 
therapy behavior and outcome of psy- 
choneurotic patients seen in short-term 
Outpatient psychiatric clinic treatment. 
Independent studies by other investi- 
gators at the Henry Phipps Psychiatric 
Outpatient Clinic at Johns Hopkins and 
in other settings have tended to confirm 
some of our findings.*: 5. 14 We have been 
especially concerned with the situational 
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forces found in patients’ expectancies. 
Interaction among three facets of ex- 
pectancy have interested us most: (1) 
clarity of patients’ perceptions of their 
own problems and how psychotherapy 
may help; (2) degree of concordance of 
patients’ expectancies with those of the 
therapists; (3) therapists’ expectancies 
concerning patients’ appropriateness for 
or ability to benefit from short-term psy- 
chotherapy. Other situational factors 
Studied include frequency and intensity 
of psychotherapeutic sessions, levels of 
skill of therapists and a variable we have 
labeled “attractiveness” for therapy. 
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SETTING 

The research population of the Phipps 
Clinic, on which most of the studies dis- 
cussed in this paper were done, consists 
of psychoneurotic outpatients between 
the ages of 18 and 55 who applied for 
psychiatric treatment. Patients with or- 
ganic brain disease, antisocial character 
disorders, alcoholism, overt psychosis or 
mental deficiency are routinely excluded 
from the research samples gathered. 
Slightly more than 60 per cent are 
women. Due to economic qualification 
requirements of the clinic most come from 
lower socioeconomic strata. Anxiety and 
depressive reactions predominate. There 
are a few personality disorders and an 
occasional ambulatory schizophrenic. 

Several samples of patients have pro- 
vided the findings on which this paper 
is based. Treating physicians have been 
second- or third-year psychiatric resi- 
dents. Outcome variables have been 
mainly level of symptomatic discomfort 
(Discomfort Scale), mood status (Hil- 
dreth Scales) and degree of social effec- 
tiveness (Social Ineffectiveness Scale),* 
all of which have been described and 
discussed in previous papers.!* ? Global 
ratings of improvement and severity of 
illness also have been used in some of 
our studies. A Therapy Behavior Scale 
adapted from that developed by Lorr 
and his associates 1 was used in other 
studies to rate patients’ behavior during 
therapy. Regularity of attendance also 
was used as an indirect criterion of suc- 
cessfulness of therapist-patient interac- 
tion. 


FINDINGS 
We first became aware of the impor- 
tance of expectancy in our early placebo 


studies where patients showed improved 
comfort and mood even prior to the 
administration of the pharmacologically 
inert medication. * Apparently they 
were responding to the treatment setting 
itself with all its symbols of care-giving 
competence. As stated in papers report- 
ing those investigations, ^. . . certain 
effects of psychotherapy and placebos 
on psychiatric outpatients may depend 
on the potentiation and activation of 
the patient's favorable expectations." * 
Along the same lines, Goldstein® has 
pointed out the important role played 
by the patient's expectations that he will 
improve, that he will receive a certain 
type of treatment and that he and the 
therapist will behave in certain ways. 

Subsequently investigations with the 
Phipps Clinic patient population revealed 
that patients showed improvement simi- 
lar to that found in the placebo studies 
following evaluation interviews which 
were not, of course, planned as therapy 
sessions.? This was especially true with 
respect to symptoms of anxiety and de- 
pression. The mere arrival at the treat- 
ment center for evaluation of complaints 
and appraisal of treatment needs seems 
to provide significant relief for some pa- 
tients. 

In our five-year follow-up study of 
psychotherapy *7 it was evident that all 
patients had improved to approximately 
the same degree at the five-year follow- 
up point.17 At the six-month point, how- 
ever, those who were seen once a week in 
individual treatment had improved to 
about the same extent as those who had 
group therapy sessions weekly. In con- 
trast, those who were seen every two 
weeks for brief contact therapy (half an 
hour or less) showed least improvement 
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at that early evaluation. Thus, after rela- 
tively short-term psychotherapy for about 
six months, the reduction of the duration 
of suffering correlated with frequency 
and duration of contact with the thera- 
pist. (Since all patients in our studies re- 
ceive short-term treatment, the question 
of relative efficacy of lengthier treatment 
remains open.) 

In that follow-up study we also found 
that patients who were clear about the 
nature of any intercurrent illnesses they 
experienced during the posttreatment 
follow-up period and who sought psy- 
chological or medical care appropriate 
for their conditions were more improved 
in symptoms and social effectiveness than 
those who were unclear about the nature 
of their condition and the treatment re- 
quired.” This finding has been supported 
by a recent study with outpatients done 
by an independent investigator in which 
physicians gave patients a placebo, told 
them that it was inert but that the phy- 
Sician believed it would help them. 
Despite the ambiguity of this communi- 
cation, patients who were certain that the 
medication was a placebo, or conversely, 
that it was actually an active agent, im- 
proved more than those who reported 
uncertainty as to which it was. From 
study of the individual case records it 
appeared that improvement was related 
to the clarity of the patients’ conviction 
that the physician was trying to help them 
and that he was competent to do so. 

Almost concurrently, in a recent care- 
fully controlled investigation we demon- 
Strated that effectiveness of psychother- 
apy can be significantly enhanced by 
preparing patients for psychotherapy 
through a pretreatment role-induction 
interview? an adaptation of Orne's *An- 
ticipatory Socialization Interview.” 13 


This interview covered four areas: (1) a 
general exposition of psychotherapy; (2) 
a description and explanation of the ex- 
pected behavior of a patient and a thera- 
pist; (3) a preparation for certain typi- 
cal phenomena in the course of therapy 
(e.g., resistance); (4) the induction of 
a realistic expectation for improvement 
within the four months of treatment 
planned.* 

This procedure has the triple effect of 
clarifying the patient's perception of psy- 
chotherapy, increasing its congruence 
with that of the therapist and heightening 
the patient's positive expectations. Those 
patients who received this interview im- 
proved significantly more than a control 
group, and their attendance was signifi- 
cantly better. We also found that re- 
sponse to treatment seemed to be affected 
by therapists! expectancies concerning 
patients' appropriateness for short-term 
therapy. Those therapists who believed 
that the patients could benefit from such 
treatment and that it was a valid method 
Obtained better results than those who 
were doubtful or openly opposed to the 
idea.12 

Prior to entering therapy, each patient 
in this study was rated by the research 
staff on attractiveness for psychotherapy. 
This attractiveness apparently was re- 
lated to age, education, occupation and 
verbal facility and reflected in essence 
the class status of the patient. Review- 
ing some of our earlier work concerning 
social class,® ® and as with Hollingshead 
and Redlich, we found that attractive 
patients improved more than unattrac- 
tive ones. There was little difference be- 
tween attractive men and women, but 
among the unattractive patients women 
did much better than men. This differ- 
ence may have been due to the fact that 
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women of the lower socioeconomic strata 
possess more verbal facility than do men, 
who are more oriented to action. How- 
ever, the role induction interview was a 
stronger determinant of outcome than 
attractiveness; it supported the basic 
hypothesis relating to enhancing con- 
gruence of behavior and expectancies 
of patients and their therapists. 
Although not studied per se, a final 
situational factor related to outcome in 
these studies was discovered in the ther- 
apists’ behavior. Those therapists who 
were rated as offering the best thera- 
peutic relationship on the basis of taped 
treatment interviews showed the best re- 
sults.12 (The raters, of course, were 
unaware of the actual outcome of treat- 
ment.) Amount of experience as a thera- 
pist and degree of optimism concern- 
ing patients’ capacity to improve also 
were found to be positively related to 
outcome. Positive attitudes of the thera- 
pists toward the research program and 
toward the concept of short-term treat- 
ment also seemed to be involved. These 


findings are in line with other stud- 
jes.19 11, 16 


COMMENT 


Our research approach over many 
years has been based on a position of 
moderation between an over-enthusias- 
tic acceptance and a total rejection. of 
the efficacy of psychotherapy. We do 
not agree with critics who claim that 
psychotherapy as practiced today does 
not yield better results than seen in un- 
treated patients over the same period of 
time. Nor do we accept "insight" psycho- 
therapy as the unequivocal treatment of 
choice for all patients in all settings. We 
have good evidence that this type of 
psychotherapy reduces neurotic sympto- 


matology. We also are convinced that 
its effectiveness depends to a significant 
degree on the expectations of the pa- 
tients entering the treatment program 
and on their perceptions of available 
symbols of care-giving competence. In- 
terventions that heighten these expecta- 
tions and perceptions improve patients’ 
responses to psychiatric treatment. The 
therapist’s psychotherapeutic skill, which 
may reflect personal maturity as much 
as training in technique, seems to be 
important, but his “set,” including his 
attitude toward the treatment plan and 
toward certain types of patients also 
seems pertinent. 

The question of attractiveness is in- 
triguing. It may be that those patients 
without high verbal facility, who are of 
lower educational levels and of the more 
menial occupations, may require special 
preparation for psychotherapy to en- 
hance their attractiveness. At the same 
time, it might be possible to modify 
therapy so as to meet their expectancies. 
As Riessman !5 has suggested, a "blue- 
collar’ therapy program may require 
that basic therapist symbols and be- 
havior be altered to come closer to the 
model of the general medical practitioner 
with whom such patients have had most 
treatment contacts. 

We are currently investigating another 
factor that may influence responsiveness 
to certain types of psychiatric treatment. 
This is the patients’ antecedent experi- 
ence with close, confidential exchange 
of information about emotional problems 
and need for treatment within their 
family, occupational and friendship cir- 
cles. Patients with “training” in the ex- 
change of such information may do 
better in short-term psychotherapy re- 
gardless of social class status. A thing- 
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oriented rather than a person-oriented 
patient may tend to be the least attractive 
for psychotherapy regardless of his 
educational level and occupational cate- 
gory—whether he be a chemist, account- 
ant, physicist, lathe operator, assembly- 
line worker or carpenter’s helper. Value 
systems of patients’ reference groups 
concerning the reality of emotional prob- 
lems and value of “talking treatment” 
need further study as determinants of 
expectations of patients who apply for 
outpatient psychiatric clinic help.* 

It is possible that patients with nega- 
tive expectations need not be lost to the 
real help available through psychother- 
apy. Suitable expectations in such “un- 
attractive” patients may be created 
through systematic preparation before 
psychotherapy begins and possibly re- 
enforced while it is in progress. Attitudes 
and feelings of therapists toward the 
validity of short-term psychotherapy or 
toward any research program involving 
their patients might be similarly en- 
hanced. From evidence currently avail- 
able, interaction between patients and 
therapists so prepared should produce 
more favorable results than the approach 
commonly employed. 


SUMMARY 


This paper reports on several experi- 
mental studies on patient and therapist 
behavior and immediate and long-term 
tesults of short-term psychotherapy and 
placebo. Findings selected for presenta- 
tion have been limited to those pertain- 
ing to situational rather than to person- 
ality or diagnostic variables, especially 
the appropriateness and clarity of 
patients’ expectations concerning psychi- 
atric treatment. We have tried to show 
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that expectancies of patients and thera- 
pists and the setting in which they inter- 
act influence outcome. It has been sug- 
gested that these three sets of variables 
may be manipulated so as to improve 
the effectiveness of short-term therapy. 
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GROUP PSYCHOTHERAPY OF PSYCHOTICS" 


JAY W. FIDLER, M.D. 


Assistant Clinical Professor of Psychiatry, Albert Einstein College of Medicine, Bronx, New York 


Some features of interpersonal responsiveness of people who manifest psychotic 
distortions are described in relation to the potential uses of group interaction 
as therapy. An attempt is made to characterize the activity and emphasis most 
useful for the leader of such a group as contrasted with groups of psycho- 


neurotics. 


N ORDER TO get involved in discussions 
l of differences in group psychotherapy 
for different kinds of patients, we must 
make several basic assumptions. First, 
we must assume that there are variations 
in psychotherapy as a technique. If you 
are inclined to assume that all psycho- 
therapy is fundamentally the same, then 
we would be using all these special in- 
stances to help clarify the process and to 
define it accurately. If, on the other 
hand, we see psychotherapy as a group 
of psychotherapies, then we must define 
each separately, and our task would be 
to decide the characteristics of psycho- 
therapy in the case of psychosis. 

Whatever you feel about psycho- 
therapy, there is another basic concept 
to evaluate in the same way. This is in 
connection with the varieties of psycho- 
pathology. If all psychopathological proc- 

* Presented at the 1965 
York, New York. 
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esses are considered to be really the 
same, then we may be said to be doing 
the same thing for the psychotic patient 
as for the neurotic, the character dis- 
order and the addict. If we consider 
these pathological differences to be 
qualitative, then we must define the 
change which we intend to produce. To 


make a graphic caricature, let us say that, 


to help a psychotic we must move him 
east. This process requires a west-wind 
type of approach. We must move a 
neurotic south, and this process requires 
a north-wind type of approach. 
Before we make decisions about this, 
it might be well to scan some of the cur- 
Tent trends in the care of the psychotic. 
The potential for group psychotherapy 
with psychotics can be assessed reason- 
ably by a review of the current changes 
in their care in the last two decades. 


annual meeting of the American Orthopsychiatric Association, New 
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Aside from chemotherapy these changes 
and the attempts to account for them are 
full of paradoxes. Much of the improve- 
ment has been ascribed to changes in 
milieu, atmosphere, environment and 
administration. Contrast this with the 
assumption that the psychotic is out of 
touch with his environment and “with- 
drawn." At the same time, much of the 
improvement has been ascribed to inten- 
sified personal investment on the part of 
the therapist making more intense con- 
tact with the patient. Contrast this with 
the previous impression that psychotics 
could not develop significant personal 
contacts. 

Individuals who work with psychotics, 
especially those who work with them in 
groups, are generally prone to start a dis- 
cussion with an immediate disclaimer 
that this is not really psychotherapy or 
certainly not realy group psycho- 
analysis. The usual euphemistic inven- 
tion is that it is an analytically oriented 
process or that it is at least therapeutic 
if not psychotherapy. This is a hedge bet 
against the purity of psychoanalysis as a 
specific technique for specific diagnostic 
groups. It also hedges against the post- 
treatment patient evaluation which con- 
tinues to show limitations in function in- 
stead of the ideal mature products of 
psychoanalysis of neurotics. 

My hypotheses upon which group 
processes with psychotics must operate 
are: (1) psychotics are sensitive (albeit 
in a "crazy" way) to their human and 
nonhuman environment; (2) the be- 
havior of the therapist is particularly 
effective upon the responses of the 
psychotic (ie., the person the patient 
sees as therapist); (3) groups of people 
go through an evolutionary process in 
relation to each other, and this evolu- 
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tionary process can be used to their in- 
dividual advantage, and (4) the direc- 
tion of change sought with the psychotic 
is aimed at increasing his rate of com- 
munication and cooperation with other 
people rather than at emphasizing in- 
sights requiring the use of sophisticated 
concepts. 

Concerning the first point, a principle 
might be stated even though it is never 
fully achievable: the more constant the 
environment is maintained, the better 
will the therapist be able to comprehend 
the patient’s behavior and to respond in 
the patient’s frame of reference. Let me 
cite an example which can help to con- 
cretize the principle. 

In a state hospital a group had been 
meeting regularly in a given room. One 
woman occasionally would interrupt with 
comments about machine guns and fears of 
war. Attempts were made to relate her fear- 
fulness to the subject at the time or to the 
speaker of the moment, but no consistency 
could be found by the therapist, and no "in- 
terpretation" brought any discernible response 
from the patient. Quite by accident one day 
it was noted that these comments imme- 
diately followed the knocking of the steam 
radiators, a stimulus tuned out by the thera- 
pist and most of the patients as irrelevant. 
Fear of a hostile social environment was still 
the important psychodynamic feature, but 
discussion of this in connection with the here- 
and-now conscious awareness of the patient 


gave her the feeling that the therapist really 
was in contact with her. 


Carrying this principle of a constant 
setting one step further has led me to 
feel that a closed group will keep the 
human environment more comprehen- 
sible to patient and therapist alike. In 
asimilar manner, such a group increases 
the chances of perceiving the immediate 
relevance of the bizzare or tangential 
comment by the psychotic patient. In 
spite of the fact that the "crazy" talk 
of psychotic patients may be generated 
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by all kinds of stimuli ordinarily con- 
sidered insignificant (even to the point 
of being ignored), it is still more often 
generated in response to the therapist 
and the perceived therapeutic contract. 
If this were not so, the actions of the 
therapist would have much less effect for 
good or ill on the patient. Fortunately, 
patients do reveal in nonverbal as well 
as in verbal ways that the doctor's or 
therapist’s name is remembered before 
other names, that statements and pos- 
tures are both directed to the therapist 
in highest proportion and that a change 
in the therapist’s mood or direction 
brings a more dramatic response than a 
change in any other member. In spite 
of the psychosis there is some awareness 
of the social reality as well as of the 
material reality. 

Fortunately for the process of group 
psychotherapy there is the undercurrent 
of reality perception. What I would like 
to describe now is the process as it has 
been seen in hospitalized psychotics 
participating in closed groups. Of course, 
the setting plays some role in determin- 
ing the possible process. 

At the start of such a group the state- 
ments which would bring the most ap- 
propriate reaction from another patient 
could be understood as aimed at estab- 
lishing orientation to this particular 
setting. Some of this phase of communi- 
cation takes the form of a gripe session 
about all manner of institutional char- 
acteristics. As they discover the under- 
standing and supportive intentions of the 
therapist, they will make more direct 
observations about the therapy group 
and the therapist himself. During this 
phase the principal task of the therapist 
is to be sure that he does convey the 
Set of attitudes and expectations which 
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are appropriate to his view of therapy 
and to the realistic demands of the insti- 
tutional setting. The establishment of 
mutual awareness can be approached, 
but it is likely to meet with limited suc- 
cess until the uncertainties in the situa- 
tion are reduced to a minimum. 

With the most severely disturbed 
psychotic it has been my experience that 
a second phase will start rather abruptly 
after about three to eight sessions. This 
change is characterized by relatively 
clear statements about their delusions, 
hallucinations and other subjective dis- 
tress. This new direction can be under- 
stood as resulting because the imme- 
diate anxieties about the surroundings 
have been allayed, and the internal anx- 
ieties are most pressing. Patients then 
begin to feel their private preoccupations 
will meet with greater empathy and less 
criticism than they have met elsewhere. 
The revelation of one patient reinforces 
another; I have heard more pathology 
revealed at this stage of group therapy 
than the same patients have revealed in 
hours of individual interviewing. Also 
the same frank and explicit statements 
are less likely to occur even at later 
Stages of the same group. It is as though 
a safety valve had first been released ex- 
plosively and then settled back but did 
not seal off again. Insofar as the thera- 
pist feels that such expositions play a 
significant role in treatment, he will find 
it useful at this particular time to sup- 
port this tendency and to encourage 
patients to reveal their preoccupations. 

Once again a change in communica- 
tion follows, but less abruptly and with 
greater variation between patients. This 
shift into what I conceive as a third 
phase again seems explicable on the 
basis of a reduction in anxiety about 
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these inner threats. The anxiety is re- 
duced by finding that the group tries to 
understand rather than to criticize and 
by finding that other patients have very 
similar anxieties to face—a discovery 
which raises the possibility of finding an 
ally. The major feature of this third 
phase is the patients’ involvement in 
trying to understand and to advise each 
other. With very sick patients this is the 
first time that they will ask questions of 
each other aimed at understanding. It 
is at this point that patients who have 
spent five years together on a ward with- 
out learning each other’s names prob- 
ably will learn and use names in address- 
ing each other. Very often the helpful 
attitude will appear as rather directive 
advice aimed at quickly “explaining” 
any problem and terminating any 
anxiety. Patients have by this time some- 
what allayed their anxiety about the set- 
ting and about the internal terrors, but 
they still need to rapidly deny or exter- 
minate awareness of anxiety in others as 
well as in themselves. Being free to be- 
come aware of other patients as discrete 
individuals with unique characteristics 
now increases their social perspective 
and self-perspective. This increase in- 
variably accompanies a reduction in 
anxiety and pathology; it also allows 
them to reduce the directive advice and 
to begin to explore other possible solu- 
tions to problems. 

As the group proceeds, there is a 
much slower evolution into another 
phase which plays a role in the dissolu- 
tion of the group. This may be viewed 
as a product of the group members 
reaching their own level of saturation 
with each other. It also can be viewed as 
a result of reduced anxiety and pathol- 
ogy. Gradually references to home 
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situations and future plans increase in 
frequency and improve in realistic qual- 
ity. Relationships between group mem- 
bers take on more of the character that 
would be appropriate to their home set- 
tings with some ties increasing in 
strength and some becoming attenuated. 
This point may be viewed as a time to 
terminate the group even though many 
patients continue to have obvious 
pathology, or it may be seen as a signal 
to change the character of the treatment 
process to a more analytic, interpreta- 
tive process. The setting and the objec- 
tives of the therapists’ relationship with 
the patients will determine the actual 
decision at this point. 

This description of a group process 
has been stated without reference to the 
activity of the therapist. In fact, it seems 
likely that these stages are phenomena 
of any evolving interpersonal situation 
and that they are not specifically pro- 
duced by particular therapeutic maneu- 
vers. The therapist can, however, act to 
hasten or impede the process and also 
to magnify the depth of involvement of 
individual members. He also can en- 
courage discussion in terms more rele- 
vant for psychiatric understanding. 

This leads specifically into the prob- 
lem of how the therapist views his own 
role and responsibilities in such a group. 
The character and extent of his activity 
are determined by his concept of his 
role. The final behavior then is an amal- 
gam of the therapist's concept of his role 
and his concept of the patient's psycho- 
pathological needs. 

Some of the difficulties in treating 
psychotic patients can be seen as a re- 
sult of having developed a role concept 
from a specific kind of inquiry into 
neurotic patients. Some difficulties come 
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from the concept of the patient as being 
"out of contact" or being totally pre- 
Occupied with his pathology. 

The actual conduct of a group seems 
generally to require more activity on the 
part of the therapist than is usual with 
psychoneurotic patients. This activity 
can have several characteristics. For the 
patient who is unable to respond (a cata- 
tonic would be an extreme example) the 
therapist will make appropriate com- 
ments, at times confront him physically 
and at times ask questions, but neither 
press nor show distress at the lack of re- 
sponse. For the patient who denies dis- 
tress (a paranoid or simple schizo- 
phrenic) he will engage in discussion of 
institutional issues or any other com- 
mon denominator of interest which is 
available. For all patients regardless of 
pathology he will take the initiative to 
comment on reality factors which reason- 
ably might be considered to influence 
them, but which they do not take the 
initiative to confront, For instance, the 
absence of a patient, a change in 
schedule or meeting place, a current 
event of importance, or a conflict be- 
tween individual patients may evoke 
only tangential reactions from the 
patients. An open statement by the 
therapist can mobilize them to a much 
more direct and useful confrontation 
with the issue. 

This manner of intervention accom- 
modates to several characteristics of 
Psychotic patients. It allows for the fact 
that their pathology generally prevents 
them from acknowledging current issues 
directly. It also takes into account their 
awareness of current surroundings and 
so-called reality factors. Finally it helps 
the patient feel his way into a relation- 
ship with the therapist at a rate which 


GROUP PSYCHOTHERAPY OF PSYCHOTICS 


he can tolerate. The overt pathology of 
a psychotic is a constant temptation to 
the therapist to get involved in inter- 
pretations and formulations which may 
be quite accurate but also far too inti- 
mate to be tolerated. The involvement 
in such interpretations thus produces in- 
creased anxiety and alienation rather 
than a more solid therapeutic relation- 
ship. 

Some of the greater activity of the 
therapist can be aimed at explanation 
and education. These are supportive 
functions based on the thesis that ego 
Support can be a major factor in work 
with psychotics and one which is re- 
quired to counterbalance the insights 
and analytic self-appraisals which they 
manage less effectively than do psycho- 
neurotics. It is as though the patients 
are trying to play the game of life, but 
they have not managed to learn the 
rules. The therapist helps by repeated 
statements aimed at dealing with this 
very confusion. 

All this emphasis upon discussion 
phrased in terms of current realities and 
Serving to elaborate and reinforce the 
orientation of the patient does not avoid 
the necessity to formulate the psycho- 
pathologic processes of the patient. As 
much as the ego is supported and reality 
functions are strengthened, they are 
Benerally not sufficient to produce the 
changes in perception necessary to a sub- 
stantial improvement in adjustment. This 
mode of communication must further be 
used to mediate a substantial empathic 
relationship. It is at this point that the 
therapist is likely to become aware of 
his professional and administrative en- 
vironment. Most psychotic patients are 
treated in groups in hospitals, day hos- 
Pitals or clinics. The patients respond to 
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the morale of the organization, and the 
therapist himself necessarily responds 
to the same emotional atmosphere. 

There are many studies in the treat- 
ment of psychosis where the positive 
results were seriously discounted by 
noting that the expression of personal 
interest in the patient and the general 
improvement in morale on the treatment 
unit could achieve much of the result 
without the specific treatment being 
studied. Any group psychotherapeutic 
approach is sensitive to the same sup- 
porting features also. 

There is built into the group process, 
however, a unique sensitivity which 
keeps these features in better focus. The 
immediate surrounding is the one ob- 
vious thing the patients share; hence 
they are more likely to interact with each 
other on this subject. The special sensi- 
tivities of the psychotic to subleties in 
other people and to social situations is 
highlighted and refined to a relatively 
realistic appraisal. The effort of the 
therapist to focus on that which the 
patients do share helps him to bring out 
this realistic aspect and to be for this 
purpose less attentive to the pathological 
and very likely unique aspect of the in- 
dividual’s appraisal of his surroundings. 
This emphasis is strongest at the begin- 
ning when patient preoccupations come 
closest to the gripe session in character. 
Even at this point it is useful to evaluate 
what is emphasized here for its relevance 
to the staff, including the therapist him- 
self, and to the institution. This evalua- 
tion does not minimize the importance 
or usefulness of the projective patho- 
logical component in the same gripe; nor 
does it imply that the therapist should 
in any sense get defensive about the 
complaining quality of these produc- 
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tions. Rather it means that a concurrent 
appraisal of the patient and of his milieu 
is more likely to be fruitful than an ap- 
praisal of the patient alone. 

This same aspect of the group process 
recurs in the group after members' in- 
dividual problems have been aired and 
when they are more aware of each other 
as real people in a real setting. Once 
again it serves the patients well to share 
their perceptions with the therapist, and 
at this point the relationship should be 
sufficiently solid for the therapist to 
share with them his own perceptions. 
Certainly he must avoid commiserating 
with or defending against the patients, 
but this still allows for realistic sharing 
of the human situation. As in all therapy 
the patient does or should end up with 
a greater feeling of equality with the 
therapist, as anyone would feel after 
sharing a major endeavor. 

Finally, to focus on the manner of 
communicating during the middle stages 
which are at the heart of the therapeutic 
enterprise, let me cite a brief experiment. 


Some years ago Dr. Leo Berman in con- 
nection with his interest in the therapeutic 
potential of the public school experience de- 
vised a special group. He saw this small group 
of boys from the same school grade at the 
clinic but carried on his communications en- 
tirely in the context of geography. He posed 
for himself the task of interpreting the emo- 
tional and symbolic meaning of their com- 
munications and of responding in terms of 
geography. He did not openly state his 
understanding of the deeper meaning of their 
communications. 


Such an experiment is a caricatured 
version of how psychiatric insights are 
to be employed by the therapist with the 
psychotic patient. Where there is mas- 
sive denial of illness, the patient is not 
likely to accept the usual communica- 
tive pattern used in outpatient treatment 
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of a person who has sought out the thera- 
pist. It is true that modification of what 
we talk about in treatment makes our 
job seem more difficult. But if we talk 
initially about things the patient can ac- 
cept as a basis for communication, then 
we stand a chance of getting him to join 
us in our territory. John Rosen has ex- 
pressed this in describing his particular 
approach to the treatment of psychotics. 
He has an initial phase in which he in 
effect joins the patient in his psychosis. 
Once substantial contact is established, 
then more conventional psychotherapy 
or psychoanalysis is used. When we 
don’t make these concessions to the 
reality of patient orientation, we may be 
like the drunk who looked for his watch 
under the street lamp after dropping it in 
an unlighted section, The process of 
looking is easier, but the prospect of 
making contact is nonexistent. 

There is an important reservation 
about group therapy with psychotic 
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patients. Despite their responsiveness to 
surroundings and the therapist, it does 
seem true that they do not in their sick- 
ness conceptualize their own member- 
ship in a group. Although the therapist 
may call it a group and treat it as such, 
it has been my experience that any feel- 
ing of investment in the group or identi- 
fication with it is most unstable and 
needs constant reinforcement. Groups 
drawn from the same hospital ward and 
seen repeatedly do get to know each 
other’s names and speak to each other 
on their own initiative. Outpatient 
groups can meet many times and still 
not know each other’s names. This is 
even true in the day hospital where they 
are together most of a 30-hour week. It 
is only at the termination of treatment 
that they are able to form attachments, 
and personal attachments are more 
often formed with the leader than with 
another member or to the group in 
general. 
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PSYCHIATRIC MANPOWER AND COMMUNITY MENTAL 
HEALTH: A SURVEY OF PSYCHIATRIC RESIDENTS" 
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This survey collects from the psychiatrists training in Massachusetts informa- 
tion regarding their current training, their attitudes and perceptions of com- 
munity mental health and their availability for staffing future community 
mental health centers as well as their perceptions of their short- and long-range 
professional goals. 
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Scl FACTORS IN recent years 
have stimulated and intensified in- 
terest in and support of community 
mental health. Among these factors was 
the final report of the Joint Commission 
on Mental Illness and Health, Action 
for Mental Health. This report culmi- 
nated in the passage of federal legislation 
authorizing increased support for com- 
munity mental health activities in the 
form of comprehensive community 
mental health centers. A major factor 
which may prevent effective implementa- 
tion of this legislation is the limited 
availability of professional manpower. 
This, of course, includes the total range 
of disciplines working in the mental 
health field, However, this study will 


focus on only one segment of the man- 
power pool, i.e., the availability of psy- 
chiatrists for community mental health 
programs. 

It may be assumed that a large pro- 
portion of psychiatric manpower for 
new community programs and commu- 
nity mental health centers would come 
from the ranks of recently trained psy- 
chiatrists. Thus, the purpose of this study 
was to collect from future psychiatrists 
information regarding their current train- 
ing, their attitudes and perceptions of 
community mental health and their avail- 
ability for staffing community mental 
health programs as well as their short- 
range and long-range professional ca- 
reer goals. 


* This paper was presented at the 1964 annual meeting of the American Orthopsychiatric 


Association, Chicago, Illinois. 


The data for the study were collected while the author was attending the Harvard School 
of Public Health, Boston, Massachusetts. Special gratitude is expressed for the support and 


encouragement of Di 


r. B. R. Hutcheson, Director, Division of Mental Hygiene, Massachusetts 


Department of Mental Health; and Dr. Gerald Caplan, Director, Community Mental Health 


Program, Harvard School of Public Health. 


+ Special Assistant in Psychiatry, Mental Health Study Center (NIMH, NIH, Bethesda, 
Maryland), 2340 University Boulevard E., Adelphi, Maryland, and currently Regional Office 
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During the spring of 1963? a state- 
wide survey was conducted using ques- 
tionnaires mailed to psychiatrists cur- 
rently training in Massachusetts, one of 
the major training areas in the United 
States. Each, of the 22 approved train- 
ing centers * within the state was con- 
tacted, and a listing was obtained of all 
persons in formal psychiatric training 
who had at least one year of experi- 
ence. The list included 158 possible 
respondents from all fields of training 
(general psychiatry, child psychiatry, 
research and the like) and from all 
training settings (public or private hos- 
pitals and clinics as well as university 
programs). After one follow-up mailing 
120 individuals had completed and re- 
turned the questionnaire; consequently 
the study had a return rate of 76 per 
cent. 


FINDINGS 


The findings of the study will be pre- 
sented in somewhat abbreviated form. 
The report will focus primarily on items 
most representative of the total range of 
responses to each of the questions 
asked. (However, tables are included in 
the report giving the complete fre- 
quency distribution of responses for 
most of the questions.) The initial re- 
sults of the survey have been organized 
into the following five topical areas: 
(1) demographic and descriptive infor- 
mation, (2) psychiatric training infor- 
mation, (3) attitude and interest in 
community mental health, (4) attitude 
and interest in comprehensive commu- 
nity mental health centers and (5) pro- 
fessional career goals. 


* Two smaller training programs, estimated b thi i ined total 
six residents, did not participate im the Muddy y the author as having a combined 
trainees." 
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Demographic and Descriptive Infor- 
mation. Seventy-one per cent of the — 
psychiatrists were native born. Almost 
nine out of ten (88.3 per cent) were - 
male, and three-fourths (78.4 per cent) — 
were in the age range from 25 to 35 — 
years. Of particular interest in terms of — 
manpower planning is that 11 per cent © 
of the residents currently in training are ^ 
over 40 years of age. The vast majority — 
of them (71.6 per cent) are married and 
have from one to five children (57. 
per cent). The majority have either a i 
Protestant (21.7 per cent) or Jewish 
(35.0 per cent) religious affiliation; al- 
though approximately one-fourth (27.5. 
per cent) indicated they had no reli- 
gious affiliation. 

The typical resident classifi s 
as having a psychoanalytic orientation” 
(62.5 per cent). Forty-six per cent of 
the total group had been or were cur- 
rently in psychoanalysis. An additional 
30 per cent were definitely planning on 
entering psychoanalysis. This meant - 
that three-fourths of them (75.8 per - 
cent) would have a personal psycho- - 
analytic experience. Twenty-one per - 
cent described themselves as having an 
eclectic orientation, and 2 per cent Were. 
of social psychiatric orientation. No one 
described himself as organically ori- 
ented. a 

Regarding the number of years OL 4 
psychiatric training, the typical respond- - 
ent (66.7 per cent) was either in 
second or third year of training ( 
noted earlier, first year trainees 
omitted from the study) although 
per cent had more than six years 
training. One was in his eighth year. 


because of "time demands already on : 
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Three-fourths (74.9 per cent) of the 
total group were receiving training in 
general psychiatry or in a type of com- 
bined program with the emphasis on 
general psychiatry. One-fourth were 
training for child psychiatry. Of those 
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mation. 'The residents were asked to in- 
dicate the amount of training time they 
were receiving for 18 psychiatric train- 
ing areas. (TABLE 1). If the categories 
of “much” and “some time" are com- 
bined and interpreted as, indicating a 


TABLE 1 


CURRENT TRAINING TIME AS REPORTED BY PSYCHIATRIC RESIDENTS 
(PERCENT DISTRIBUTION) 


F 
Ld 


Training Areas 


Intensive depth psychotherapy 


Clinical diagnostic skills 


Concepts of allied social science 


2, Consultation theory and techniques 13.3 39.2 


1, person = 0.8% 


2 3 4 5 
Some Little No No 
Time Time Time Response 


8 


ls 
= 
s 
[oo 
[oo 


5. Clinical research 6.7 16.7 29.2 45.8 m 

6, Administration 22.5 16.7 32.5 28.3 = 

1. Experience in training and teaching 5.0 31.7 35.8 25.8 17 

8. Short term or crisis therap 12.5 31.7 35.0 20.8 = 

9, Psychopharmocology or chemotherap 10.0 24.2 43.3 20.8 1.7 
Community organization or knowledge LOST AER 

10, of community agencies 28 16.7 -- 

ll. Clinical neurolog 3.3 12,5 23,3 60.8 = 

T wien EI ul a s 
Action research or program (ae 

13. — evaluation 1.7 5,8 12.5 29.1 8 
Public health principles or a a | 

là, ^ techniques 18.3 81.6 = 

15, Neuroanatomy or neurophysiology -— 10.0 11.7 78.3 = 
Knowledge of individual 

17,___psychodynamics 75.8 17.5 6.7 -= - 
Knowledge of family or group a ee 

18 psychodynamics 24.2 49.1 -- 


training in general psychiatry an addi- 
tional 18 (18.3) per cent said they defi- 
nitely were planning to enter child psy- 
chiatry. Thus, the possible total of child 
psychiatrists was equivalent to more 
than 40 per cent (43.3 per cent) of all 
the persons in psychiatric training. 
Current Psychiatric Training Infor- 


major training emphasis, one can sum- 
marize that approximately three-fourths 
of the residents stated they were receiv- 
ing a major training emphasis in four 
areas: (1) “intensive depth psycho- 
therapy,” (2) “clinical diagnostic 
skills,” (3) “knowledge of individual 
psychodynamics” and (4) “knowledge 
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of family or group psychodynamics" 
(TABLE 1, items 1, 3, 17, 18). More 
than one-half indicated they were re- 
ceiving a major amount of training in 
“consultation theory and techniques" 
(item 2). Regarding the other end of 
the training parameter, at least 9 out of 
10 residents indicated they were receiv- 
ing little or no time in five training 
areas: (1) "epidemiology or ecology," 
(2) "action research or program eval- 
uation," (3) "public health principles or 
techniques," (4) “neuroanatomy or 
neurophysiology” and (5) “mental 
health education” (TABLE 1, items 12 
through 16). 

Preferred Training. Following the 
above, the residents were asked to rate 
these same training areas according to 
whether they felt the area should be 
given “more time,” “less time” or the 
“same amount” (TABLE 2). Residents 
generally were satisfied with the existing 
time emphasis given the various subjects 
(the “same amount” column). However, 
approximately half of the residents indi- 
cated that they desired “more time” in 
eight areas. These were: (1) “consulta- 
tion theory and techniques,” (2) “con- 
cepts of allied social sciences,” (3) 
“clinical research,” (4) “experience in 
training and teaching,” (5) “short-term 
or crisis therapy,” (6) “community or- 
ganization or knowledge of community 
agencies,” (7) “mental health educa- 
tion” and (8) “knowledge of family or 
group psychodynamics” (TABLE 2, items 
2, 4, 5, 7, 8, 10, 16, 18). 

It might be observed that administra- 
tors of training programs were faced 
with their usual dilemma by the re- 
sponses since “more time” was desired 
in several areas but in no area did a 
large percentage of the residents desire 
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less time. A possible exception was “ad- 
ministration” (item 6), where one- 
fourth indicated they desired "less; 
time.” | 

Attitude and Interest in Community i 
Mental Health. Residents were asked to 
report the degree of understanding they 
felt that they possessed of the term © 
“community mental health." Nine out 
of ten (94.2 per cent) reported at least 
a “slight understanding" and more than — 
one-half of them (56.7 per cent) felt 
they had a “moderate or good under- 4 
standing" of the term community mental 
health. 

When asked to define community. 
mental health, they were about equally 
divided between describing it as “a gen- 
eral attitude, comparable to the clinical” 
attitude or the research attitude" (47.5 — 
per cent), or describing it as "an area 
of substantive interest, comparable to 


juvenile delinquency or mental retarda- — : 


tion" (41.7 per cent). 
When their “interest” in community — 
mental health was elicited, more than 
two-thirds (67.5 per cent) responded — 
that they currently were interested in 
community mental health and probably — 
would be interested in the future. Also a — 
rather impressive 93 per cent indicated 
that they were either currently inter- - 
ested or might be interested in the fu- 
ture. Slightly more than one-fourth — 
(27.5 per cent) of these psychiatrists in - 
training said they were interested in ob- - 
taining postresidency training in com- 
munity mental health. Of this group 
interested in further training approxi- 
mately one-third desired the postresi- - 
dency training on a full-time basis. 
These psychiatrists then were asked 
to note their present as well as possible 
future interest in 11 substantive areas; 
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TABLE 2 


TRAINING TIME PREFERRED BY PSYCHIATRIC RESIDENTS 
(PERCENT DISTRIBUTION) 


Training Area 


Intensive depth psychotherap 
Consultation theory and 
techniques 


Clinical diagnostic skills 
Concepts of. allied social 
sciences 


Clinical research 


Administration 
Experience in training and 
teaching 


Short term or crisis therap 

Psychopharmocology or 
chemotherap 

Community organization or 
knowledge of agencies 


Clinical neurolog 


Epidemiology or ecolog 

Action research or program 
evaluation 

Public health principles or 
techniques 


Neuroanatomy or neurophysiolog 


Mental health education 

Knowledge of individual 
psychod ynamics 

Knowledge of family or group 
psychod ynamics 


17. 


18. 


which to many professionals form a 
Gestalt, representing community men- 
tal health. Their interest in these sub- 
areas of community mental health is 
given in TABLE 3. It is of interest to note 
that as a measure of consistency the resi- 
dents again responded with a large 
amount of interest in several of the same 


1 person = 0.8% 


: 
|ime | Time | Amount; Response 
gs | a7 | sol ss 
fue | 2 | sol 33 
[ss | ur | coe) ur 
"mE 
[a | aa | mo] i2 
mus ual es] us 
"ET. 
Ls | e| sz] ae 
ETEEPREPHEET 
EE Cu ane ur 
Ee [ sol mal uz 
[s | sa | seal as 
i ae 
[as | xi] mo| 2a 
mo |. x si] n: 
Vise | ur | wal 3a 
oie a 
A olala 


items in which they desired more train- 
ing as reported in TABLE 2. Of particular 
interest were six areas selected by 70 
per cent or more as being of current or 
of definite future interest. These were: 
(1) “consultation theory and tech- 
niques,” (2) “short-term or crisis 
therapy,” (3) “principles and concepts 
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TABLE 3 


RESIDENT’S INTEREST IN SPECIFIC SUB-AREAS OF COMMUNITY MENTAL HEALTH 
(PERCENT DISTRIBUTION ) 


1 


Present 


Sub-4reas and 


Future 


1, Consultation theory and 
techniques 6. 


2. Administration 


1 person = 0,8% 


2 3 55 
Present, 


Not 
Present, 
but 


not No 
Future Answer 


3. Community organization 21.7 2.5 
4, Short term or crisis 

therapy 7. 1.5 18.3 5.8 8 
5. Public health principles 

and techniques 1 0. 1.7 
6. Action research or program 

evaluation 25.0 8.3 40.8 7.5 
7. Epidemiology, ecology, 

biostatistics, etc. 17.5 25.8 2.5 46.6 2.5 
8. Principles and concepts of 

allied social sciences Dect aoe 12.5 14.2 2.5 
9, Mental health education 

Skills and techniques 40.8 3215 10.0 15.0 1.7 
10. Working with entire family 

rather than only 

individual patients 46.6 24.1 15.0 11.6 2.5 
ll. Planning with and utilizing 

other community resources 

for therap 60,8 20.0 1.7 


of allied social sciences,” (4) “mental 
health education skills and techniques,” 
(5) “working with entire family rather 
than only individual patients,” and (6) 
“planning with and using other com- 
munity resources for therapy” (TABLE 
3, items 1, 4, 8, 9, 10, 11). 
Attitudes and Interest in Comprehen- 
sive Community Mental Health Cen- 
ters. A description of comprehensive 


community mental health centers * as 
stated by a nationally prominent spokes- 
man for community mental health was 
included in the questionnaire. The resi- 
dents then were requested to indicate 
their “agreement and willingness to use 
these centers as the basic approach to 
meeting the total mental health needs of 
a community.” More than eight out of 
ten (83.3 per cent) both agreed with 


tum r: I iagnosis and evaluation services; early, intensive, outpatient 
psychiatric treatment; inpatient care for acute cases que e 


; and evaluation and treatment for the 


; the addict, the emotionally disturbed child and the adolescent. 
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the concept of comprehensive commu- 
nity mental health centers and were 
willing to use their facilities. Seven per 
cent disagreed with the concept of these 
centers but nevertheless, still would use 
their facilities. This means that 90 per 
cent agreed with or at least would be 
willing to use these comprehensive com- 
munity mental health centers. Eight per 
cent were undecided as to the centers, 
but no respondent both disagreed with 
the concept and would refuse to use the 
centers. 

The psychiatrists were asked if they 
would consider working in such centers. 
Slightly more than three-fourths (76.7 
per cent) of them stated they would 
indeed consider working in these cen- 
ters. Fifty-seven per cent were willing 
to consider working at least half-time 
and 17 per cent were willing to enter- 
tain full-time employment. Following 
this, they were asked to indicate what 
they considered an adequate salary for 
a full-time staff position in 1964. The 
salary range was from a low of $7,000 
to a high of $35,000 per year. Their 
response is noted (Chart 1) below: 


CHART 1 


SALARY FOR FULL-TIME POSITION IN 
Community MENTAL HEALTH 


CENTER 
Percent 
Salary Indicating 
1. Less than $10,000 0.8 
2. $10,000 to $12,999 6.7 
3. $13,000 to $15,999 20.8 
4. $16,000 to $18,999 20.8 
5. $19,000 to $21,999 30.0 
6. $22,000 to $24,999 4.2 
7. $25,000 to $29,999 10.8 
8. «More than $30,000 3.3 
9. Noanswer 2:5 


| 


Ne) 
iz] 
o 
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The next question asked them to rate 
21 employment factors indicating the 
importance they attached to each factor, 
regarding their choosing to work in com- 
munity mental health centers (TABLE 
4). When factors rated either “very im- 
portant” or “moderately important” 
were combined, there was near una- 
nimity (selected by approximately 90 
per cent or greater) regarding the pre- 
eminent importance of six items: (1) 
“clinical work with patients," (2) "sal- 
ary,”, (3) “secretarial and other staff 
assistance,” (4) “opportunity for con- 
tinued formal professional education,” 
(5) “informal communication and at- 
mosphere," and (6) "clinical confer- 
ences" (TABLE 4, items 2, 5, 11, 12, 13, 
16). It is of interest to note that two 
items were felt to be relatively unim- 
portant by more than half of the re- 
spondents. These were "freedom from 
administrative responsibility" and “civil 
service type personnel plan" (TABLE 4, 
items 3, 9). Opinion was about equally 
divided regarding whether two factors 
were important or unimportant. These 
were “retirement benefits" and “a long- 
range career development plan" (TABLE 
4, items 8, 17). 

Professional Career Goals—Short 
Term or Five-Year Goals. The respond- 
ents were asked to indicate what types 
of professional activities they expected 
to be performing five years after their 
training (TABLE 5). These residents an- 
ticipated performing a wide variety of 
professional activities. More than 50 per 
cent of the total group planned to par- 
ticipate in all but one of the seven listed 
professional activities. The one excep- 
tion was “administration” (item 7), in 
which only 48 per cent anticipated the 
activity. At the upper extreme was 
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TABLE 4 


IMPORTANCE OF FACTORS REGARDING EMPLOYMENT IN COMMUNITY MENTAL HEALTH CENTERS 
(PERCENT DISTRIBUTION) 


Factors 


l. Opportunity for research 


itm | 3s.  § | EMEN 
Very Moderately} Slightly Un- No 

Important _Important| Important _Important| Response 
34.2 36.7 23.3 3.3 
Tl a 


1 person = 0,8% 


2. Clinical work with patients 1.7 
NEST SERO | ans onn | os omes | 

3 responsibility 15.8 31.7 30.8 20.8 8 

4. Opportunity for promotions 26.7 41,7 19.2 10.0 2 

m wi u 

6. Professional supervision PAETAE 17.5 7.5 

Za Library tactlisies a ee 

8. Batirenent benefice ee ar ns 

2, civil service personnel plan | e7 ma | w2 wa 
Ability to attend professional 

10, meetings 48.3 38,3 8 
Secretarial and other staff 

ll, assistance 59.1 31,7 7 +8 
Opportunity for continued: formal 

12 professional education 1 
Informal communication and 

1 atmosphere 

14, Program for inservice training Al 8 10,8 1. 
Metr of professional activites | azs soa | 192 — 3 | w 

16, Clinical conferences ees... | 8 

lZ. A long range career development plan Hage gonna Beal 27.5 17.5 

B. Autonomy in professions) decision | 33.393. | is == |] 
Office or research equipment 

19, and supplies 28, 8 ERTE 1 

20. Sharing in administrative decisions | 27,5 a | 22 3,3 | 
Office or work facility and 

21. furnishings 13 6.7 


“clinical work” (item 1) which all but 
one person or 99 per cent anticipated 
performing. “Teaching or training of 
mental health professionals” (item 2) 
was the second most frequently antici- 
pated activity (82 per cent). 

The response concerning the setting 
or base from which to perform these 
activities reveals that these psychiatrists 
primarily plan to perform clinical or pa- 


tient-care activities (item 1) from a 
private practice setting and, to a lesser 
extent, a university setting. Of signifi- 
cance is that they plan engaging in clini- 
cal activities only minimally from 
community mental health centers. Mean- 
While they would perform other activ- 
ities, e.g., teaching, consultation ahd re- 
Search (items 2, 3, 4, 5, 6) from a 
university, from a community mental 
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health center and, to a lesser extent, 
from a state hospital or private prac- 
tice. 

Long-Term or Twenty-Year Goals. 
In the last question respondents were 
asked to anticipate what they would be 
doing at the end of 20 years—a very 
long time, indeed, as several observed. 
The responses are reported in TABLE 6 
and can best be summarized by noting 
the differences or trends between their 
five- to twenty-year goals. Additional 
statistical analyses are indicated, but 
two trends seem obvious. The first is 
that these psychiatrists, as a group, plan 
on doing less clinical work (item 1), 
less administration (item 7), and less 
consultation to other “care-giving” per- 
sons (item 5). Reciprocally, they plan 
on doing somewhat more "teaching and 
training of mental health professionals" 
(item 2). The second trend involves 
shifting the setting for some activities 
such as consultation or administration 
away from community mental health 
centers and towards university centers. 
Even for clinical activities, which earlier 
were only minimally within community 
mental health centers, a similar trend is 
noted—that is, away from community 
centers and, for this particular activity, 
towards both private practice and the 
university. 


SUMMARY 


This paper presents the initial results 
of a survey to determine the professional 
goals and training plus the attitudes and 
perceptions of community mental health 
as reported by psychiatrists currently 
training in Massachusetts. The generali- 
zation of the data to other geographical 
areas is obviously limited to the extent 
that this group is characteristic of other 
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psychiatrists currently in training in this 
country. 

Descriptive Information. Approx- 
mately 90 per cent of the residents in the 
group were males, which is very similar 
to the present national ratio of male to 
female psychiatrists. Twenty-five per 
cent of the respondents were currently 
training in child psychiatry; the national 
ratio is approximately 11 per cent in this 
subspeciality.5 The majority described 
themselves as psychoanalytically ori- 
ented, and almost one-half of the resi- 
dents had been or were currently in psy- 
choanalysis. 

Psychiatric Training. Current psy- 
chiatric training focuses primarily on 
developing clinical diagnostic skills and 
knowledge of individual psychody- 
namics; to a lesser degree, knowledge of 
group psychodynamics, and to a con- 
siderably lesser degree, knowledge of 
consultation theory and techniques. Sub- 
stantial numbers of residents, however, 
desire that greater emphasis be placed 
on a broader subject coverage. For ex- 
ample, throughout the questionnaire 
there were evident a consistent interest 
and a desire to learn more about social 
sciences, family dynamics, consultation 
methods, mental health educational 
skills and knowledge of community or- 
ganization. 

Interest in Community Mental 
Health. This group of residents gener- 
ally felt they possessed good understand- 
ing of the term “community mental 
health.” Almost without exception this 
group of residents indicated either a cur- 
rent interest or felt they might be inter- 
ested in the area of community mental 
health in the future. One out of four 
was interested in obtaining postresi- 
dency training in this field. 
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Interest in Community Mental Health 
Centers. These current trainees are in 
remarkably solid accord with the con- 
cept and application of comprehensive 
community mental health centers. They 
are willing to, use these centers profes- 
sionally, and substantial numbers of 
them are interested in being employed 
in the centers if "the price is right." 
That is, the salary must be competitive, 
and other "administrative environ- 
mental" factors must be provided. These 
factors include opportunity to continue 
their formal professional education; ade- 
quate secretarial and other staff assist- 
ance; ability to attend professional meet- 
ings; opportunity for teaching; library 
facilities; informal organizational struc- 
ture; autonomy in professional deci- 
sions, and last, but perhaps of greatest 
importance, rewarding clinical work 
with patients. 

Professional Career Goals. It is 
readily apparent that a vast majority of 
these psychiatrists do not perceive work- 
ing in a community center as their long- 
term career goal. Private practice or a 
university setting is the “career ideal” 
which attracts most of them. Although 
it appears that substantial numbers may 
indeed be available early in their careers 
for employment in community centers, 
this is viewed basically as a transitional 
phase and generally one to be performed 
on a part-time basis. Also the commu- 
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nity mental health center is viewed as a_ 
setting in which these psychiatrists an- 
ticipate performing a relatively minimal 
amount of clinical activities although 
they view it as considerably more satis- 
factory for other activities, such as con- 
sultation, administration, teaching and” 
research, f 

Although there are many disquieting 
implications related to psychiatric man- 
power which will present major chal-- 
lenges in the future, the preponderance 
of the study discloses a potential or “indi 
nate” interest in psychiatric residents 
which, if it continues or is developed by 
training centers, would be highly favor- 
able for the community mental health - 
movement. 
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Some trade union collective bargaining health and welfare plans include 
mental health services among their benefits. The UM: WA Welfare Fund was 
one of the earliest. A series of medical group practice plans in coal mining 
communities provide psychiatric and social services. Location of community 
health centers in group practice clinics and union health centers as well as in 


general hospitals and health department centers is essential. 


TAE UNION COLLECTIVE bargaining 
health and welfare funds, group 
health plans, and union health centers 
are current developments in health 
services organization of special interest. 
Attention is paid here to their mental 
health components. Better integration 
of these nongovernmental programs 
with tax-supported services is suggested. 

The river of health services, fed by 
the torrent of new information and 
changes in our society, has become tur- 
bulent and produced eddies, foam and 
froth. 

The volume of medical knowledge has 
increased rapidly, resulting in growing 
specialization among health personnel. 
It also has caused increased costs of 
health care services, perhaps best typi- 
fied by the rapidly rising hospital-per- 
day costs and by the astronomical ex- 


pense of a single severe mental illness, 
a case of cancer or of a stroke. 

Specialization has brought the decline 
of the personal physician, producing no 
valid substitute for the “general prac- 
titioner” or “family doctor.” Yet we live 
in an era when more personalizing, 
human contact is needed as well as co- 
ordination of the many complex aspects 
of medical care for the individual and 
his family over a long period of time. 
Scientific technicians are producing in- 
formation and specialized methods al- 
most as a sorceror’s apprentice. But who 
is using these advances in a properly 
balanced context to keep people well, to 
assure early application of services and 
to observe their effects carefully over 
long periods of time? 

We cannot all labor in the vineyards 
of our own special interests and some- 


* Based on a shorter version presented to the 1965 annual meeting of the American 
Orthopsychiatric Association, New York, New York. 
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how magically produce a balanced 
service. We never have had a golden age 
of perfect balance in our health care sys- 
tem. Let us have no illusions that we 
have such now. 

The relationship between mental 
health personnel and other medical prac- 
titioners is not exempt from this trouble. 
The gap has widened into a chasm. For 
example, the psychiatrist and the intern- 
ist are doing good work as separate 
specialists now. But the psychiatrist and 
other physicians work in different osfices, 
different hospitals and different health 
centers. They even associate with dif- 
ferent types of nurses and social workers. 
Attempts are being made to bridge this 
gap with lectures, panels and short 
courses, e.g., on psychiatry for “general 
practitioners." * 9-10, 17, 18, 29, 36-39 There 
is occasional recognition of the need to 
train the internist, today's adult personal 
physician, in psychological medicine. 

But would it not be better if the psy- 
chiatrist and the other physicians worked 
together daily in a unified organization, 
if they saw each other in the ordinary 
course of events in the same building as 
participants in the same health care 
plan? 

To help answer this let us look at 
some administrative, historical and 
sociological trends, especially the 
growth of prepaid medical group prac- 
tice. 


ORGANIZATION OF PAYMENT 
AND SERVICE 

Certain trends, concepts and prin- 
ciples in the field of medical care ad- 
ministration have developed as a pro- 
fessional consensus.5: 11, 31 Among these 
are the following: 


—The social organization of payment 
for and provision of health service 
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requires conscious planning against 
carefully considered sets of stand- 
ards. 

—Regionalized planning and func- 
tioning of services must be sought. 

—Quality and comprehensiveness of 
patient care are primary criteria for 
sound services. 

—Easy access to service with removal 
of financial barriers is essential for 
early diagnosis and institution of 
management or therapy. 

—Methods of evaluation must be 
built into any sound health care 
system. Medical "audit" against a 
standard of perfection helps in 
achieving objective judgments of 
the levels of quality, continuity and 
coordination of care. 


Has all this actually happened in our 
health care system in the United States? 


THE GROWTH OF SOCIAL 
FINANCING 


A rapid increase in the social organ- 
ization of payment for health services 
has occurred through taxation and 
through voluntary health insurance.” 
Some 75 per cent of the United States 
population has at least part of its hos- 
pital bills paid through hospital expense 
insurance, and about 25 per cent of the 
country's medical care dollars are spent 
through tax-supported services includ- 
ing, of course, a high proportion of the 
care provided the hospitalized mentally 
ill and mentally retarded. 

In nineteenth-century America the 
“lodge doctor" provided prepaid medical 
care to urban workers and other low 
income urban dwellers through arrange 
ments made by fraternal orders, mutual 
benefit societies and other “benevolent 
Organizations, tending to follow the 
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nationality patterns of immigrant 
groups. The "camp" or “company” 
doctor provided prepaid care for the 
miner, including the coal miner, under 
the so-called “check-off” system, i.e., 
through wage. deductions. The railroads 
developed prepaid "contract practices" 
with retained physicians and in certain 
central locations their own hospitals. 
During the first half of twentieth-century 
medical group practice, the union health 
center, the cooperative group health 
plan, Blue Cross and commercial *health 
insurance" either came into existence or 
grew rapidly. 

The social organization of health 
services has also increased. In addition 
to the growth of the hospital there has 
been the rise of group practice. Medical 
group practice sprang from two main 
sources in the United States: the mutual 
benefit, consumer or industry-sponsored 
group health plans on the one hand and 
the Mayo Clinic type of private medical 
partnership on the other.?^ The Health 
Insurance Plan of Greater New York, 
the Kaiser Health Plans, the Group 
Health Association of Washington, D.C., 
and the Group Health Cooperative of 
Puget Sound are well known examples 
of current group health plans. The Mayo 
Clinic, Cleveland Clinic, the Ochsner 
and Palo Alto Clinics are examples of 
leading private medical groups. 


HEALTH AND WELFARE BENEFITS 
UNDER COLLECTIVE BARGAINING 


In 1926 the Amalgamated Associa- 
tion of Electric Rail Road Employees of 
Newburgh, N.Y., persuaded the Public 
Service Corporation of New York to 
adopt what is now considered the first 
health and welfare clause in a collective 
bargaining agreement^? At that time 
only six local unions were known to 
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have direct medical service arrangements 
for their members ** although many had 
death and sickness cash benefit plans. 

By 1945 a United States Department 
of Labor survey found health benefits 
under collective bargaining for 600,000 
workers in the total labor force of ap- 
proximately 50 million. (Twenty years 
later the number of persons covered is 
in the tens of millions.) 


THE UMWA WELFARE AND 
RETIREMENT FUND 

In 1946 the creation of the United 
Mine Workers of America Welfare and 
Retirement Fund doubled the number 
of persons covered by collective bargain- 
ing agreements—in all some 400,000 
working and pensioned coal miners and 
several times that number of persons in 
their families.!2 1% 28 It hastened the 
trend of employer payment on behalf of 
the employe, the so-called “noncontrib- 
utory” method of financing. John L. 
Lewis, now chairman of its Board of 
Trustees, held that the industry that 
creates them must pay for the human 
costs of production. A royalty was paid 
into the Fund on each ton of coal mined 
and the monies allocated primarily for 
old age pensions and for medical care. 

Mining is a hazardous occupation. 
Much insecurity is involved in the 
miners’ daily lives. Injury, disability and 
death are high prevalence risks. The 
need for good medical care is an obvious 
one and a definitive survey had shown 
that the miners’ medical care was poor. 
Therefore an extensive medical care pro- 
gram was undertaken. 


MEDICAL PROGRAM OF THE 
MINE WORKERS’ FUND 


The medical work of the Bituminous 
Fund began with comprehensive services 
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for paraplegic miners. Rock falls occur 
commonly in coal mining, and not un- 
commonly they break backs and sever 
spinal cords. Rehabilitation was thus 
the first major emphasis. Service also 
was undertaken for miners with chronic 
chest disease, especially “silicosis,” “an- 
thracosilicosis” and “coal workers’ 
pneumoconiosis.” 

In 1949 the Fund embarked on the 
broadest general medical care plan 
undertaken for a nationwide industrial 
grouping in the United States up to that 
time. Arrangements were made with 
hospitals, physicians, dentists and phar- 
macists to provide services for some two 
million Fund beneficiaries. Essentially 
the same program has continued, but 
the precipitous decline in coal mining 
employment has reduced the number of 
persons eligible for Fund benefits to 
about a third of this earlier total and has 
resulted in a much older age group to 
be served. 

Those eligible for the medical care 
services of the Fund include working 
miners and pensioners, their wives and 
children, dependent mothers and fathers 
living under the same roof, unemployed 
and disabled miners and their depend- 
ents, 


MEDICAL MANAGEMENT 


The program struggled to bring the 
influence of high quality specialized 
services to the many health problems of 
the coal mining family. It was concluded 
relatively early that “medical manage- 
ment” ?° was crucial. This term was 
adopted to stress continuity of care by 
the same qualified personal physician 
with the same patient, coordinating the 
work of the specialists, the laboratory, 
the nurse and of other health personnel. 
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Such efforts were found to avoid waste 
ful duplication and to minimize ce 
expensive services, such as hog 
stays. Internists and general practitioner 
were looked to primarily for “med 
management,” with the Fund’s A 
Medical Office personnel providing 
ordinating services. 


MENTAL HEALTH BENEFITS 


Psychiatric diagnosis and therapeuti 
trial are within the scope of Fund bene 
fits. So is short-term therapy (inpatien 
or outpatient) .!^: ?! Services are paid fo 
if tax-supported care is unavailable or 
of inferior quality although efforts a 
are made to bolster the official servi 
as well as to participate in the volun 
community mental health agencies. 
attending psychiatrist, the family physi 
cian and Fund professional adminis! 
tive personnel are involved in 
decision-making about place and amoun 
of service to be paid for by the Fund. 

Rehabilitation, referral and follow-uj 
are arranged for by the Fund's pro! 
sional administrative staff as part of i 
attention to comprehensiveness and cori 
tinuity of patient care. Referrals includ 
initiation and follow-up in mental h 
pitals, child guidance centers, progra 
of vocational rehabilitation, health 
partments, crippled children's servi 
visiting nursing associations, family 
children’s agencies, Alcoholics Anony 
mous and other public and volunt 
health and welfare agencies. ] 

Service for the physically disabl 
(e.g, paraplegics) is sought in cen 
which include services for the emo! 
problems of the disabled in addition t 
the expected physical medicine 
other medical services. 

The quality and comprehensiveness © 
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the services actually received are vari- 
able depending on the state or the com- 
munity the coal miner and his family 
have the good or bad luck to live in. If 
they are Negroes, they have special diffi- 
culties.1® Eligibility for Fund benefits, 
however, is equal for all races, creeds 
and colors. 


MEDICAL GROUP PRACTICE AND 
GROUP HEALTH PLAN 
RELATIONSHIPS 


Finding and developing managing 
physician service in medical group prac- 
tice and group health plan settings has 
become a major method of the Fund.'? 
This increases the chances of bringing 
general practitioners, internists, pedia- 
tricians, psychiatrists and other special- 
ists into a unified organization and of 
creating a health plan able to work at 
comprehensive and continuous health 
care. It helps coordinate Fund-paid 
services with the miners’ “check-off” for 
general practitioner services, which still 
exists in many vicinities and constitutes 
a source of additional financing. 

Above all, this method enables some 
miners to participate actively in their 
own health affairs. 

A high proportion of all Fund 
eligibles now obtain their services 
through some 12 new group health plans 
with offices in about 35 mining com- 
munities. These are independent and 
autonomous health plans with the Fund 
as their main source of income. Their 
basic structure is that of autonomous 
medical group practices with nonprofit 
sponsoring boards. Services ate avail- 
able to the norimining population in their 
communities on either a prepaid or on 
a fee basis. These organizations provide 
fairly comprehensive, prepaid medical 
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care to some hundreds of thousands of 
people throughout Appalachia. 

Two such plans serve a high propor- 
tion of the 37,000 Fund beneficiaries for 
whom our Pittsburgh Area Medical 
Office is directly responsible. 


NEW KENSINGTON CLINIC 


One of these, the Russellton Medical 
Group, has its central offices in the New 
Kensington (Pa.) Clinic. Its psychiatrist, 
Dr. Marvin Plesset, reported at the 
American Orthopsychiatric Associa- 
tion’s 1965 annual meeting on some re- 
sults of his “medical psychology in daily 
practice" sessions with the group's in- 
ternists and general practitioners.°° The 
approach of Dr. Michael Balint is used 
in a situation which maximizes con- 
tinuity, coordination, integration of 
services and the teaching abilities of the 
psychiatrist. Our impression is that the 
content of daily medical practice has 
improved strikingly. (We would like to 
find research personnel interested in test- 
ing this view.) 


CENTERVILLE CLINIC 


The other, the Centerville Medical 
Group, is in Centerville, Pa., 75 minutes 
by auto south of Pittsburgh. It has at- 
tracted a full-time psychiatrist, a medical 
social worker and a “benefits counselor" 
(see below) to its staff. They are the 
first such personnel ever to practice in 
these communities. Its other medical 
staff consists of 23 full-time physicians 
(eight internists, seven general prac- 
titioners, two pediatricians, two general 
surgeons, two radiologists, an obste- 
trician-gynecologist and an orthopedist) 
along with approximately an equal 
number of part-time physicians, many of 
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them in the super-specialties (e.g., 
physiatry, hematology and urology). 


THE SOCIAL ENVIRONMENT 


The mines in the vicinity are mostly 
owned by large steel companies. They 
are highly productive and unionized, and 
some of them have a future. 

Automation, however, has forced 
many of the miners into early retirement. 
The unemployed or disabled men have 
great difficulties in finding alternate em- 
ployment. Other industries in the Pitts- 
burgh vicinity also have been laying off 
men, and the educational level of the 
former miner is at best that of high 
school graduation. No sizeable factories 
employing women or involving "light 
work” exist in these communities. 

The union (the United Mine Workers 
of America) is a powerful factor in the 
lives of the men and in their commu- 
nities. Some of the union relationships 
express themselves through Centerville’s 
sponsoring nonprofit corporation board, 
the Centerville Clinics, Inc. Although it 
is an independent entity, the nature of its 
membership and the way it conducts its 
affairs is greatly influenced by the 
union’s culture. In turn, the fact that a 
number of union leaders have attended 
a medical clinic board.meeting once a 
month year after year has a profound 
effect on the health care attitudes of 
many coal miners and their families. It 
has allowed many of them to relate 
readily to the psychiatrist and the social 
worker despite the strangeness of these 
professionals in these communities. 


PSYCHIATRISTS OBSERVATIONS 


; B 
Since the psychiatrist of this medical 
group recently has outlined a few obser- 
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vations, a paraphrase of some of them 
may be of interest: 


Functions of the psychiatrist include: 
treatment of some patients; supervision of the 
medical social worker and consultation with 
him on individual patients; consultations for 
physicians both in and out of the group; see- 
ing referred patients with problems too diffi- 
cult for others to handle; teaching doctors 
and social workers in scheduled sessions of 
periodic group meetings, in informal "curb- 
stone consultations" and through consultation 
reports in the patients' medical records; plan- 
ning mental health measures for the area with. 
assistance to community agencies, such as 
schools and welfare institutions. 

Accomplishments within the first few years 
have included acceptance by the medical 
group of the psychiatrist as one of the team 
rather than as a distant “outsider”; increased 
awareness of psychological, social and 
economic factors by the group's physicians, 
which increases their ability to handle psy- 
chiatric and psychosomatic problems; greater 
realization that psychiatrists also are in- 
terested in the total medical status of the 
patient and that in many cases psychiatric 
treatment does help; recognition that the 
Psychiatrist sometimes can assist in difficult 
medical problems and recognition of when he 
can assist; achievement of good relationships 
with doctors outside the group as well (re- 
ports giving psychiatric history, diagnosis 
and plan of treatment are sent promptly); 
Breater acceptance by patients of psychiatric 
service through word-of-mouth comments 
and by the changed attitudes of the referring 
Physicians; reduction of certain medical ex- 
penses, e.g., fewer hospitalizations for somatic 
complaints and avoided surgery. 


PSYCHOPHARMACEUTICALS 


One of the Fund medical care plan’s 
benefits is its ability to pay for long-term 
expensive drugs for the ambulatory of 
homebound chronically ill. This includes 
Psychopharmaceuticals, and they con- 
stitute 4 per cent of the drugs provided in 
the Pittsburgh area. The Centerville 
Medical Group’s psychiatrist comments 
on this point and its implications along 
the following lines: 


The group’s doctors have achieved an in- 
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creased knowledge of psychopharmaceuticals 
and a less faddish use of them. Their use with 
this low socioeconomic group is substantial. 
Drugs are part of the medical expectation of 
these patients who need to receive some con- 
crete evidence of treatment, and they help 
enable many patients to "save face.” ‘They 
are used as well to help some patients main- 
tain continuity of visits for psychotherapy 
and to accept other methods of treatments, 
e.g., social service counseling or environ- 
mental manipulation. 

The use of psychopharmaceuticals in the 
management of many psychotic and depressed 
patients has avoided many hospitalizations. 
Their use in severe neuroses and character 
disorders has also seemed to reduce dis- 
ability, hospitalization and the frequency of 
need to visit a physician. 


Problems in the clinic identified by the 
psychiatrist include: 


Underutilization by some physicians in the 
social and psychological problems of patients 
(helping them to refer appropriate patients is 
a high priority goal); overutilization by some 
other physicians who refer patients not need- 
ing to see a psychiatrist and thus turn over 
too many troublesome or difficult patients 
(including some referrals for commitment) 
in cases which the referring physician could 
take care of himself; improper preparation of 
some referred patients, e.g., giving them no 
preparation or inadequate preparation, some- 
times threatening them, sometimes overselling 
them on the services of the psychiatrist; diffi- 
culty in getting some patients to make the 
mental health visit, a problem helped by 
proper physician referral and by the social 
worker's activities; need for the full mental 
health team and facilities, including a special- 
ist in child psychiatry, special facilities for 
children (e.g., a playroom with toys), a 
clinical psychologist and hospital facilities 
with properly trained personnel; need for 
more total staff time to help more people with 
more problems; need to apply special methods 
to get these patients to accept psycho- 
therapy because of their low socioeconomic 
status, the nature of their culture and their 
aging. 

It should be noted that mental health 
services provided by the clinic’s psy- 
chiatrist and social worker are without 
coinsurance or deductibles. “First-visit 
coverage” and “service benefits” (ie., 


713 


no fee payment vy the miner) have 
worked well—perhaps because of the 
long history of prepaid medical care 
among the miners. 


THE BENEFITS COUNSELOR 


One of the most interesting positions 
developed at the Centerville and New 
Kensington Clinics has been that of the 
“benefits counselor.” These are former 
coal miners interested in helping union 
members to realize their rights and op- 
portunities in spheres such as unemploy- 
ment insurance, workmen’s compensa- 
tion, disability pensions and public 
assistance. They “expedite” the solution 
of many problems. 

From a preventive mental health 
standpoint the benefits counselors are of 
great assistance. They are of the culture 
and work experience of the population 
they serve. Without a trusted counselor 
of this sort the disabled or unemployed 
workers face alone (or feel they must 
face alone) the threat of removal from 
their usual culture to find their own way 
in the maze of governmental programs 
and a new daily life they did not seek or 
want. 

Drs. Robert Reiff and Frank Riess- 
man of the National Institute of Labor 
Education Mental Health Program ?* 
have made some preliminary observa- 
tions of these benefits counselors. The 
skills needed are to be analyzed more 
closely, and opportunities for training, 
which might further raise their level of 
functioning, will be sought. 


MENTAL HEALTH BENEFITS IN OTHER 
COLLECTIVE BARGAINING 
AGREEMENTS 


Other trade union collective bargain- 
ing health plans obtain their benefits 
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through commercial insurance, Blue 
Cross and Blue Shield or through group 
health plans. They provide varying de- 
grees of protection against the cost 
of mental health services. The sub- 
ject has been rather thoroughly sur- 
veyed.« 16, 20, 22, 25, 88 One of the papers 
given at the American Orthopsychiatric 
Association meeting on psychiatric in- 
surance deals with the extensive mental 
health benefits recently included in the 
United Automobile Workers’ contract 
with the auto industry. ^ 


MENTAL HEALTH SERVICES IN GROUP 
HEALTH CLINICS AND IN UNION 
HEALTH CENTERS ?? 


A review of the prepaid group prac- 
tice plans indicates differing practices.!9 
The St. Louis Labor Health Institute in- 
itiated a service in 1946 with part-time 
psychiatrists providing consultation and 
treatment, mostly of three to ten half- 
hour sessions.‘ The psychiatrist of the 
Philadelphia Sidney Hillman Medical 
Center of the Amalgamated Clothing 
Workers reported extensive use of group 
psychotherapy. The New York Sidney 
Hillman Health Center was among those 
reporting at a special session at the 
Orthopsychiatric meeting? 

The fullest psychiatric staffing and ac- 
tivity has been that of the Southern Cali- 
fornia Kaiser Health Plan with the Re- 
tail Clerk's Union of Los Angeles,* 44-46 

Some of these reports indicate that the 
role of the psychiatrist and of other 
mental health personnel in a group prac- 
tice setting may be limited in function 
to those of a consultant or referral 
specialist living in fairly water-tight 
compartments. Thus, it would be an 
error to assume that mere inclusion of 
such personnel as members of a medi- 
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cal group will automatically result 
full and appropriate use of their s 
e.g, in the teaching of other medi 
colleagues. Proper functional integr: 
tion must be worked out carefully a 
skillfully. 


VOLUNTARY OR TAX-SUPPORTED 
MENTAL HEALTH SERVICES? 


Voluntary health insurance und 
collective bargaining cannot be reli 
upon to furnish a very high perce 
of the mental health and mental reta 
tion dollar, we have been warned. n 


ing are clearly necessary if we are 
begin to provide more adequate support 
for mental health services. 

But what about the structure for the: 
provision of services? Community men- 
tal health and mental retardation cen- 
ters °° can and should be located in group. 
health clinics, union health centers and | 
in industrial medical settings as well as 
in health department centers and ini 
general hospitals,*! in as many instances 
as possible. Such integrated commun 
health centers 1! would provide a com- 
prehensive range of preventive and cura 
tive medicine, combining mental health 
with general medical services financed by 
public money and private prepayments: 
Such centers would make possible im 
portant service, research and train 
opportunities and would assist in the im 
plementation of many indicated me 
illness control methods.?? 

Bridge-building attempts of this 
are essential if we are to escape fi 
our fragmentation and our isol 
from each other. If psychiatrists 
other physicians really believe 
human beings must be treated as Whi 
people, would it not follow that we musi 
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put our health services together into a 
*unified whole," preferably an integrated 
community health center? 


SUMMARY 


Specialization has resulted from in- 
creased knowledge, but also in frag- 
mentation of care. Trade union collec- 
tive bargaining health agreements have 
extended certain prepaid medical care 
benefits, but cover psychiatric care mini- 
mally. The United Mine Workers of 
America Welfare Fund includes certain 
mental health services among its bene- 
fits. Provision of psychopharmaceuticals 
for ambulatory or homebound patients is 
extensive. Some medical group practice 
plans in coal mining communities pro- 
vide psychiatric and social services. 
“Benefits counselors" with two such 
group health plans function as mental 
health and social service aids. Psychiatric 
services in certain other prepaid group 
practice plans and under some other 
collective bargaining agreements are 
characterized briefly. 
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SOCIAL CHANGE AND THE ORGANIZATION 
OF MENTAL HEALTH CARE" 


HOWARD E. FREEMAN, Ph.D. 
Professor of social research and director of the research center, Florence Heller Graduate School for 
Advanced Studies in Social Welfare, Brandeis University, Waltham, Mass. i 


Current planning and action efforts in the health and welfare fields are stimu- 
lating and demanding further reorganization of mental health programs. In 
this paper the social forces impinging on current mental health practices are 
noted, the direction of changes in mental health programs is described and 
speculations on the shifts in organizational and role relationships among 


mental health practitioners are provided. 


prow AND MODIFICATION in med- 
ical care practices at least in the west- 
ern world supposedly are based on sci- 
ence and rationality.! Scientific thought, 
we are told, evolves slowly. Even appar- 
ently marked changes are the results of 
previous converging tendencies, and 
“great discoveries" usually are natural 
steps in a long-term process." Perhaps 
the development of preventive and treat- 
ment practices in some areas is consist- 
ent with these observations, but such 
practices do not characterize program 
development in the mental health field. 
Apparently the treatment of mental ill- 
ness within the known history of man 
has been dominated by social, political 
and ideological factors. Mental health 
programs are rooted more in moral and 
legislative elements than in medical and 
scientific ones.? 

It is tempting to dwell on the reasons 
underlying the limited “internal” strength 


of the mental health field. But comments 
on its unscientific qualities, on the lim- 
ited agreement about its boundaries, and 
on its ambiguous, interstitial place be- 
tween the medical and social sciences 
are unnecessary. The field is most con- 
spicuous as the object of criticism and as 
the subject of harsh popular and schol- 
arly reviews. 

The pace and flow of program modifi- 
cation are to be noted, however. Views 
on the needs and length of hospitaliza- 
tion; notions on the function of commu- 
nity health centers; opinions on the 
treatment roles of psychologists, social 
workers and other nonmedically trained 
persons, and ideas on the substance of 
preventive programs have changed radi- 
cally.* To some extent these changes are 
a consequence of research efforts, but to 
a much larger degree, they are a matter 
of extrascientific influence. Without dis- 
puting the appropriateness of these 


* Presented at the 1965 annual meeting of the American Orthopsychiatric Association, 


New York, New York. 
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changes, it is fair to observe that the 
structure of the mental health field is un- 
stable. The rate of reorientation has 
been so rapid and the shift so extreme 
that the reintegrating and institutional- 
ization that usually occur after a period 
of sharp modification have not yet taken 
place." 

Undoubtedly mental health treatment 
programs will continue in their own 
right, and there is considerable energy 
being expended in order to implement 
the Joint Commission’s recommenda- 
tions.? But the field also is an attractive 
entry point for the “great society” efforts 
of today. Given the current volatile state 
of the mental health field and its his- 
toric responsiveness to political and so- 
cial processes, marked and dramatic 
philosophical and program shifts may be 
predicted. 

In the past several decades the social 
and political forces have intervened both 
directly and indirectly in mental health 
practices and efforts. But the current 
round of change is likely to come largely 
secondhand from ideological and pro- 
gram modifications in other areas 
through the convergence of a set of 
"forces" on the mental health field. In 
public health there is a renewed interest 
in the treatment of existing disease con- 
ditions in comparison with incipient 
ones. Thus there is considerable restruc- 
turing of organizational arrangements 
for health programs and of the roles of 
the consortium of practitioners engaged 
in community health activities." In the 
field of welfare there is marked dissatis- 
faction with the existing definitions of 
agency boundaries, client populations 
and the concept of individualized treat- 
ment. These attitudes are reflected in an 
increased emphasis on a sociological 
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rather than a psychiatric frame of 
reference in the academic training of 
professional social workers as well as 
the inclusion and increased respect for 
"indigenous participation” in com- 
munity efforts.5 Finally, in the social 
sciences there is increased concern with 
the problems of program evaluation and: 
with the roles of social scientists in the 
development of health and welfare 
policy. Both at a local and federal level 
views and program ideas of social 
scientists have been widely imple- 
mented.? | 

The current posture of public health; 
the present stance of social welfare and 
the shifts in interest among social sci- 
entists have at least to some extent re- 
sulted in changes in policy at a political 
level although undoubtedly there is @ 
to-and-fro process with these groups be- 
ing responsive to current political policy 
as well as influential in it. Notwithstand- 
ing the direction of influence, it is rather. 
evident that a set of principles for action 
has evolved that in many ways is dis- 
continuous with current mental health 
programming. Although in the writing 
of certain social psychiatrists one may 
find pronouncements similar to those 
that underlie the “great society" efforts 
and the activities of the Office of Eco= 
nomic Opportunity, certainly much of 
antipoverty programming does not 
square with current activities in the men- 
tal health field. At a general level in the 
new scheme of things health in itself i$ 
looked upon as a means, not as an end; 
of program efforts. The objective of thé 
“great society" program is to modify the 
social order in ways that minimize 
criminatory and exclusion practices ass 
ciated with ethnic and cultural variable$ 
and with intergenerational competency: 
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The acceptable slogans of the day are 
“stamp out the lower class," not “reduce 
intrapsychiatric problems” and “cut 
down on anomie,” not “resolve oedipal 
conflict." Health, including mental 
health, certainly is important for the un- 
employed person who is mentally or 
physically ill, needs medical care, can- 
not make use of job training and educa- 
tional opportunities and consequently 
fails to participate fully in the "great 
society." But the restoration of health 
is not the end in itself or looked upon as 
a gain unless it leads to economic and 
social advancement. 

Likewise, the criteria of success are 
not individual characteristics but com- 
munal ones. Self-satisfaction of persons 
and their performance in ways consistent 
with personal value commitments are, of 
course, recognized as important, but 
only because it is assumed that these 
must be realized in order to provide the 
proper motivational outlook and level 
of aspirations so as to participate as 
fully as possible in the economic and so- 
cial life of the community. The hobo, 
for example, no matter how *happy" 
and *well adjusted" he is, has no place 
in the scheme of things. Some may 
argue, of course, that these viewpoints 
are not inconsistent with current mental 
health activities and particularly with 
community programs, but I would ques- 
tion whether or not this is indeed the 
case. 

Almost without exception mental 
health programs and the vast majority of 
community clinics begin with the suppo- 
sition that their clients are “special” 
cases. This position is perhaps most clear 
in treatment programs for formerly hos- 
pitalized patients. Thus they concentrate 
on the treatment of emotional disorders 
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and emphasize the remission of symp- 
toms of psychiatric illness. It seems 
rather clear, however, that many of the 
problems of work behavior among those 
in psychiatric treatment are not illness- 
connected but stem from the complexi- 
ties and strains inherent in the develop- 
ment of an occupational career itself. 
One may well argue that the treatment 
of the work problems of the patient as 
part of his illness is likely to reenforce 
his notion that he cannot take his place 
as a worker just like “anybody else” and 
to suggest to him additional justification 
of his occupational failure. To quote a 
forthcoming report by Simmons: 


The problems of matching whatever skills 
and experience he may have to a job or help- 
ing to acquire such skills and knowledge are 
sufficiently complex and difficult and not 
likely to be resolved by focusing attention 
and effort on his illness.1+ 


The differences between the current 
organization of mental health programs 
and the “war on poverty" are apparent 
in the various program components rec- 
ommended for inclusion in local com- 
munity efforts. Among components held 
important is the development of a one- 
door principle of entry for service. That 
is, there should be a single agency with- 
out criteria for eligibility in which the 
patient is seen for the maintenance and 
treatment of all of his illness. How con- 
sistent is this position with the current 
development of separate community 
mental health clinics and the planning of 
separate community centers for the treat- 
ment of the retarded? Second, it is rec- 
ommended that indigenous persons 
within the lower-income population col- 
laborate with professionals in the provi- 
sion of treatment and that subprofes- 
sionals and technical aids be recruited 
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from among the ranks of the poor. Given 
the strain toward professionalization, to 
what extent can the typical mental health 
program move in this direction? A third 
activity that is advocated is aggressive 
case-finding. It is held that the health 
professions must reach out and bring 
service to clients who do not ordinarily 
seek it. It is held that the social realities 
of being poor must be understood by the 
health professional and accounted for 
by the provision of transportation, adop- 
tion of clinic hours and the ways in which 
drugs and directions for care are pro- 
vided. The difficulties of therapy with 
lower-class individuals and the differen- 
tial use of treatment by socioeconomic 
groups are well known from several 
studies of psychiatric practice.1* But in 
what ways are revisions now taking 
place? 

There are, of course, a number of 
attempts being made to develop pro- 
grams consistent with these principles, 
many hopefully with mechanisms for 
evaluation. These attempts are part of 
various community activity projects and 
demonstration grants by the Office of 
Economic Opportunity and the Presi- 
dent’s Committee on Youth Crime. In 
Boston, for example, as part of a new 
multiservice center the plan is for mental 
health activities to function alongside 
programs of legal services, occupational 
training and so on. The mental health 
activities in such multiservice centers are 
looked upon as a horizontal component 
—important but no more important than 
other social service programs. Several 
experiments on the use of indigenous 
community members as case aids now 
are being implemented in various parts 
of the country, and the special problems 
of mental health education with lower 
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socioeconomic groups are being given 
serious consideration." 
Thus, I do not wish to imply that th 
field of mental health is entirely 
sponsive to the new demands. But 
shifts in orientation required are mar 
ones—radical departures from the p 
gram emphasis of the last decade or 
in which most of the energy and 
sources went into the development 
autonomous mental health treatm 
centers and the building of a separ 
identity for the field of mental heal! 
The issue at hand is whether or not 
field of mental health has the robustness 
and flexibility to accommodate and mod- 
ify its stance in terms of the broad objec 
tives of the new society programs. 
One reaction may be a shift or pel 
haps more accurately a return to a cate- 
gorical disease orientation by menta 
health practitioners. Such an orientation 
is not inconsistent with the view held by 
some in the field at present. Further te 
cruitment of persons to a categorical dis- 
ease orientation is a possibility. But i 
doubt that this shift will typify the 
changes that take place in the field. 
emphasis in the socialization of the 
rent generation of practitioners in in 
personal processes, the extensive final 
cial support for the new programs 
the social values of persons in the fiel 
militate against a categorical dis 
view becoming the dominant orient 
of the field. 
Rather, I suggest a reorganization 
the field is most likely—one that re 
in sharply modified roles for the diffe 
mental health professions and for 
style of work in the field. For examp 
the psychiatrist’s role is likely to 
greatly modified. My prediction is 
he will operate mostly in a techni 


HOWARD E. FREEMAN 


level and deal with the control of symp- 
tomatic expressions of illness, with the 
determination of the physical basis of 
behavioral inadequacies and with the re- 
ferral of such cases to other medical 
specialists. 

One reason why I suggest a marked 
change in the role behavior of the vari- 
ous professional groups is the differential 
speed and potential for modification of 
practice principles. The duration of 
training and academic requirements of 
the psychiatrist (and only to a somewhat 
lesser extent of the clinical psychologist) 
are held rigid by accreditation demands. 
Thus these groups are least likely to 
take the new emphasis into account in 
education programs. It is already the 
case that a few social work schools and 
certain educational counselling programs 
have specialized curriculums to deal with 
the low-income client. Such shifts in edu- 
cational programs are easier to imple- 
ment within the “less established” pro- 
fessional groups. 

The psychiatrist is likely, however, in 
order to bolster his position in the new 
scheme of things to encourage the care 
of community members whose problems 
are consistent with his medical orienta- 
tion. Thus the formerly hospitalized pa- 
tient is likely to find the doors of the new 
"multipurpose" center open to him. 
There also is a greater likelihood of 
treatment within such community cen- 
ters being offered the psychotic, with 
consequences for the programs of the 
mental hospital and the autonomous 
mental health center. 

The increased emphasis on work and 
educational performance undoubtedly 
will change the composition of most 
mental health teams, and the various 
groups of professionals will find that 
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their levels of influence and prestige 
shift. Some of the groups now in a “mar- 
ginal status" with respect to their degree 
of professionalization will take advan- 
tage of the opportunty to further ad- 
vance their identity, to establish more 
formal criteria of professional accredita- 
tion and eligibility and to secure for 
themselves a more permanent and stable 
place within the structure of the mental 
health field. Intense conflict because of 
overlapping domains of activity and se- 
vere problems because of competition 
related to proprietary responsibility for 
clients are to be expected. 

I could continue to speculate on the 
possible situational and role changes. 
The extent, duration and degree of in- 
fluence on the field of indigenous com- 
munity members, whose participation is 
now being encouraged, are questions 
that one could discuss at length. Changes 
that may occur in criteria of therapeutic 
success could be considered in great de- 
tail. The provision of future services for 
the “middle-class” patient who now re- 
ceives so much attention is an issue that 
could be thoroughly examined. 

There are other changes in the provi- 
sion of psychiatric treatment by no means 
unrelated to the impact of the “great 
society" program that also need to be 
taken into account. For example, there 
is an acceleration of union activity in the 
provision of mental health services; a 
noteworthy market is the newly negoti- 
ated contract of the United Auto Work- 
ers.14 The treatment of mental illness on 
an ambulatory basis within group prac- 
tices as well as the massive programs 
being promulgated under the poverty 
program. raise additional questions on 
the structure of mental health programs. 
The role relationships of mental health 
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practitioners vis-à-vis other medical per- 
sonnel; the provision of care in differ- 
entiated, bureaucratic treatment settings, 
and the reallocation of personnel in the 
light of the demands and needs of new 
population groups are issues that require 
immediate consideration. 

Clearly, however, neither the previous 
changes in the mental health field nor 
the knowledge of the social sciences of 
innovation and change provides the basis 
for a prediction of the future of the field. 
It is possible to argue convincingly: that 
the speculations offered in this paper are 
not likely to characterize the shifts that 
take place. But one thing is certain: 
shifts will occur. 

Admittedly, it is somewhat out of 
style to end a paper with a call for re- 
search. But there is an unparalleled op- 
portunity to examine experimentally and 
longitudinally changes in structural and 
organizational elements in the mental 
health field, ideological commitments, 
role relationships and performance of 
mental health practitioners, and patient 
outcome in psychiatric and social terms, 
Considering the intense interest in the 
impact of organizational variables and 
values on patients and practitioners in 
the mental health field and the limited in- 
formation on the dynamics of change in 
a field historically most sensitive to poli- 
tical and social forces, it is to be hoped 
that some of us will take advantage of a 
unique chance to add to our scanty 


knowledge of the dynamics of social 
change. 
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INDIAN AFFAIRS STAFF AND INDIAN CLIENTS" 
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Passive-aggressive behavior of American Indians provokes authoritarian re- 
sponses from Bureau of Indian Affairs staff. This maladaptive circular inter- 
action can defeat present-day program goals, which are to help Indians become 


self-sufficient on their own terms. 


HE BUREAU OF Indian Affairs of the 
United States Department of the In- 
terior is attempting to help a group of 
people + achieve psychological, social 
and economic independence. Adminis- 
trative policies are clearly aimed in this 
direction and are progressive and demo- 
cratic. Yet these policies are being 
thwarted in part at the level of interper- 
sonal interaction between Indians and 
Bureau staff. Both groups (to borrow 
an analogy from psychoanalysis) have a 
compulsion to repeat antiquated patterns 
which at one time and in another situa- 
tion were adaptive for different goals. 
When the Northern European govern- 
ments first laid claim to North America 
following Cabot's voyages, they treated 
the American Indians for the most part 
as the true owners of the land. The 


Massachusetts Bay Company admon- 
ished the colonists to purchase any 
needed land to which the Indian claimed 
title. This was official policy, but a differ- 
ent climate of popular opinion prevailed. 
Many settlers felt they had a mission to 
Europeanize and Christianize ?: ?: * $ the 
“primitive” and “heathen” inhabitants 
they found in the new world. Thus al- 
most from the beginning the colonizing 
white man showed by his action that he 
believed he knew what was “best” for 
the Indians.* 

The British crown and subsequently 
the United States government drew up 
policies directed toward upholding In- 
dian land rights and culture. These poli- 
cies were difficult to enforce t and in 
1830 were reversed when the Indian Re- 
moval Act was passed by Congress. The 


* Adapted from a paper presented at the First International Congress of Social Psychiatry, 


London, England, 1964. 


t According to the 1960 United States Census there are 523,591 persons classified as 
"Indians" in the 50 states. This figure includes Eskimos. a 

t The law relating to Indians was clarified in the United States Supreme Court 1° opinions 
of Chief Justice Marshall, who termed Indian Tribes "domestic dependent nations." See: 


Cherokee Nation v. Georgia 


(1831) Cases Argued and Decided in the Supreme Court of 


the United States. 8 Law Ed. 30, § 17; also Worcester v. The State of Georgia (1832) 8 Law 


Ed. 793, § 536. 
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act granted the President the authority 
to remove all Indians to lands west of the 
Mississippi. This and the Dawes Act of 
1887, which authorized reservations, not 
only deprived the Indians of much of 
their lands but also much of their culture 
because tribal organization and patterns 
of hunting and agriculture were related 
to land use. Finally during the 1930s 
the Indian Reorganization Act and sup- 
plementary legislation attempted to 
change the historical process and to re- 
turn self-government and independence 
to the Indians. 


THE INTERACTION 


By the end of the nineteenth century 
the Indians were defeated, impoverished 
and forced to accept the fact that there 
was little they could do to improve their 
situation. Active aggression and war no 
longer were tenable. At this point there 
began a covert resistance * against the 
white man and particularly against em- 
ployes of Indian agencies.® Self-destruc- 
tive behavior also became a passive ex- 
pression of hostility toward agency staff. 
This is the Indian’s contribution to the 
circular interaction we are discussing. 

Within the Bureau of Indian Affairs 
hostility and pressure for action devel- 
oped because individual status within 
the agency often depended on an In- 
dian’s going through a Process and carry- 


* The Spindlers 9 
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ing out certain prescribed actions. In 
addition, the entire Bureau of Indian 
Affairs was and is subject to recurring 
political pressures from well-meaning 
groups who blame the Bureau for all 
present problems of the Indians.f Pro- 
grams and personnel are under pressure 
to succeed. Staff may push too hard, and 
the harder they push, the greater is the 
resistance. The desire for success also 
makes staff more vulnerable to hostility. 
expressed in the form of failure. 

When Indians are in the offices of the 
Bureau, they show a passive compliance 
with what is expected and a tendency to 
sulk and to be stubborn. Aggression is 
rarely expressed openly. The appearance 
given by the Indian is that he is not mo- 
tivated to help himself but will do almost 
anything that is asked of him. When 
passive-aggressive behavior is not per- 
ceived for what it is by well-meaning 
Bureau employees, they double their ef- 
fort toward educating and attempting to 
get the Indian to do something for him- 
self. If the meaning of the passive- 
aggressive behavior is perceived, even at 
the unconscious level, the perception 
often creates hostility in Bureau person- 
nel, and their efforts may take a punitive 
form. 

Here is an illustration of passive-ag- 
gressive behavior taken from a group 
meeting with Navajo Indians who had 
come to an urban area.t 
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Group Leader: Do you know of people who 
come to the city, then go home and 
come back again? 

Yes, some of them do that. 

When they go back and forth, do 
they end up staying in the city or 
staying at home? 

Some end in the city; some at home. 
It just depends. Some of them go 
back to the reservation and don't 
have transportation to go back, that's 
why they stay there. 

Once the Bureau of Indian Affairs 
gives you transportation to go, then 
you don't get it again, you mean? 
No, I don't mean that. When they 
are working here and go back for 
a vacation there, they don't have 
enough money to go back. 

Would the people in the relocation 
office, if they were asked for money 
for a return trip after a vacation, 
would they give it to a person? 
Yes, they can get it. 

But they don't ask? 

Yes, they don't ask. 


Indian: 
Leader: 


Indian: 


Leader: 


Indian: 
Leader: 


Indian: 
Leader: 
Indian: 


At first, the implication is that the 
Bureau of Indian Affairs would not give 
the necessary travel funds and, therefore, 
that the Indian could not return to the 
city even though he wanted to. But the 
Indian didn't ask for travel funds al- 
though he gives the impression that the 
money is being withheld. An observer is 
left undecided as to what the Indian 
wanted to do: stay home or return to 
the city. This kind of situation often 
confronts and frustrates staff members. 

Here is another example of behavior 
that frustrates relocation office person- 
nel. Bureau personnel may find a man à 
job, take him to his place of work and 
carefully show him how to ride the bus 
the following days. He may successfully 
ride the right bus for a few days, but 
then he may get on the wrong bus or 
lose his way and fail to show up for his 
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job. He comes back to the employment 
office and says he needs a job. 

Some students who elect vocational 
training do exceptionally well early in 
training courses requiring a high degree 
of skill and intelligence. As the time ap- 
proaches for completion of training and 
the assumption of job responsibility, 
problems become evident in certain 
trainees. They may be manifest in in- 
creased use of alcohol; alcoholism may 
become so severe during the latter part 
of training that the student must be ex- 
pelled from the training course. Many 
students will complete the training 
course, start a job and then begin hav- 
ing increasing absenteeism. Some men 
will stay on a job for a few days or a 
few weeks and then suddenly without 
notifying employers or Bureau person- 
nel will return to the reservation. All of 
this is in sharp contrast to the fact that 
they may have been regularly attending 
the training course for a period of 18 
months. 

This problem has been materially im- 
proved by instituting group discussion 
in which the Indian trainees are en- 
couraged to be active while Bureau per- 
sonnel consciously take a passive role 
facilitating discussion and helping the 
student to work through his conflict 
about independence. 

As the staff's attitudes change so does 
their response to Indians. For example, 
a man, age 20, had been causing 
“trouble” for members of the staff. For 
this reason his case was discussed by 
the staff with consultants. He was fail- 
ing his vocational training and finally 
dropped out of school. His first choice 
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for training had been photography, and 
his second choice was to be an elec- 
tronic technician. Neither of these 
was available to him so he accepted 
accounting although he stated fre- 
quently that he did not like the course. 
When he did drop out of school, he 
attempted to find a job as a photog- 
rapher. Bureau of Indian Affairs staff 
told him that while looking he ought to 
work occasionally as a day laborer and 
to come to the office in work clothing. 
This he never did. Rather, he continued 
to come dressed in white shirt, tie and 
sport coat. 

Although he had not refused verbally 
what was offered to him, he had by his 
behavior almost completely rejected the 
plan outlined for him. The staff mem- 
bers who had worked with him had 
made every effort to help him in the 
way that he said he wanted to be helped. 
The staff supported his waiting for a job 
as executive trainee in the photography 
department of a large department store, 
but they became uneasy during the wait 
and felt the man should be working, 
as other clients do. They resented the 
tactics he used to sidestep interim blue- 
collar employment. As one staff mem- 
ber put it: 


He makes us anxious because we have to 
do a turn-about. He doesn't fit. We can't work 
with him the same way we do other people.* 


DISCUSSION AND CONCLUSIONS 


Because of the way Indians relate to 
Bureau of Indian Affairs personnel, 
Bureau staff are deprived of necessary 
information about the Indian's feelings, 
goals and capabilities. Program planning 
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is not done on the basis of need, but is 
determined by preconceived notions of 
the staff that Indians are truly less 
mature because of the way they behave 
toward the Bureau staff. The inadequacy 
of programs to meet actual needs per- 
petuates hostility in the Indians. Their 
hostility is expressed in more self- 
destructive and passive-aggressive be- 
havior which encourages a continuation 
of the paternalistic approach on the part 
of the Bureau staff. This maladaptive 
interaction becomes institutionalized. 
The problem which we are discussing 
has been studied in great detail from the 
psychoanalytic viewpoint and relates to 
transference and countertransference. 
Psychoanalysis further assumes that 
everyone has residues of unresolved 
conflicts which are more or less 
prominent in all interpersonal relation- 
ships. We may then ask: why study this 
further? Why not ascribe the reactions 
observed to individual personality prob- 
lems and early unresolved psychosexual 
difficulties? Although the behavior may 
have some roots in infantile neurosis, 
much of that described here is learned 
through interaction within the social 
system and can be modified by changes 
within that system. Furthermore, the 
behavior is evoked in individuals with 
varying personalities by certain situ- 
ations, but may not be so pervasive as 0 
constitute a personality disorder. Out 
approach is not meant to deny the im- 
portance of transference and counter- 
transference reactions. However, we also 
are concerned that the interactions and 
the individual behavior described have 
become so pervasive as to become insti- 
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tutionalized and transmitted through 
social interactions independent of early 
developmental problems. 

The interaction described should not 
be taken as representing the entire prob- 
lem. Many more things go into a help- 
ing program; however, such maladaptive 
interaction patterns can block all other 
efforts to help. When this cycle is operat- 
ing, help is given in such a way as to be 
unacceptable, and if it is accepted, psy- 
chological resistance in the client tends 
to insure failure or at least to mitigate 
against success. 

How can agencies help their clients 
break out of this pattern? !? The answer 
is deceivingly simple. The agency must 
consciously and deliberately reverse the 
authority pattern. The client must be 
asked what he wants to do and what he 
wants the agency staff to do to help him. 
The client's wishes must be respected, 
and whenever possible without com- 
promising principle staff should carry 
out the client's wishes. The client is en- 
couraged to become active while agency 
staff assist this effort in a nonauthori- 
tarian way. The ultimate object is for 
the client and staff to work as equals, 
but in order to convince clients and 
allow staff to become accustomed to a 
new way, it may be necessary to swing 
a bit far in the opposite direction. 

To work as equals requires an atti- 
tude change on the part of both parties. 
Each party must be convinced that the 
other has a potential for behaving in a 
different way. This means that clients 
must see the agency personnel not as 
authoritarians or as benevolent despots, 
but as individuals who are willing to 
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work with them toward problem-solving 
and even to learn from them. On the 
part of the agency personnel, this means 
clients must be seen as competent human 
beings who are motivated to improve 
their status if they are shown means of 
doing it. Should staff åttitudes not 
change, however, they will be communi- 
cated to clients, and even though the 
right words are spoken, there will be 
failure. Attitude change must begin with 
agency staff and must be reflected in ad- 
miniştration and agency policy. Change 
could begin with the client but this is 
unlikely. The changes in feeling will be 
threatening and will be resisted. There 
will be constant testing of the limits. 
Psychiatric consultation can help the 
agency cope with these problems. 

Similar maladaptive interactions have 
developed in mental hospitals and public 
welfare agencies. Patients hospitalized 
for long periods of time in a custodial 
hospital display what has been termed 
the “social breakdown syndrome." " Its 
manifestations are withdrawal, hostility 
or a combination of these. A major 
cause of this syndrome consists of the 
assumptions of the public and medical 
profession about the nature of mental 
illness and more specifically the attitudes 
of hospital staff as reflected in staff's 
behavior toward patients. 

Tn social agencies, too, client behavior 
is related to attitudes and behavior of 
agency staff. This is illustrated by some 
of the observations of Wiltse.1* Certain 
men who had been welfare recipients 
for a long period of time are described 
as having a “pseudodepression syn- 
drome." * The symptoms were similar 


carries no implication that the characteristic 
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to those of clinical depression, but they 
did not stem primarily from early severe 
maternal deprivation. Rather, they 
seemed to be a response to destructive 
environmental experiences superimposed 
upon poor ego formation. 

We could cite other examples from 
the literature of how the social system of 
an institution * or an agency tends to 
perpetuate circular interaction patterns. 
All of the examples have the following 
elements in common: an accepted set of 
values, attitudes and assumptions either 
stated or implied about a group of 
people; a translation of the above into 
public policy and through this into 
agency or institutional administration, 
and an acting-out of the drama implied 
in the commonly accepted assumptions 
as the individuals involved relate to one 
another. These specific elements of the 
staff-client relationships are the final 
common pathway. It is here that a pro- 
gram will stand or fall. It is here that 
the social psychiatrist has much to con- 
tribute to the study and solution of 
agency problems. 

This type of analysis can have poten- 
tial application beyond agencies and in- 
stitutions. The basic principles may be 
applied to the work of one nation with 
another; an industrial nation extending 
help to an underdeveloped country must 
make serious effort to avoid creating or 
continuing maladaptive circular patterns 
of interaction. Even a so-called advanced 
nation in dealing with another of equal 
status usually has to overcome centuries 
of past traditions which are maladaptive 
to present goals. 


SUMMARY 


An earlier paternalistic attitude be- 
came institutionalized and persists at an 
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almost unconscious level in the feelings | 
of some Bureau of Indian Affairs staff 
members. Indians frequently maintain 
a vestigal passive-aggressive and self- 
destructive behavior which is similar to | 
that seen in passive-aggressive personal- 
ity disorder. 
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THE "SHOESTRING" DAY HOSPITAL" 


GERALD TANNENBAUM, M.D.,f HENRY PINSKER, M.D.,| and 


CLIFFORD J. SAGER, M.D.t 
Department of Psychiatry 


New York Medical College—Metropolitan Hospital Center | 


The history and structure of a different kind of day hospital are examined, 
and the complete absence of cost to the community and hospital is explained. 
The functions of the unit, the ways in which it was used by the patients and 


the results are discussed. 


To DEPARTMENT OF Psychiatry of 
the New York Medical College oper- 
ates a community-oriented, general psy- 
chiatric service at Metropolitan Hos- 
pital, a municipal hospital of the City of 
New York. The institution is located in 
the East Harlem area, a community 
notorious for its economic and educa- 
tional deprivation. 

The treatment philosophy of the 
service is in the tradition of the thera- 
peutic milieu. The inpatient service con- 
sists of two 25-bed units at opposite 
ends of the thirteenth floor corridor. 
During the day doors are kept open so 
that male and female patients have ac- 
cess to each other's wards. Activity both 
organized and unorganized is coeduca- 


tional. During the early evening the 
doors are locked, but patients may visit 
from ward to ward. Treatments include 
individual and group psychotherapy, 
electroshock and chemotherapy. The 
average length of hospitalization is 24 
days. Ten per cent of admissions are 
transferred to state hospitals. Twenty- 
five per cent of discharged patients are 
readmitted to our wards. 

We found that some discharged 
patients frequently returned to the wards 
to visit patients and staff and often 
sought permission to remain on the ward 
at times not scheduled for visitors. These 
patients seemed to be pointing the way 
for us. Since we were to receive no addi- 
tional money and no additional person- 
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nel, we elected to operate a day hospital 
by incorporating into the existing ward 
structure day patients, all of whom were 
to be former inpatients. The day patients 
would share the wards, corridors, occu- 
pational therapy, shop and recreational 
areas with the regular patients. The 
ward activity programs would remain 
unchanged except that they were to in- 
clude from 10 to 20 additional day 
patients. The kitchen generously agreed 
to provide 10 extra lunches and addi- 
tional snacks. The ward clerk was to 
maintain an attendance record. The 
patients’ former ward residents were to 
make brief entries in a loosely organized 
day-patient chart book. Day patients 
were to be responsible for their own 
medications. A precedent for an inte- 
grated 24-hour, day-patient unit using 
existing staff and physical facilities was 
set up by the Menninger Clinic in 1949.! 
No special activities were organized 
for day patients because no staff was to 
be added, and existing staff were hard 
pressed to care for the existing patients. 
Inpatients on our wards are encouraged 
to participate in activity, but no one is 
required to do so. Day patients also were 
allowed to select their own patterns of 
activity or inactivity. We had no defin- 
able criteria for selection of day patients. 
Some were invited into the project be- 
cause of their reluctance to accept dis- 
charge from full-time hospitalization. 
Some, the staff felt, needed the support 
and structure which would be provided 
and which otherwise was not available 
to them. Some patients asked to come 
because they recognized their need; 
others suggested day-patient status as a 
way of shortening their hospital stay. 
Our original plan was that all patients 
would attend the ward from nine to five 
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five days weekly. It soon became ap- | 
parent that our patients saw the pro- 
gram in terms of their own needs, Our 
nine-to-five routine was not acceptable 
to many, and many patterns of attend- | 
ance were encountered. 

The staff seldom attempted to alter | 
the patterns chosen by patients. Patients | 
viewed the program in very different 
ways. Each one took from it what served 
his purposes. One young woman, for | 
example, rushed to the hospital on mild | 
afternoons to be on time for group walks | 
in the drab nearby streets. Some of the 
observed patterns of relationship to the 
program were: a major life activity and 
source of vital human relationships; à 
friendly, familiar place to return to with 
relationship primarily to the institution; 
to be near the doctor; a method of 
occupying time in an almost direction- 
less suspension of life; an interlude in 
life preparatory for the next step, such 
as return to work or chronic hospitaliza- 
tion; to visit friends; to visit the sick, and 
as a safe place to stay during periods of 
upset, crisis or upheaval. 

There were three major patterns of 
use: 


Eleven patients attended regularly for 
period of more than four months. ho 
ingly, seven of these eleven were not invo 
in any form of formal psychotherapy and m. 
minimal contact with the medical and nurs! 
staffs. These patients were for the most P! e 
lonely, dependent, not overtly anxious p 
who found in the day program the Wi 
contact and interest otherwise absent !P 
their lives. j bon] 

There was a group of 32 patients Wo. 
tended the program frequently iS 
varying between three weeks and four mon 
These patients seemed to find the d 
pital a useful bridge between full-time im 
Pitalization and the outside world. Pres felt 
ably they used the program until they b 
no further need of it or no longer felt oe 
fortable with it. Twenty-one patients © 
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group had regular psychotherapeutic contacts 
which they maintained for more than one 
year. Twenty of this group of 32 patients were 
known to be functioning at the time this 
paper was written although half of the 20 had 
had brief periods of rehospitalization during 
the year. 

There was a group of 22 patients who 
either never came or attended on only a few 
occasions. We have little follow-up data on 
many of these. Some in this group had asked 
to be admitted to the day program as a ruse 
to shorten their hospital stay. Nine of the 
22 who did not use the day hospital have 
continued in psychotherapy and have done 
well; their failure to follow our recommenda- 
tions did not represent a rejection of treat- 
ment. 


Concern was expressed that the 
presence of five to ten extra people on a 
25-bed ward might create additional 
confusion. Nursing administration feared 
additional burdens for their staff. After 
six months of operation the nursing staff 
was polled concerning the effects of the 
day patients on their work. Without ex- 
ception the nursing staff expressed com- 
plete enthusiasm for the program. They 
stated that day patients often assisted 
the nurses in orienting and reassuring 
new patients and in providing “tender 
loving care” to the organically impaired 
or to the isolated, withdrawn patients. 
They encouraged cooperation of patients 
who were hesitant to take medication 
or join groups. 

Certainly one of the more important 
benefits of this program was its effect on 
the full-time hospitalized patients. The 
newly admitted patients were made to 
feel less isolated and hopeless. A hos- 
pital that had former patients volun- 
tarily returning for parts of the day 
could hardly be a malevolent place. The 
new patients observed our interest In 
helping the day patients with job prob- 
lems, dealing with the Welfare Depart- 
ment and the like. The oppression and 
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restriction which many patients feel in 
the hospital is markedly lessened when 
people who seem to have recovered 
come and go freely and have the 
privilege of carrying matches and knives 
(which inpatients surrender). 

Fifteen of the 75 day patients were 
readmitted during the period of study. 
Although there often was a sense of dis- 
appointment and failure in both patient 
and staff, the continuance of inter- 
personal ties and feelings for the ward 
softened the blow. Referral to the day 
program for some patients was an effort 
on our part to pry the patient out of the 
hospital. The unsuccessful attempt pro- 
vided proof that the patient could not 
function out of the hospital despite sup- 
port. Thus we have had day patients 
who had short initial admissions fol- 
lowed by lengthy subsequent admissions 
and others who after a longer initial ad- 
mission have had a succession of short 
stays as they became increasingly able to 
cope with stresses. 


Day Patients All 
Who Attended Patients 
Number 63 192 
Number of day 
patient visits 1253 
Average stay on first 
admission 43 days 24 days 
Number of patients 
readmitted 15 64 
Readmission rate 24% 33% 
Average stay on 
readmission 44 days 21 days 
Total readmissions 30 103 


DISCUSSION 

Evaluation of the results of any psy- 
chiatric treatment program is limited at 
best. Comparison of day patient and in- 
patient populations has been made by 
Smith and Gross, but without definite 


results. 
Our meager data do not show that 


732 


day patients effectively were kept within 
the community or even that they were 
less likely to be hospitalized again. They 
do show that some patients become 
more involved with our service than 
others, We feel that both of the other 
goals of day hospital care (serving as a 
bridge between inpatient and outpatient 
services and reducing expenditures to 
caretaking agencies) were embodied in 
our program. Our observations indicate 
merely that the "shoestring" day hos- 
pital exists and that patients use it.» The 
benefit to any particular patient who 
used our day hospital cannot be read as 
a statistic. Our interest in the patient to 
some extent encourages readmissions. 
There was a high degree of institutional 
loyalty among patients involved in the 
combination of day hospital plus group 
or individual psychotherapy. Our loyalty 
to this group has encouraged us to give 
them highest priority for readmission. 
The day hospital group of patients for 
the most part excluded alcoholic 
patients, patients who make suicidal 
gestures and the seriously organic and 
the chronic Schizophrenics, who soon 
were transferred to a state hospital. 
These categories of patients have a brief 
tenure on the ward. The day-hospital 
group statistically had a longer length of 
stay on both admission and readmission 
mostly because of the exclusion of the 
other groups. We are certain that the 
day hospital shortened the inhospital 
stay for many patients although statis- 
tical evidence is unavailable, Whether 
shortening the hospital stay for any in- 
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dividual patient was of real service to 
him or to his family is beyond scientific 
proof at this time. 

Since all patients who attended the 
program did so voluntarily, we must as- 
sume that they benefited. The fact that 
many of the patients asked to join the 
day program after they had been in- 
formed of impending discharge indicated 
that they anticipated some benefits from 
it Such an expectation could not be 
based entirely on fantasy since the ward 
population had intimate contact with the 
day program. 


CONCLUSION 


The service provided to the com- 
munity by a small, multipurpose general 
Psychiatry ward can be economically 
increased by including former pa- 
tients in the activities of the ward as 
day patients. The ward milieu is im- 
proved, tension decreases, optimism. 
rises among inpatients and adjustment 
of patients returning to the community 
is made more comfortable. It is doubtful 
that our unstructured program pre- 
vented rehospitalization or that it could 
substitute for inpatient treatment. Since 
there were negligible costs and few prob- 
lems, there is justification for operating 
such a program in conjunction with an 
inpatient service. 
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"PSEUDONEUROSIS" IN THE NEUROLOGICALLY 


HANDICAPPED CHILD 


L. F. KURLANDER, M.D.,* and DOROTHY COLODNY, M.D.* 


In dealing with severe emotional disturbances in children, the authors realized 
that some of these syndromes were not primarily psychogenic, but appeared 
to be expressions of biological dysfunction, camouflaged by secondary 
"neurotic" phenomena. These disorders seemed to respond to specific treat- 
ment. Authors discuss the psychodynamics and treatment of neurological 


handicap. 


B TRYING TO DEAL better with ap- 
parently intractable neurotic disturb- 
ances as we saw them in a guidance 
clinic, we realized that some of these 
syndromes are not primarily psycho- 
genic. Instead they appear to be ex- 
pressions of biological dysfunction. They 
respond to treatment, but only as long 
as treatment is specific. We must take 
into account both organic disorder and 
the characteristic psychodynamics. In 
the past we perhaps have erred in con- 
sidering that a disorder was either a 
neurotic one with psychodynamics or an 
organic one without. Here we wish to 
discuss the psychodynamics of organ- 
icity. 

We are not describing a new syn- 
drome but what is often called “mild 
neurological handicap,” “minimal,” or 


“chronic brain damage,” “Strauss syn- 
drome,” or “poorly patterned child.” 

Diagnosis is vitally important since 
the treatment of the mildly brain-dam- 
aged child is quite different from that 
of a classically neurotic child with the 
same presenting complaint, just as the 
treatment of the cardiac asthmatic is 
fundamentally different from that of the 
bronchial asthmatic. Moreover, the sin- 
gle most useful modality of treatment 
is understanding the disorder and its 
differential diagnosis. 

We refer to a constellation of findings 
based on confirmed or presumptive in- 
sult, injury or deprivation to the central 
nervous system prenatally or post- 
natally.11 The primary disturbances are 
mainly in the physiology of perception 
and inhibition. The primary handicaps 


* 3695 Third Avenue, San Diego, California 92103. 


733 


734 


are mainly in learning and control. The 
presenting complaints are mainly school 
failure and behavior disorder, but the 
associated symptoms are protean, and 
the school troubles range from class- 
room exclusion of a gifted achiever to 
severe mental ‘retardation. 

The diagnosis is made by multiple 
means. The clinical picture includes a 
characteristic history of mild develop- 
mental deviation. In the child himself 
we may sce hyperactivity, restlessness, 
distractability, chronic misery, persever- 
ation, awkwardness, perhaps mixed 
dominance, inconsistency of perform- 
ance, tantrums, reading disability and 
the like. The child often is disoriented 
because of mild fluctuations in con- 
sciousness or difficulties in organizing 
both his internal and external world. 
He perceives partially and reacts wholly. 
He is prone to chronic, severe anxiety. 
Diagnosis is confirmed by characteris- 
tic findings on psychological testing, on 
neurological examination attentive to 
minimal shifting signs, on EEG, on spe- 
cial reading tests, on physical examina- 
tion for associated anomalies and on 
what Carter at Columbia has called most 
useful—‘intuition.” 1, 2, 4, 6, 10 


Because this child is so prone to anx- ; 


iety, he resorts to elaborate defenses 
against it and, as Anna Freud has taught 
us,® these are the manifestations. In this 
respect the pseudoneurotic child resem- 
bles the truly neurotic one whose anx- 
iety stems mainly from intrapsychic ef- 
forts to deal with his maturing impulses 
in his interpersonal world. Our patient 
has anxiety of intrapsychic conflict and 
interpersonal adjustment, but also has 
a third major source—his biological 
handicap. His inner fears not only are 
a projection of his inner strivings and 
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family structure, but stem from aware- 
ness of some unfitness for survival. We 
may say that this child has an excessive 
sense of helplessness both in under- 
standing and coping with the outer 
world and in organizing and controlling 
his inner drives. We can describe it as 
an excess of "castration anxiety," mean- 
ing a fear of bodily inadequacy and the 
fear of punitive retaliation for his acts 
and fantasies. 

His intrapsychic conflicts and cer- 
tainly his interpersonal conflicts often 
are secondary to this primary anxiety. 
But we never forget that situations which 
produce and foster genuine neurotic pat- 
terns may coexist with organic handicap. 

When we consider how this child 
handles his primary anxiety, we begin 
to understand why he makes up from 
25 to 50 per cent of the children ad- 
mitted to child guidance clinics? Let 
us now consider some of the more fre- 
quent pseudoneurotic patterns and the 
ways in which they differ from the equiv- 
alent neurosis. 

Most often we see the hyperactive 
and distractable child—the terror of 
family, school and neighborhood. He is 
driven by a carburetor set too fast. He 
is destructive and sametimes dangerous. 
But his is a far more primitive, random 
destructiveness than that of a neurot- 
ically hostile child; this destructiveness 
may have no real belligerent motivation. 
The child himself is perplexed and un- 
like a neurotic child who dissociates 
his anger. We must rule out the hyper- 
activity and inattention of the unmoti- 
vated and culturally deprived child who 
usually can handle his attention better 
in a neutral situation. The symptom of 
the brain-damaged child is less situation- 
bound. 
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He may be slowed and depressed. 
But there need be no loss of a loved 
one, no loss of love nor even hostility 
turned inward. Instead, we see a genuine 
loss of self-esteem based on a conscious- 
ness of helplessness and inability to 
survive emotionally—a peculiar sadness 
as the child gives up his many losing 
battles. 

He may have tics, single or multiple. 
These begin as a kind of simple motor 
overflow of energy. They may appear 
and disappear with stress and may take 
on secondary or tertiary symbolic mean- 
ings. Fenichel,” in calling these tics “pre- 
genital” and indicating that they are 
probably constitutional, probably in- 
cluded our patients among those whose 
tics are primarily expressive. 

We may see a child who is phobic 
and clinging. Our first task, as with 
any psychiatric symptom, is to look at 
it in its matrix to see if the reaction 
formation or the diversionary function 
of the avoidance is or is not part of 
the larger problem of biological inade- 
quacy. Is it a displacement like that of 
Freud's little Hans? Or is it a device 
like that of Mary who is working out 
an elaborate fear of germs while flirting 
with father, washing hands at mother, 
but basically is unable to sit still or to 
inhibit any activity once begun even 
though she may wish to do so. 

We see obsessional patterns used to 
control physical hyperactivity just as 
they can be used to control other anxi- 
ety. The most active child we have seen 
is obsessed with washing machines. He 
organizes all cylindrical objects and large 
hollow things into recognizable agitators 
and tubs. We can make of this what 
we will. But as this child is able to 
handle his motor disorganization and as 
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he learns to write Sears frontward on 
the tubs—not SRAES—he returns less 
often to the obsessional talk and com- 
pulsive play. 

The learning failure of this child re- 
sembles learning blocks because it in- 
cludes learning blocks. But until specific 
remedies have been provided for the 
perceptual handicap, his fear of failure 
cannot be corrected because he contin- 
ues to fail. Compare this to a neurotic 
child suffering from similar fear of fail- 
ure but who is more free to succeed. 

Thé classical Oedipal crisis is pre- 
sented to us in a characteristic form. The 
mother of the boys appears seductive. 
She justifies her overprotection. She 
keeps the children at home, out of the 
street, off of bicycle. At the same time 
the father is resentful, often harsh and 
irritated (especially the all-American, 
ball-playing, Little-League type of 
father). But it is a fact that his child 
has greater needs, has more accidents 
and really can’t throw a ball at the usual 
age. The little girl competes with her 
exasperated mother for the attentions of 
her indulgent father. She manages to 
elaborate defenses more fully and suc-, © 
cessfully than the boy, partly because 
less physical skill is required of her. We 
may fail to note that her controllingness 
is related to an underlying tendency to 
disorganization and perseveration. The 
parents often have memories of her gross 
hyperactivity and tantrums as late as 
three and four years of age. 

We constantly are struck by the 
greatest disability of all: an inability 
to learn casually the nature of related- 
ness among humans, a failure of social 
skills rather than a malignant inability 
to relate. We call this a “lesion of in- 
tuition" and see how it operates within 
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the family and in peer relationships. We 
believe it comes from the absorption of 
attention. by basic physical skills such 
as managing bodily activity, speech, ori- 
entation in space, primary perceptual 
activities which are prerequisite to liv- 
ing well with people. Oddly enough, 
gifted children of this type often are as 
obtuse as some retarded ones. Yet we 
all have seen dull neurotic or schizo- 
phrenic children with sharpened and 
astute perceptions of human motives. 

We all see more and more character 
problems in children as in adults; And 
just as neurotic needs determine charac- 
ter formation, so maturational handi- 
caps which go untreated may deform 
the growing character in almost every 
area from a failure of sexual identifica- 
tion to patterns of obsessional competi- 
tion, making for success rather than hap- 
piness. Therefore, it is important to treat 
even those lags which will be outgrown. 

The treatment of this disorder is dif- 
ferent from that of neurosis and perhaps 
this is why in the past so many have 
been unsuccessfully treated. 

First we must interpret the diagnosis 
to the parent. Here we encounter a criti- 
cal distinction. Our task is to define and 
help parents to accept a disability and 
to learn how to stop reenforcing it. The 
insight required is quite different from 
that required of the parent of a neurotic 
who must learn his own part in evoking 
a disturbance and even in profiting by 
it. It must be noted, however, that the 
incidence of parents with their own 
neurotic disturbance seems less in this 
population (since causality is partly ex- 
ternal) although by the time we see 
them, these parents too are very upset. 
Also the disturbed members of this 
group frequently are less relieved to 
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learn they are blameless than dismayed 
to find themselves passively helpless be- 
fore nature. At this point whatever real 


or fancied guilt they express and for - 


what purpose must be clearly identified, 
if not by the parent, at least by the 
doctor. 

To interpret the child's needs as a 
corollary of the diagnosis requires us to 
convey the nature of the child's anxiety, 
his lack of inner controls and his need 
for especially firm external limits. If the 
parents are not secure in their own 
maturity, this may be hard for them. 
Just as the parents of neurotics often 
cannot trust themselves or their children 
with freedom, those of the "organics" 
often do not feel strong enough to en- 
force limits, though often they can mobi- 
lize amazing strengths when they clearly 
understand the need. 

Often in dealing with neurotic or 
psychotic symptoms, we encourage par- 
ents to be more lenient, to allow more 
self-expression and to overlook provoca- 
tion. Our patients, on the other hand, 
need validation of their own physical and 
psychological activities to prevent con- 
fusion or even dissociation. We even en- 
courage parents to comment on tics, so 
that together parent and child may ex- 
ercise control. 

The child's own treatment begins with 
an interpretation to him of his diagnosis: 
our realization that he is contending with 
a real disability as opposed to the neu- 
rotic's fantasy of helplessness.!? We offer 
assurance that we shall help him to sur- 
mount his disability. At the same time 
we refuse to let him exploit it. We have 
found that these children have fewer of 
the classical resistances to treatment and 
more easily can be reassured. 

We prescribe medication, but only on 
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certain explicit terms.? It is not a sub- 
stitute for either management or insight. 
Both parent and child must know that 
we are modifying the child's physical 
self so that he may experience himself 
differently and present himself differ- 
ently to those about him. Medication 
often works only with concurrent psycho- 
therapy of parent and child although it 
may be very brief and quite infrequent. 
The chemotherapy may, of course, be 
specific or nonspecific. We agree with 
most writers who remind us that each 
physician works best with the drugs he 
understands best. The child himself is 
the best judge of our success if we ask 
bluntly and listen to the answer. We are 
constantly challenged by colleagues and 
parents about suppressing symptoms and 
motivation, This child has plenty of moti- 
vation left, and the alteration in inner 
experience seems to alter the major re- 
sistance—that of despair. 

Other specific remedies often are nec- 
essary. Specific perceptual retraining by 
gifted and qualified teachers may change 
both the child's performance and his ex- 
perience of failure. Certain physical 
exercises such as swimming, judo and 
dancing, by patterning the child's aware- 
ness of himself in time and space, make 
him more at home in the world, much 
happier and more effective. 

Direct psychotherapy, including play, 
is particularly interesting to those of us 
trained as psychoanalysts. It has been 
helpful to our patients and vividly in- 
Structive to us. 

For one thing, neither the hyperactive 
child nor his therapist tolerates too long 
a session. So it often is wise to cut the 
hour in half or split it with one or both 
parents. Just as the goal with a neurotic 
child is to release inhibited activity, in 
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these cases involving apparent biological 
dysfunction we try to organize unin- 
hibited activity and to reestablish con- 
trols. 

Even though we may encourage free 
expression of aggressive or negative feel- 
ings, catharsis alone is not helpful un- 
less we can structure the experience into 
a pattern. 

Interpretation of the disorganizing 
feelings helps little at first since this pa- 
tient cannot listen. The first corrective 
experience is apt to be that the child may 
learn what it is like to be with an adult 
who does not need to hover and fret 
although we are free to interfere. 

Later, as communication improves, 
we find that our greatest usefulness oc- 
curs in a rather specific instruction in 
human relations quite unlike the expe- 
rience with neurotic children who so 
often in treatment learn to find their own 
way. We must be willing to review the 
obvious and explain the most basic facts 
and rules of human conduct; we save 
face if we can, but we lay it on the line 
if we must. 

Generally in contrast to the psycho- 
therapy of neurotics (which employs per- 
missiveness, release, uncovering and in- 
terpretation of resistances) we concern 
ourselves instead with reviewing the 
damaged self-image, with pointing out 
old patterns and building new ones. We 
find these handicapped children to be 
guileless and rather easily managed with 
firm authority. 

Most of our treatment methods were 
derived from years in clinic settings. We 
must admit that at first the shortened 
hour, the infrequent visit, the instruc- 
tional approach, the large outdoor toys 
and even the drugs seemed like a second 
best plan due to the limitation of time 
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INTERMEDIARY GROUP TREATMENT OF 
INACCESSIBLE CHILDREN" 


GRACE GANTER, D.S.W..t MARGARET YEAKEL, D.S.W.,] 
and NORMAN A. POLANSKY, Ph.D. + , 


A guidance center was concerned about the substantial number of children 
who prove inaccessible to the usual clinic approach. A method was sought 
whereby specific deficits preventing outpatient treatment could be mitigated, 
using social group workers and an intensive, specially designed group program 


for children and parents. Results with 47 children are presented. 


HE PRESENT PAPER REPORTS an ex- 

periment in offering an alternative to 
institutional treatment of severely emo- 
tionally disturbed children. It is gener- 
ally accepted that it would be highly 
desirable to find such alternatives for 
children whom we are not currently able 
to reach with our usual child guidance 
team approach. The shortage of in- 
patient facilities is such that recom- 
mendation of institutional treatment for 
a child is frequently tantamount to re- 
ferral to limbo. Also, there are compli- 
cations and inefficiencies introduced into 
the treatment of any child when he is 
removed from his family, so that a 
method by which he may be treated in 
the context of his own family seemed to 
us extremely important. 

Our approach to the problem has 


differed from most other experimental 
programs designed with similar objec- 
tives in that we did not attempt to design 
a regime which would accomplish the 
whole therapeutic task. We had con- 
cluded that a program offered as an al- 
ternative to institutionalization was no 
longer a practicable solution when it ap- 
proached institutionalization in cost and 
skilled personnel needed. Accordingly, 
we directed our efforts toward designing 
a treatment format which might be feas- 
ible for many guidance clinics, and which 
would have a limited objective. Our 
study concentrated on a group of chil- 
dren for whom institutional treatment 
was recommended because they and/or 
their families were inaccessible on an 
outpatient basis. We hoped that by offer- 
ing intensive service in groups over a 
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period of six months both child and 
parents might be brought far enough 
along to be able to continue as part of 
the usual clinic population. In other 
words, the group treatment was seen as 
"intermediary," dedicated simply to pro- 
moting readiness for individual therapy. 
The hope was that if children and 
parents had help with certain specific 
deficits through intermediary techniques, 
they would be responsive enough there- 
after as outpatients that institutional 
placement would be obviated. o 


ACCESSIBILITY TO TREATMENT 


Since the object of our efforts was to 
make inaccessible children reachable, it 
was necessary to clarify just what is 
meant when we say that a child is “in- 
accessible,” and what it is in the child 
which will have to be influenced if in- 
creased readiness is to be brought about. 

Following previous work by Polansky 
and his colleagues,* 5 the following were 
seen as relevant dimensions of access- 
ibility to treatment: 


1. The capacity for self-observation. 
The extent to which the child is 
willing and able to take a look at 
his own behavior and accept re- 
sponsibility for his own mishaps. 
. Motivation for change. The desire 
that things shall be different. With 
severely disturbed children, one 
cannot expect this desire to be at a 
highly conscious or psychologically 
ambitious level. Nevertheless, un- 
less the child begins, after a bit of 
time, to show some purposeful use 
of the treatment contact, we must 
assume that he is inaccessible. 
3. Trust and investment in the thera- 
pist. What is meant by these notions 
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is, of course, too complicated for 
brief presentation. However, gener- 
ally speaking the more powerful 
the feelings attached to the thera- 
pist as object, the more accessible 
the child is showing himself. Even 
if the therapist is disliked, the ques- 
tion is whether the relationship is 
starting to matter, especially away 
from sessions. 

4. Freedom to communicate feelings, 
or verbal accessibility.5 The child's 
readiness to communicate with the 
therapist about important feelings 
and attitudes. Psychotherapy is, 
after all, primarily a talking treat- 
ment. Most therapists would agree, 
therefore, that whether or not the 
child shows himself ready to com- 
municate in this way and how soon 
he does so heavily influence how 
rapidly one can proceed and at 
what depth. 


By accessibility to treatment, then, we 
refer to the fact that if a number of chil- 
dren have been offered psychotherapy, 
one may take a look at them at the end 
of a specified time and find that some 
have proven more, and some less, able 
to be involved in treatment. Setting aside 
the question of whether the treatment is 
succeeding, one may yet make some esti- 
mate of whether the child has been able 
to be gotten "really in," and to what 
degree. 


EGO FUNCTIONS SUBTENDING 
ACCESSIBILITY 

From the description of the elements 
Biven above, it must be obvious that a 
high degree of accessibility to individual 
therapy presumes already rather good 
functioning. From this, one might con- 
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clude that anything which makes the 
child healthier, also makes it easier to 
treat him; but this is not a formulation, 
shall we say, which pinpoints the most 
efficient avenue of approach. For- 
tunately, the present clinical experiment 
had in its intellectual genealogy a pred- 
ecessor which narrowed the field con- 
siderably. 

We had found in an earlier study that 
the child's accessibility to individual 
treatment could be fairly consistently 
predicted on the basis of observations 
and ratings made of him in a preliminary 
group situation. In that study children 
were seen in "diagnostic groups" pro- 
vided as part of the initial assessment 
process in the clinic. Their behavior was 
rated on a variety of scales. Of these, 
two dimensions of group behavior stood 
out as remarkably efficient predictors of 
subsequent accessibility. These were: 


1. The child's ability to verbalize the 
purpose of the clinic and his reason 
for beng there. 

2. The child's capacity to set up and 
sustain a sequence of activities in 
play, or his “sustained-activity 
span.” 


Before we could move from these ob- 
served associations to an action project, 
we had to relate the surface behaviors 
to their deeper roots in the personality. 
Space will not permit a full description 
of our reasoning, but, briefly, we con- 
cluded that two characteristics were 
evidently most critical to being reached 
by interview treatment. These ego 
functions were labeled: organizational 
unity and the capacity for self-observa- 
tion. 

The term “organizational unity” is 
borrowed from the vocabulary of Kurt 
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Lewin, whose work foreshadowed much 
of modern ego psychology. The term re- 
fers to an operating style pervading 
much of the personality. When we refer 
to a mature level of organizational unity, 
we have in mind a person with (1) an 
adequate degree of differentiation, so 
that he is capable of confined and re- 
fined responses; (2) capable of abstract 
thinking; and (3) so coordinated psy- 
chologically that he can act in line with 
a hierarchial organization of needs, in- 
cluding holding a large number of ele- 
ments in view simultaneously in an 
orderly fashion. Lack of organizational 
unity is, we believe, evidenced in the 
foreshortened time-perspective and lim- 
ited goal-structure of children with a 
short sustained-activity span. This is 
often accompanied by low frustration- 
tolerance and demand for immediate 
gratification—a situation only aggra- 
vated by the fact that the same children 
have repeated experiences of failure, of 
course, and anticipate them. Children 
with such defects find it difficult or im- 
possible to commit fhemselves to ex- 
tended individual treatment; neither can 
they survive the struggles and frustra- 
tions incurred in "working on their 
problems." 

The second ego function we have 
termed the "capacity for self-observa- 
tion.” By this we mean something which 
is not quite insight. We mean the ability 
to formulate a conception of one's self 
as actor, influencing as well as experienc- 
ing situations of which one is a part, and 
perceiving patterns in one's involve- 
ments. To have little or none of this 
capacity makes helping other than 
through environmental manipulation or 
experiential treatment difficult if not im- 
possible. We believe that the self-observ- 
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ing function of the ego depends, in part 
at least, on a systematization of intro- 
jects of significant persons in the child’s 
past life. For some, the objects have been 
too chaotic to permit this. With others, 
there has been so little separation from 
the parents that there is no autonomous 
organization which appraises or evalu- 
ates others’ reactions. There is also 
likely to be a lack of content in the ego 
by which feelings and reactions can be 
formulated, and this may be noted as 
poor verbal-conceptual development. 

Our strategy was to direct the inter- 
mediary group experience toward the 
improvement of these two personality 
characteristics, specifically, to leave to 
future therapy other problems the child 
was showing. 


METHOD OF THE STUDY 


The core issue in our study was to de- 
termine whether we could invent a set of 
techniques for the group treatment of 
these inaccessible children which could 
be shown to be effective in improving 
their readiness for treatment. In other 
words, the study involved both a process 
of clinical discovery and the conduct of 
a test of efficacy. Our design involved 
three major steps: (1) locating inaccess- 
ible children from among those applying 
for service at the Cleveland Guidance 
Center; (2) forming these children into 
groups, in which they were offered the 
intermediary group experience we 
gradually evolved to help them, and 
(3) assessing the children's treatment 
readiness after the group experience. 

Our study was conducted by a team 
consisting of group workers, caseworker 
and psychiatrist with consultative help 
from a clinical psychologist and, of 
course, a research specialist, Children 
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were chosen for the study on the basis 
of having been screened diagnostically 
with a recommendation made for insti- 
tutionalization. Selection criteria also in- 
cluded objective indicators, such as 
exclusion from school. The population 
of interest was limited to the age-range 
6 to 12. It included both sexes and both 
Negro and Caucasian children. 

Children selected were assigned to 
groups; each consisted of six children or 
so with two staff members working with 
each group. By agreement with the 
parents a group was set up to run for six 
months with the further understanding 
that the child would continue in the 
regular clinic thereafter. Children's 
groups met for three-hour sessions twice 
a week. Their parents also attended 
weekly meetings of a parents’ group led 
by a social worker and had regular in- 
terviews with a caseworker. Over a 
period of two years, during which one 
or more such groups were under way at 
any one time, we saw a total of 47 chil- 
dren in our intermediary group treat- 
ment program. 

In this presentation we chose to focus 
primarily on the evidence that in prin- 
ciple quite a number of these so-called 
inaccessible children can be salvaged. 
We are leaving for future publications 
the full description of the treatment 
forms we evolved and their rationale. 
However, in order that the reader can 
get a somewhat more concrete image of 
how the project was conducted, we turn 
next to a sketch of the intermediary 
treatment. 


TREATMENT INTERVENTIONS 


It will be recalled that our group 
effort with the children was limited in a 
variety of ways. First, we wanted our 
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experiment kept reasonably direct and 
simple in order to maximize its potential 
communicability and so that it would 
not depend on personnel rarely found. 
Second, it was designed to deal with two 
aspects of ego functioning and only two: 
(1) organizational unity and (2) the 
capacity for self-observation. Hence our 
experiment was somewhat unique in the 
degree to which we risked having no 
effect by limiting the treatment offered. 

This limiting process also led to use 
of a highly structured format for all 
group meetings, which was used repeti- 
tively. The elements of our “standard 
format” were themselves essential in- 
gredients of the treatment specifically 
directed at the lack of organizational 
unity. Our procedure, for instance, 
called for repetitiveness of the very ac- 
tivities program of the group sessions. It 
also called, nevertheless, for use of a 
progression within any one program 
medium from simple to a more organ- 
ized and complex activity. This was true 
of the progression within the activity it- 
self through a series of activities and 
from session to session. 

Such a plan is, of course, arguable. It 
was our original intention to follow the 
more open, spontaneous pattern of 
therapy groups for children. We found, 
however, that the ego boundaries of 
most of these children were so weak that 
they easily were erased by an increase 
in the general state of tension. Demands 
for immediate gratification and low frus- 
tration-tolerance made it necessary to 
lay down guides which were definite and 
clear. 

Within the highly structured program 
format for all group meetings we em- 
ployed a series of additional interven- 
tions designed to influence the desired 
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change in our children. The major ones 
represented may be described briefly as 
follows: 

1. Techniques Affecting Organiza- 
tional Unity. These are additional, of 
course, to the overall effect of the kind 
of meeting structure used. Included here 
were: 

a. Depersonalization of the sources of 
structure. Whenever possible, we built 
instructions into the structure itself so 
that whatever had to be done was evi- 
dent to the child. For example, the 
child had a colored slip of paper to 
identify himself, and by “following 
his color" he should know where he 
was to go in each successive activity. 
Most of our children had evaded fac- 
ing their difficulties with following 
routine in part by externalizing the 
conflict into a battle between them- 
selves and another person. The aim 
of this technique was to undercut that 
defense and to neutralize the problem 
of controls. 
b. Therapeutic refusal to become en- 
gaged in struggle. This is related to 
the above. We met with apparent ob- 
stinacy all attempts by the child to get 
us to argue with him, chase him, or 
the like, and used deliberate blandness 
of affect and quietness of voice. When 
we did not understand what the child 
was trying to stir in us, we simply 
ignored him until things clarified. 

c. Eliciting feelings of success and ade- 

quacy (“sublimation induction”). 

Many of our children had no way of 

marking success or progress; the fear 

of failure countered development of 
sublimational channels by which 
energy and affect might be neutralized. 

We found, therefore, that in the be- 

ginning the child often had to dis- 
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Cover success accidentally, after which 
we could capitalize on it. These 
momentary experiences then proved 
to have a cumulative effect. The paint- 
ing activity may serve as an illustra- 
tion. As we designed it, painting at 
first required very little conventional 
skill. Paints simply were poured by 
the child into a rubber tray set on the 
floor. How the colors blended to- 
gether, in which direction the colors 
moved, even how the paint distributed 
itself over the surface of the tray was 
not within the child's control. Never- 
theless, prints could be made from 
blank sheets of paper laid over the 
tray full of paints. The resulting 
variety of waves, lines and curves was 
often quite beautiful. Because the 
"art" occurred largely by accident, it 
seemed to be produced the more will- 
ingly When eventually the child 
dared use the brush, after the spilling 
and messing, he also had gained a 
new control and a new skill based on 
the previous success experience. 

d. Avoidance of destructive competi- 
tion. Any degree of open competition 
seemed destructive for these children, 
and we avoided it. Moreover, com- 
petition could be socially induced, or 
spontaneously derived from potentials 
in the situation, and we had to 
manage to control both areas. 


2. Techniques Relevant to Encourag- 
ing the Development of Self-Observa- 
tion. None of the actions taken by us in 
the intermediary group was proposed as 
able, in and of itself, to accomplish a 
capacity for insight in these children. 
Rather, we merely wanted to move in 
the direction of providing some sense of 
Self as a distinct entity and remedying 
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the most flagrant obstacles to commenc- 
ing an intensive treatment relationship 
with a therapist. 


a. Induction to verbal-conceptual ex- 
pression. To refer to our children as 
substantially nonverbal is not to say 
that they do not talk; rather, it is to 
recognize that for many of them their 
talking is practically equivalent to 
their hypermotility. Our children 
needed training in formulating feel- 
ings into words, which also required 
helping the child become aware that 
he had a feeling. This usually could 
happen only after the first months, 
during which much of our communi- 
cation had to be through activities. 
Among other things, we had some 
Success with systematizing the use of 
a voice recorder. The children were 
encouraged to carry on interchanges 
via recordings, sometimes days apart. 
b. Intrusive interpretation through iso- 
lation. Situational events were inter- 
preted at the moment they occurred for 
reasons similar to those proposed by 
Redl and Wineman.? This required 
isolating the child with a worker so 
that the child could begin to recog- 
nize feelings and talk about them, 
rather than to discharge them via ag- 
gressive acting out. 

c. Transference disruption. The aim 
was to help the child see himself more 
as an autonomous entity by making a 
clear differentiation between the group 
therapist and the parental object. 
Also, we hoped to break up illness- 
approving systems of introjects. One 
Intervention in line with this was to 
try to reverse in our response what- 
ever reaction we knew the child was 
accustomed to eliciting from his 
parent by one or another maneuver. 
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Another was to react with apparent 
obstinacy, as mentioned before, when 
we did not know what the child was 
trying to seduce us into. 


There were, of course, a number of 
other interventions and techniques de- 
veloped. But we trust that this brief 
description will serve to give an impres- 
sion of how our project was in operation. 


WORK WITH PARENTS 


In order even to run our experiment, 
we had to get the parents of highly dis- 
organized children (of whom many are 
not well organized themselves) to bring 
their children and themselves to the 
clinic three times a week for six months. 
Much needs to be said about the im- 
portant work with parents, but space 
will not permit. We must say we were 
grateful for the work of others in de- 
veloping principles for reaching the un- 
motivated client, and we learned to 
employ a number of their devices.? Prob- 
ably our major new learning was in the 
use of groups led by the social group 
worker in tandem with those for the 
children. 


EFFECTS OF THE TREATMENT 
INTERVENTIONS 

What evidence did we have of change 
in the children and in what proportion? 
First, we should recall that the treatment 
focus had been narrowed to two target 
variables: the child's organizational 
unity and his capacity for self-observa- 
tion. Secondly, we had not presumed 
that we could cure the children, even in 
these limited areas, but only that we 
might improve them enough on these 
critical ego functions so that outpatient 
treatment would prove feasible. We had 
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selected for study children who had been 
assessed as needing institutionalization 
in part because they and their families 
gave so little evidence that they could 
be involved at all in outpatient treatment. 
Indeed, for most of these children, the 
initial issue was whether«they could be 
maintained in contact with our program. 

The number of children with whom 
we began was 47. Of these, 39 or 83 
per cent completed the six months of 
intermediary treatment and only eight 
discontinued. Not all of these 39, how- 
ever, were deemed suitable candidates 
for outpatient treatment even after all 
the efforts we made with them. Five still 
were recommended to seek institutional 
placement. For the other 34 further 
treatment in our regular clinic program 
was offered, and 31 of these children 
(and their parents) did indeed enter 
treatment. 

It was felt that a child should have 
received a trial in interview treatment 
of at least three months in order to 
assess his accessibility. Accordingly, the 
children were rated after three months 
by their therapists on the dimensions we 
described earlier as elements of “access- 
ibility to treatment.” Based on these 
combined ratings, we can report that 28 
of the 31 were giving evidence of in- 
volvement in outpatient therapy. Hence, 
about 60 per cent of the original 47 
children seem to have received the de- 
sired benefit from intermediary treat- 
ment. 

While the clinical experiment was 
aimed primarily at modifying the chil- 
dren with respect to readiness for inter- 
view treatment, one is, of course, also 
interested in other information about 
their adjustment. Quite a number of 
these children had, for instance, been 
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excluded from school either completely 
or on a part-time basis when we began 
with them. This was true of 18 of the 
children who were included in the 28 
our therapists later rated as accessible. 
At the point the accessibility ratings were 
obtained (i.e. "after three months in in- 
dividual treatment) all these children 
had been returned to full-time school 
attendance. 

There was other evidence of change 
in parents as well as in the children 
which would lead us to join others? in 
encouraging the use of alternatives to 
institutional placement in many cases 
where they are not now being used. On 
the basis of the present experiment, we 
can say that intermediary group treat- 
ment appears already a very promising 
addition to our patterns of offering help. 
Both the rationale for its use and the 
efficacy of techniques evolved received 
support from the ability of these chil- 
dren to become involved and to endure 
in individual psychotherapy. 


DISCUSSION 


The total cost of this project for a two- 
year period was about $60,000. We be- 
lieve that if we had obviated the need 
for placement of only 20 children for 
one year, we should have justified 
economically the procedure used quite 
convincingly. And, as is all too well 
known, one year of residential treat- 
ment would have been very little for 
many of these children. 

There is a cost other than money 
which seems to us even more important. 
This lies in the waste of professional 
time and energy when the inaccessible 
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child becomes the tediously immovable 
long-term case. In other words, the 
fruitless effort to make do with a stand- 
ardized clinic approach which in the end 
comes to nothing is truly profligate. 

Our hope has been that we could dis- 
cover techniques sufficiently limited in 
intent, and communicable, so that they 
can be employed by personnel who are 
in some supply in outpatient clinics. If 
this hope bears fruit, then the addition 
of a program like the one we have de- 
scribed to the procedures of the guidance 
clinic ought to be possible at a minimal 
cost. Meanwhile, and especially since we 
greatly doubt we already have exhausted 
the subject, we would strongly encourage 
others to join in developing additional 
intermediary techniques and in refining 
ours, so as to find new ways to cope with 
the children whom presently we must 
correctly label “inaccessible.” 


REFERENCES 


1. GANTER, G., AND N. A. Polansky. 1964. 
Predicting a child's accessibility to individ- 
ual treatment from diagnostic groups. Social 
Work. 9(3): 56-63. 

2. HENRY, C. 1958. Motivation in non-volun- 
tary clients. Soc. Casework. 39(2-3): 130- 
136, 

3. LaVietes, R. L., W. C. HULSE AND A. 
Brau. 1960. A psychiatric day treatment 
center for young children and their parents. 
Amer. J. Orthopsychiat. 30(3): 468-482. 

4. POLANSKY, N. A., AND E. S. Weiss. 1959. 
Determinants of accessibility to treatment 
in a children's institution. J. Jewish Com- 
munal Service. 36(2): 130—137. 

5. POLANsKY, N. A., E. S, WEIss AND A. BLUM. 
1961. Children's verbal accessibility as a 
function of content and personality. Amer. 
J. Orthopsychiat. 21(1): 153-169. 

6. REDL, F., AND D. WINEMAN. 1952. Controls 
from Within, The Free Press, Glencoe, Ill.: 
254-255, 


CHILDHOOD INTELLECTUAL DIFFERENCES BETWEEN 
SCHIZOPHRENIC ADULTS AND THEIR SIBLINGS” 


ELLEN A. LANE, Ph.D., and GEORGE W. ALBEE, Ph.D. 
Western Reserve University, Cleveland, Ohio 


Intelligence scores from second, sixth, and eighth grades were significantly 
lower for children who became schizophrenic adults than for their siblings. 
Thus, low socioeconomics or low-intellect families cannot entirely account for 
poor performance among schizophrenics. Correlations between subjects and 
siblings were extremely low in contrast to the high relationship of normal 


siblings. 


pim OBSERVATIONS HAVE chal- 
lenged the traditional belicf that 
intellectual deterioration as measured by 
intelligence tests is a necessary concom- 
itant of adult schizophrenia. One of our 
earlier studies ! has shown that schizo- 
phrenics score no lower on intelligence 
tests while psychotic than they had 
scored many years before the disorder 
when they were tested as schoolchildren. 
Further evidence against the belief that 
intellectual deterioration occurs after the 
acute onset of schizophrenia comes from 
a study * which found that the schizo- 
phrenic, whether institutionalized or not, 


does not score lower on intelligence tests 
taken 10 or more years after onset than 
he had either upon first hospital admis- 
sion or during childhood. 

The frequent observation that adult 
schizophrenics score low on intelligence 
tests has been explained by the greater 
prevalence of schizophrenia among the 
culturally and economically deprived 
who characteristically perform below 
average on these tests. In an attempt to 
examine this conclusion one of our re- 
cent studies 2 showed that children who 
later became schizophrenic adults did 
indeed score significantly lower on tests 


* Presented at the 1965 annual meeting of the American Orthopsychiatric Association, New 


York, New York. 


j The research reported in this paper was supported by Grant M-5186 from the National 
Institute of Mental Health, U.S. Public Health Service, Department of Health, Education, and 


Welfare. 
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of intelligence than other children in 
their same classes in their various neigh- 
borhood elementary schools. The ques- 
tion of whether low socioeconomic back- 
ground entirely can account for the poor 
test performance of schizophrenics was 
answered in the negative. It remains pos- 
sible that the low test scores of schizo- 
phrenics-to-be represent the performance 
of children from families of particularly 
poor intellect or culture even within their 
social framework. On the other hand, if 
intellectual deficit is a peculiar charac- 
teristic of children who later become 
adult schizophrenics regardless of their 
socioeconomic level, they should per- 
form more poorly on intelligence tests 
than do their own siblings who do not 
become schizophrenic. 


METHOD 


In order to determine whether schizo- 
phrenic adults had scored lower on in- 
telligence tests during childhood than 
had their own siblings, it was necessary 
to retrieve scores from intelligence tests 
taken in school many years ago. Fortu- 
nately for research purposes, the Cleve- 
land school system has had a remarkably 
consistent group testing program since 
the mid-1930s. Throughout the years 
the Kuhlmann-Anderson Test has been 
administered to all children in regular 
classes in the second grade. The Cleve- 
land Classification test has been given 
to all sixth-graders, and the Terman- 
McNamar test has been given to all 
eighth-grade classes. All of these records 
of hundreds of thousands of children 
have been kept in the files of the Cleve- 
land Board of Education. 

Lists of names and birth dates of 
all schizophrenics under 34 years of 
age at several state and VA hospitals in 
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northeastern Ohio as well as at one large 
University hospital were checked against 
the names at the Census Bureau of the 
Cleveland Board of Education to de- 
termine (1) those who had attended 
the Cleveland public schools and (2) 
of this group those who had siblings 
who also had attended the Cleveland 
schools. 

A search for test scores of children 
who later became schizophrenic who had 
nonaffected siblings also tested in the 
public schools provided a sample as fol- 
lows: 55 schizophrenics-to-be with at 
least one sibling, both of whom had had 
a Kuhlmann-Anderson test in the second 
grade; 60 schizophrenics and their sib- 
lings, both of whom had taken the Cleve- 
land Classification test in sixth grade, 
and 41 schizophrenics-to-be and their 
siblings both with an eighth-grade Ter- 
mar-McNamar score. 

About half of the group and their 
siblings had taken all three of the tests. 
Among the reasons that some subjects 
and siblings had taken only one or two 
of the three tests were (1) absences on 
the day of the tests, (2) family moves 
resulting in a change of school system, 
(3) siblings that were too old to have 
been given the second-grade tests and 
(4) in the case of the eighth-grade test 
dropouts for work permits or on account 
of age. There were three semesters dur- 
ing which these tests were not adminis- 
tered. If these semesters happened to 
coincide with the time a particular sub- 
ject or sibling attended, that pair would 
be lost. 

About 75 per cent of our subjects were 
male because of the inclusion of veterans 
hospitals and because maiden names, 
needed for retrieval of records from 
childhood of married female schizo- 
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phrenics, were not always available. Ap- 
proximately 40 per cent of the group was 
Negro. Most subjects came from schools 
in deprived areas of the city. 

Once found, the childhood intelligence 
test score of each adult schizophrenic 
subject was compared with that of his 
sibling on the same test taken at approx- 
imately the same age and usually in the 
same school. With more than one sib- 
ling the mean score of the siblings was 
used. 
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siblings in sixth grade, and 61 per cent 
made lower scores than their own 
brothers and sisters on the eighth-grade 
intelligence test. 


CORRELATION WITH SIBLINGS 
Although the IQs of notmal siblings 
are known to correlate about .50,? the 
IOs of these future schizophrenics 
showed no consistent relationship with 
those of their siblings. Insignificant cor- 
relation coefficients of .05 for the second- 


TABLE 1 
INTELLIGENCE OF SCHIZOPHRENICS-TO-BE COMPARED WITH THER RESPECTIVE SIBLINGS * 
Mean IQ Mean IQ 
N of Schiz. of Sibling oD ig 
Second Grade 55 91.6 99.0 T) .001 
Sixth Grade 60 86.5 94.2 1.6 .001 
Eighth Grade 42 89.0 96.2 2.3 .01 


* The mean of the siblings for each family was used as the sibling score. The tests used 
were the Kulmann-Anderson in the second grade, the Cleveland Classification in the sixth 
grade and the Terman-McNamar in the eighth grade. 


INTELLIGENCE LEVEL 
COMPARED TO SIBLINGS 

The large majority of schizophrenics- 
to-be performed consistently and con- 
siderably more poorly on intelligence 
tests than their own sisters and brothers 
throughout the school years. At all 
three grade levels statistically significant 
differences were found between scores 
made by children who later became 
schizophrenics and their siblings. Al- 
though the second- and sixth-grade tests 
reached higher levels of confidence than 
the eighth-grade results, all were beyond 
the .01 level of confidence. Schizophren- 
ics-to-be were on the average approxi- 
mately seven IQ points below their sib- 
lings at all three grade levels. In second 
grade 73 per cent of future schizophren- 
ics scored lower than their siblings. 
Seventy-two per cent scored below their 


grade test, .17 for the sixth-grade test, 
and .07 for the eighth-grade test were 
found. These correlations are further 
evidence that the poor performance 
found for schizophrenics cannot be pre- 
dicted from the intelligence level of their 
own families. 

It is interesting that when the IQs 
of two nonschizophrenic siblings of the 
subjects were correlated with each other, 
the resulting average coefficient was .43 
for the three grade levels. Again, the 
intellectual performance of the future 
schizophrenics was different from that of 
their siblings. 

INTELLIGENCE RANK AMONG 
SIBLINGS 

In second and sixth grades regardless 
of the number of children in the family 
the child who later became schizo- 
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phrenic was lowest of all his siblings 
much more often than could have been 
expected by chance. For those subjects 
who came from families of three children 
one could expect one out of three sub- 
jects to score the lowest, one to score 
the highest and one to score in the 
middle. Of those with four children 
in the family one would expect one 
subject out of every four to be low- 
est, one to be the highest and two to be 
in the middle. A chi square test showed 
that in second and sixth grades the posi- 
tion of schizophrenics-to-be among their 
brothers and sisters on intelligence tests 
was the very lowest much more often 
than could be expected by chance and 
the very highest much less often than that 
expected, a finding which was well be- 
yond the .01 level of confidence. 

This position of the preschizophrenic 
as lowest in the family, however, was not 
consistent enough during the eighth grade 
to show statistical significance. The fact 
that a number of these schizophrenics- 
to-be (among them many of the lowest 
scorers) dropped out of school before 
and during eighth grade may account 
for both the smaller number of subjects 
available at this time and the decrease in 
the proportion of subjects who were 
the very lowest scorers in their families. 
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This same reasoning may explain why 
none of the eighth-grade results was as 
pronounced. That is, the percentage who 
were lower than their siblings and the 
absolute difference in scores were also 
somewhat smaller in eighth grade than 
in the two lower grades. 

Although we had few female subjects, 
separate analyses of males and females 
in all of these comparisons showed the 
female schizophrenics-to-be somewhat 
more inferior to their siblings than were 
the male subjects during elementary 
school and somewhat less inferior to 
their siblings than were the male schizo- 
phrenics during junior high school. The 
only significance that can be attributed 
to such a small group is that there is no 
reason to believe that our findings are 
not applicable to both sexes. 


RELATION TO OPPOSITE AND SAME 
SEX SIBLINGS 


The observation has been made by 
Lidz * that siblings of the same sex as 
schizophrenic children are more emo- 
tionally disturbed than siblings of the op- 
posite sex. While these conclusions are 
based on studies of schizophrenic chil- 
dren, data gathered for the present study 
afford the opportunity to make similar 


TABLE 2 


INTELLIGENCE POSITION OF ScHIZOPHRENICS-TO-BE AMONG SIBLINGS IN 
THREE GRADES OF SCHOOL 


Lowest Middle Highest P 

Second Grade 

Observed 32 12 11 

Expected 19.9 Da 19.9 BOL 
Sixth Grade 

Observed 37 12 1l 1 

Expected 23.6 12.8 23.6 du 
Eighth Grade 

Observed 20 10 11 S. 

Expected 16.9 1:9; 16.9 i 


Ol a 
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TABLE 3 
IQs oF MALE PRESCHIZOPHRENICS COMPARED TO IQs or BROTHERS AND IQs OF 

SISTERS IN SECOND, SIXTH AND EIGHTH GRADES 

N Pairs M Schiz. M Sib. oD P 

Total 47 89.6 96.0 1.2 .01 

S and Sisters 37 90.0 100.5 1.4 .01 

S and Brothers 28 92.6 96.2 1.4 .02 

Total 48 87.2 93.3 17 .01 

S and Sisters 29 83.9 91.1 2.0 .01 

S and Brothers 34 89.4 93.8 272 .05 

Total 34 87.3 96.3 2:25 .01 

S and Sisters 24 87.5 93:9. 3.6 .10 

S and Brothers 21 88.8 98.5 3.1 .01 


comparisons for children who later be- 
come schizophrenic adults, at least for 
male subjects. In a review article, how- 
ever, Rosenthal 7 finds that the concord- 
ance rate of schizophrenia is generally 
higher among females than males. 

If emotional disturbance is reflected 
in poor test performance, as we believe 
has been demonstrated for schizophren- 
ics-to-be, emotionally disturbed siblings 
should perform more like our subjects 
on tests than well adjusted siblings. If 
emotional disturbance is more com- 
mon among siblings of the same sex as 
the subjects, it might be expected that 
our subjects would show a larger differ- 
ence in intellectual performance in com- 
parison to siblings of the opposite sex 
than they would with siblings of the 
same sex. 

The results of such comparisons for 
male subjects in second, sixth, and 
eighth grades with their same and oppo- 
site sex siblings show that Lidz's ob- 
servation holds true in second and sixth 
grades for children who later become 
adult schizophrenics, but is contradicted 
in the eighth-grade results. That is, male 
schizophrenics differed far more from 
their sisters than from their brothers 
during early childhood, although their 


scofes are significantly lower than both. 
In eighth grade, however, the same sub- 
jects were further below their brothers 
than their sisters. The meaning of these 
results in terms of a theory of schizo- 
phrenia frankly is obscure to us. Per- 
haps sisters of schizophrenics have a 
more difficult time of adjustment at the 
junior high ages than brothers of schizo- 
phrenics. It may be that the finding that 
male schizophrenics-to-be score further 
below their sisters than their brothers in 
second grade and in sixth grade but not 
in eighth grade can be accounted for as 
a by-product of our method: (1) the 
smaller number of subjects in the eighth 
grade results make these findings less 
reliable than for the other grades and 
(2) some of the severely disturbed 
brothers may have dropped out of school 
by eighth grade. In any event we will 
replicate the study with a new sample. 


CONCORDANCE OF SIBLINGS 


Pollack ê in a review reports discrep- 
encies in the findings about the number 
of siblings of schizophrenic children that 
also could be considered psychotic. Kall- 
mann has stated that eight per cent of 
these siblings are found to be schizo- 
phrenic. Others have found a variety of 
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percentages, some as low as one per cent. 
In our study, which made no attempt 
to evaluate the mental health of siblings 
and found schizophrenic siblings only 
if they too had been admitted to one of 
the hospitals under study, four families 
contributed nire of 60 subjects with sixth 
grade test scores. That is, two pairs of 
schizophrenic brothers were compared 
with normal siblings; three other schizo- 
phrenic brothers were individually com- 
pared with normal siblings, and both 
a schizophrenic brother and sister were 
compared with their normal siblings. 

Our results, which surely underesti- 
mated the number of actual schizo- 
phrenic siblings, show that almost eight 
per cent of the families had more than 
one schizophrenic. Rosenthal 7 concludes 
that the variety of methods used to eval- 
uate and calculate the percentage of 
schizophrenic siblings leads to different 
results. In many of the studies it is not 
clear whether reports on siblings have 
included schizophrenic children or schiz- 
ophrenic adults, In any event it does 
appear that the number of schizophren- 
ics from the same families is higher 
than chance rates. 


CONCLUSIONS 


Because schizophrenics-to-be were 
found to score lower than their own 
siblings, it is no longer possible to attri- 
bute the low scores made by adult schiz- 
ophrenics on intelligence tests to low 
socioeconomic level nor to having been 
reared in low-intellect families. Rather, 
intellectual deficit is found to be charac- 
teristic of the schizophrenic himself 
whatever his socioeconomic or familial 
background. The fact that adult schizo- 
phrenics had scored significantly lower 
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on intelligence tests during childhood 
than had their own siblings supports the 
thesis that schizophrenia has its roots 
and measurable effects in early childhood 
many years before the actual recognized 
onset of the disorder. 

Had it been possible to eliminate from 
our studies all those siblings who later 
developed significant abnormalities, the 
differences found during childhood be- 
tween those who became adult schizo- 
phrenics and their siblings undoubtedly 
would have been even greater. Never- 
theless a significant difference was found 
at three age levels despite the probabili- 
ties that some of the lower scoring sib- 
lings, whose scores were included in the 
comparison, might also have developed 
schizophrenia later in life. 

Clearly these findings of inferior in- 
tellectual performance do not in any 
Way prove or disprove constitutional 
inferiority or genetic causation. Low 
intelligence test scores during childhood 
may well be the result of reduced or dis- 
torted motivation rather than true intel- 
lectual deficit. The method of retrieving 
past records prohibits an analysis of the 
influence of childhood personality and 
motivation on intelligence test perform- 
ance, 

As far as we can determine, these chil- 
dren were not considered to be psychotic 
Or even severely disturbed in school. 
None of them was in special classes. 
No one with a diagnosis of childhood 
schizophrenia was included in any of 
our studies. Most of our subjects, how- 
ever, probably showed other signs of 
disturbed behavior as well as scores 
which were significantly lower than those 
of their own siblings. We are presently 
searching for other early concomitants of 
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the schizophrenic process in order to 
identify a high-risk sample for a study of 
controlled intervention. 


REFERENCES 


1. ALBEE, G. W., E. A. LANE, C. CORCORAN 
AND A. WERNEKE. 1963. Childhood and in- 
tercurrent intellectual performance of adult 
schizophrenics. J. Consult. Psychol. 27: 
364—366. 

2. ALBEE, G. W., E. A. LANE AND J. M. 

REUTER. 1964. Childhood intelligence of 

future schizophrenics and neighborhood 

peers. J. Psychol. 58: 141-144. 

. ANASTASI, A, 1958. Differential Psychology 


e 


753 


(3rd. 
York. 

4. BATMAN, R. H. Intelligence test perform- 
ance of chronic and recovered schizo- 
phrenics. Unpublished doctoral dissertation, 
Department of Psychology, Western Re- 
serve University, June 1964. 

5. Lipz, T. STEPHEN FLEK, Y. O. ALAMEN, 
AND A. CORNELISON. 1963. Schizophrenic 
patients and their siblings. Psychiat. 26: 
1-19. 

6. POLLACK, M. AND R. K, GITTLEMAN. The 
siblings of childhood schizophrenics: a re- 
view. 1964. Amer. J. of Orthopsychiat. 
34: 868-874. 

7. ROSENTHAL, D. 1962. Familial concordance 
by sex with respect to schizophrenia. 
Psychol. Bull. 59: 401—421. 


ed.). Macmillan Company, New 


COMMUNITY FOLLOW-UP OF TREATMENT OF 
SCHIZOPHRENIA-ISSUES AND PROBLEMS" 


PHILIP R. A. MAY, M.D.,f A. HUSSAIN TUMA, Ph.D.,$ 
and WESLEY KRAUDE, M.D.§ 


The operational, procedural and practical problems associated with the execu- 
tion of a follow-up study are discussed. It is concluded that although many of 
the practical problems can be handled, a thoughtful re-appraisal of the “follow- 
up dogma" is in order and that results of such studies should be treated with 


reserve. 


| N STUDYING THE treatment of mentally 
ill patients, follow-up is easily and 
often spoken of, highly recommended 
and seldom done. We hope it will be 
worthwhile to examine some of the issues 
that arise as the result of actually doing 
such a study. 

The aims of follow-up seem clear: to 
determine the natural history of a 


disease, to identify factors which may 
Predict or influence its course and to 
evaluate the efficacy of intervention tech- 
niques in terms of less immediate out- 
come. 

The literature is well endowed with 
discussions of the need to investigate 
patient, treatment and situational vari- 
ables and their interactions; the necessity 
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to acknowledge and accommodate the 
multivariate character of pathology and 
improvement; the desirability of select- 
ing a homogeneous patient sample; the 
choice of relevant criteria, and the use 
of clinically and statistically sensitive 
and appropriate methods of data analy- 
sis. Our aim, therefore, is not to discuss 
these issues. Instead we wish to give an 
account of some of our experiences in 
implementing a study design, which, in 
our estimate, fulfills these model require- 
ments. A brief resume of the design will 
serve as a background for discussing the 
operational, procedural and practical 
problems with which the investigator 
must deal. 


DESIGN OF THE SCHIZOPHRENIA 
RESEARCH PROJECT (S.R.P.) 


Two hundred and thirty-one male and 
female first admission schizophrenic 
patients with no significant prior treat- 
ment were assigned by a random method 
to five treatment groups: (1) individual 
psychotherapy, (2) antipsychotic drug 
(Stelazine), (3) individual psycho- 
therapy plus antipsychotic drug, (4) 
electroshock and (5) control (none of 
the above specific treatments). 

Evaluation was reasonably detailed 
and multidisciplinary. The skills of 
nurse, psychiatrist, psychoanalyst, psy- 
chologist, social scientist and social 
worker were used. Examinations were 
done before assignment to treatment; at 
intervals during treatment; at the time of 
release or termination of treatment; and 
at 3, 6, 12 and 24 months after release 
from the hospital. 

The design was relatively simple. It 
was in the execution that one found out 
why angels fear to tread. The harsh 
realities of data collection and analysis 
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prompted a thoughtful, even agonizing, 
reappraisal. As Helen Sargent ê said so 
delicately, “Soon we run into such ap- 
parently insurmountable obstacles that 
it may seem better to switch our in- 
terests. . . ." The most elegantly con- 
trived research design may in action 
prove to be too ambitious to cope with 
uncontrollable and unpredictable human 
factors. 


DATA COLLECTION 


Our observations on data collection 
fall under a few basic, mundane head- 
ings: time, staff, sample selection and 
maintenance, records and motivations 
and ethics. 

Time. The development and execu- 
tion of a prospective follow-up study of 
treatment takes time—three years for 
the design and pilot stages, five years to 
follow 231 patients through their treat- 
ment in the hospital and two additional 
years of follow-up in the community. 
A total of 10 years is required for de- 
sign and data collection alone. 

The longer the follow-up, the more in- 
tense the demand for resources to collect 
information as patients scatter over in- 
creasingly larger areas. The captive 
“in-hospital” group differs funda- 
mentally from community follow-up, 
where success depends entirely upon 
locating the patient and his family, 
eliciting their interest and gaining their 
cooperation. The general trend towards 
mobility, particularly in large population 
areas, makes it difficult to maintain con- 
tact with any group over an extended 
period of time. Schizophrenic patients 
and their families seem to be particu- 
larly difficult. Many move around er- 
ratically and without notice, leave no 
address and avoid relatives and research 
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investigators or are frankly hostile. Ad- 
dresses and phone numbers left at the 
hospital or even in correspondence are 
often inaccurate, unlocatable or mislead- 
ing. To compound the difficulty, it 
seems one should expect error every 
time an address is copied. Follow-up 
can be improved by starting at admis- 
sion, by obtaining accurate names, ad- 
dresses and telephone numbers for every 
relative or friend who might conceivably 
act as a contact: an addressograph plate 
might help to prevent copying errors. 

In follow-up time is “of the essence." 
It is much easier to trace a person when 
the trail is fresh; delay costs money and 
loses data. We found that giving the 
patient a supply of change-of-address 
cards is a waste of time. Only the most 
motivated and cooperative will notify of 
change of address or reply to letters. As 
our study progressed, we came to rely 
almost exclusively on the telephone as 
the best method of contact. We used a 
private line that did not pass through the 
hospital switchboard. One of the difficul- 
ties is to persuade a conservative and 
economy-minded staff that more time 
and money are wasted by writing a 
series of fruitless letters than by a long 
distance call. Letters were sent only in 
special cases on a private letterhead with 
return address, A letter sent certified 
mail (requesting return receipt and de- 
livery address *) may occasionally be 
helpful as a first step in locating per- 
sons who have moved if they have left 
a forwarding address. These people 
often don't leave such an address and 
indeed may be antagonized by the pro- 
cedure or avoid accepting delivery, 
particularly if they associate certified 
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letters with collection agencies and legal 
action. 

In difficult cases where a person is 
thought to be at a particular address the 
following simple telegram or letter can 
be strikingly effective: “Please call me 
collect at 1-234-5678, preferably on 
"Tuesday." 

Searching through local directories 
and official records is a last resort and 
seldom is necessary. 

When a patient has been located, the 
telephone is the best way to obtain in- 
formation when a direct interview is not 
possible. We were at first surprised to 
find that persons who would refuse to be 
interviewed or to answer letters would 
talk at length on the phone. It seemed 
that the “person-to-person” and the 
“collect” call have a direct personal 
quality and convey a sense of importance 
and urgency without the threat of face- 
to-face contact or the inconvenience of 
travel to the place of interview. We have 
conducted detailed telephone interviews 
with persons as near as Los Angeles City 
and County and as far from California 
as Mexico, Louisiana, Alabama, Okla- 
homa, Florida and New York. 

A few persons will come to the hos- 
pital for an interview. Some will come 
to a clinic and more to a private office. 
Experience with repeatedly broken ap- 
pointments leads to the conclusion that 
if a person fails to keep an appointment, 
a visit to the home is the best way to 
Obtain a personal interview. Appoint- 
ments have to be made at the patient's 
convenience. We have interviewed at 
home, in school, at work, in prisons, in 
hotels, cars and trailers, on holidays, 
weekends and evenings. In difficult cases, 
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an unannounced visit or vigil at a likely 
time often is effective. 

Staff. It takes motivated people to 
meet the demands of such a study. In 
general, use of professional staff as- 
signed to a project is more satisfactory 
than adding research functions to al- 
ready overburdened trainees, residents 
or hospital staff, particularly for long- 
term duties. Apart from yourself, the 
less you know about a person's job, the 
more likely you are to underestimate 
and to overlook the effects of sickness 
and vacation. Multiply your estimate of 
professional staff by one and one-half, 
of clerical staff by two. For administra- 
tion there is a rule of thumb that allows 
one full-time supervisor for every eight 
persons; this is for ordinary purposes, 
but a ratio of 1:5 is necessary for qual- 
ity control at research standards. Some- 
one must be freely available to deal 
effectively with professionals, who seem 
to interpose myriad resistances to re- 
search design. 

Sample Selection and Maintenance. 
To obtain adequate baseline data for a 
psychiatrically homogeneous sample un- 
contaminated by treatment experience 
and retrospective falsification a serious 
research study must start at admission, 
not at release. If it proposes to study 
the history of an illness or to examine 
the outcome of specific treatments, it 
should include only first admissions with 
little or no prior treatment. From a de- 
sign viewpoint “first-episode, first-ad- 
mission" is the time to begin a follow-up 
study. The multiple admission group 
poses a serious problem in interpreta- 
tion of results; it is strongly “con- 
taminated" by previous treatment and 
as Smith and Wittson ? point out heavily 
loaded with patients who respond 
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equally well albeit temporarily to dif- 
ferent therapies. It also is hard to collect 
comparable data on those who circulate 
in and out of the hospital. Questions 
asked while the patient is in the com- 
munity (e.g., about visiting with friends, 
attending movies or hobbies) may be 
less relevant or assume a different or dis- 
torted meaning when the patient is in the 
hospital. Using only first admissons 
lessens the impact of this problem. So 
far, only about 10 per cent of our 
patients are back in the hospital at any 
one time. 

Sample maintenance and attrition re- 
ceive little mention in the literature; to 
us this seems the major practical prob- 
lem in follow-up research. As a major 
source of selective bias it cannot be ig- 
nored, nor is it sufficient to perform a 
“goodness-of-fit” test on variables such 
as age, sex, race, religion, education and 
the like to show that those who were 
examined do not differ "significantly" 
from those who were not. Clearly they 
are significantly and importantly dif- 
ferent in either cooperation, mobility or 
both. 

Veterans Administration studies are 
indeed fortunate in having a widespread 
network of offices and staff, pensioned 
patients and families who have strong 
motivation for keeping in touch. Their 
conclusions, however, may have only 
limited application because of the biased 
sample of men for whom the sick role 
represents definite financial gains. 

The problem of patient mobility and 
scatter may be less acute in closed, small 
countries with a less mobile society. In 
England, we are told, if you can’t find 
someone, the neighbors will tell you 
where he is—and it usually isn’t far 
away. In our experience in southern 
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California it seems virtually impossible 
to locate and elicit cooperation at regular 
time intervals in all cases. So far in 85 
per cent of cases we have been able to 
interview either patient, family member 
or friend roughly at the time an examin- 
ation became due. In all the others we 
have been able to obtain some informa- 
tion, varying in completeness from full 
evaluations with copies of hospital 
records for patients readmitted to a hos- 
pital elsewhere, to skeleton reports on 
where the patient was, who he was with 
and whether he was working. 

In 56 per cent of completed inter- 
views information was obtained from 
both patient and other respondents; in 
24 per cent from only the patient and 
in 20 per cent from respondents only. 
Ninety-four per cent of the patients seen 
cooperated with psychometric tests. Our 
range of cooperation varies from the 
patient who traveled more than 2000 
miles to an interview (bringing a bottle 
of wine to share with the examiner) to 
the other extreme, those who slam the 
door and threaten to call the police or to 
write the governor. Location problems 
are most difficult for those who leave 
the state and move around alone or 
irregularly, especially if there are no 
relatives or in instances where patients 
or relatives seek anonymity for legal or 
other reasons. 

Somewhere in between would be the 
cold, distant paranoid who, easily 
located and interviewed at home, 
directed the examiner to record the psy- 
chological tests as “refuses to co- 
operate.” Yielding to Persuasion, she 
sorted all the cards of the test into one 
pile instead of four. With further ex- 
hortation she picked up the top three 
cards and with meticulous indifference, 
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put one in each of the other three cate- 
gories, saying at the end, “that ought to 
confuse them.” 

It should be noted that, although you 
may “net” roughly the same percentage 
of cases (in this instance 80 per cent) 
by interviewing only the patient or by 
interviewing someone else instead, the 
composition of the final patient group 
is not the same by the two methods, 
Thus, if there is any attrition, evalua- 
tion based exclusively on one source 
may introduce serious sample bias as 
well as source bias. 

Everyone knows that patients (and 
families and others) may be biased and 
nonobjective in their version of events. 
However, this tendency seems poor 
reason to ignore their judgments since 
it is precisely these interested persons 
who set or help to set the criteria for 
Such "objective" criteria as admission, 
discharge and length of stay. Less well 
recognized are the problems of data re- 
liability created by varying degrees of 
ignorance and changing respondents. 
Information from widely different 
Sources often is lumped together in 
follow-up studies with unwarranted 
placement of equal confidence in all of 
them. Information given by family mem- 
bers living with a patient cannot neces- 
sarily be equated with material given by 
a hotel manager, neighbor or an ac- 
quaintance who often doesn’t know but 
doesn’t hesitate to guess. On the other 
hand, families and friends often are sur- 
Prisingly ill informed on a patient’s ac- 
tivities and give large numbers of “don’t 
know” or obviously guessed answers, 
especially when the patient is living else- 
where or moving around. Although it 
may be at greater cost and effort, one 
should obtain information from whoever 
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is likely to know whether it be an aunt 
in New York, a mother in San Francisco, 
a friend in Los Angeles or sister in 
Texas. 

Difficulties with the family are not 
confined to location. In one memorable 
instance a patients father angrily re- 
buffed the psychiatrist and threatened 
to call the sheriff. The patient later 
apologized on the telephone for his 
father's behavior and made an appoint- 
ment for an interview and testing. 

We found it helpful to have a basic 
schedule of rather essential factual in- 
formation that could be obtained with 
reasonable ease from a difficult patient 
or respondent including items such as 
residence, marital status, work, arrests, 
current symptoms and treatment. Addi- 
tional information could then be ob- 
tained if there were sufficient coopera- 
tion. 

An alternative approach to data col- 
lection is to limit the study to those with 
families or to those who for other 
reasons are likely to be locatable and 
cooperative. While simplifying data col- 
lection, this approach introduces serious 
bias by eliminating patients who are 
likely to do poorly. To illustrate, in the 
S.R.P. a high proportion of those who 
were so mobile as to leave the state were 
rehospitalized—58 per cent as compared 
with 38 per cent for those who did not. 
It is our impression that those who are 
not released to their families do poorly, 
and this may be especially true for those 
who are placed in foster-homes or shel- 
tered work. It also should be noted that 
Selecting only patients living with 
families is not effective in eliminating at- 
trition. Thus Freeman and Simmons? 
did not include patients who were going 
to live away from their families or out- 
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side the six-county area around Boston 
(some 4,000 square miles). They had 
9.2 per cent (65/714) attrition from 
original sample to first (release) inter- 
view and 14.6 per cent (104/714) to 
second (one year) interview. The King's 
County outpatient study (Engelhardt ?), 
limited to patients with available rela- 
tives, had an attrition rate of 35 per cent 
at three months, 65 per cent at one year, 
according to Katz According to the 
same source, even Gross's study,® which 
included only patients who already had 
been attending an outpatient clinic for 
the past six months, had a dropout rate 
of 10 per cent. 

Motivation and Ethics. As mentioned 
earlier, there are problems of coopera- 
tion unique to nonhospitalized, non- 
captive subjects. Subjects often are not 
as motivated as the investigator, and 
people do not cooperate with follow-up 
as readily as one might think. The wish 
to forget an unpleasant experience is 
widespread. It is important to recognize 
that one cannot rely on an expression of 
willingness to cooperate at the time of 
discharge. The desire to cooperate 
diminishes steadily with the passage of 
time after release. We think it important 
to enlist and maintain the cooperation 
of the patient and as many family mem- 
bers as possible, to establish early and 
continuing contact with a member of 
the research staff, and to accustom 
patients to the benign interest of the 
“special study" (research project is 
best avoided). When the patient leaves 
the hospital, this contact will make a 
world of difference in the quality and 
completeness of data collection. We 
made a very definite distinction between 
treatment and evaluation, but it is our 
position that a completely neutral and 
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impersonal relationship in a long-term 
follow-up is at best unlikely and at worst 
damaging to the study. What you don't 
do may impair a patient's attitude and 
response, and a mildly positive relation- 
ship is likely to distort the end result 
less than data that are missing or given 
with indifference, carelessness or hos- 
tility. For example, to this end the re- 
search staff helped patients to obtain 
treatment elsewhere or by their hospital 
doctor if asked to do so (although the 
research staff avoided actually treating 
patients who had left the hospital. ) 

We do not advise the use of gifts; they 
may antagonize the fault-finder and are 
received with gratitude by those who 
would cooperate anyway. On the other 
hand, payment for baby-sitters, parking 
and transportation is both considerate 
and essential. We did not pay patients 
for interviews. It is our opinion that in 
general and for this population inter- 
ested and cordial attitudes and actions 
may be better incentives for cooperation 
than material incentives that are irrele- 
vant to the patient’s situation. 

The investigator always must be sensi- 
tive not to invade privacy or endanger 
a patient’s social, occupational or family 
life. In some situations ethical and 
moral considerations may limit data col- 
lection. One of our patients moved to 
the other end of the country and mar- 
tied. We had reason to believe that 
neither his wife nor anyone else in the 
neighborhood knew of his illness. In 
this case a senior person did a brief tele- 
phone interview away from his home, 
but we made no attempt to interview his 
wife. 

Moreover, secrecy is important to 
schizophrenics. It is commonplace that 
patients often will reveal things to a 
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doctor that they conceal from their 
families. It is an advantage to be able to 
guarantee that information will be used 
only for research—as in the case where 
with the help of her attorney we were 
able to interview a patient who was con- 
cealing her whereabouts from her hus- 
band and her family. 

A monthly review and discussion of 
all cases is a useful administrative device; 
it helps to prevent cases from dropping 
out of mind, to stimulate flexibility of 
approach to problem cases and to main- 
tain staff morale. Responsibility for 
contact should be assigned to the person 
most likely to get results. In our experi- 
ence personal home visits and telephone 
calls by the research psychiatrists were 
more effective and in the long run more 
economical than attempts to use other 
professional and nonprofessional staff. 

Records. A research project is as good 
as its records. Time spent in prelimin- 
ary planning and trials of paperwork is 
well spent, especially that spent talking 
to people with experience. Adequate 
time should be allowed to organize 
records, rosters, jogger files and the 
other tedious mechanics of keeping 
records and collecting data. An efficient 
System of coding and monitoring data 
as they are collected will save much 
time and effort and avoid many costly 
errors. : 

It is best to keep an entirely separate 
research record. As most researchers 
find out, one can place little confidence 
in routine hospital records. Even for the 
simplest “objective” data, their motiva- 
tion, accuracy and completeness are 
questionable. In this our experience co- 
incides with that of Friedman, Lund- 
stedt, Von Meering and Hinko who 
found, for example, that at the Cleve- 
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land Neuropsychiatric Institute two out 
of five readmissions were misclassified as 
first admissions. Research requires 
stricter quality control than normal 
service operations. To ensure accuracy 
and completeness the investigator must 
expect to take on tedious, repetitive 
checking jobs that might otherwise be 
delegated. He also should have a cast- 
iron system to check and dun others for 
missing items. It is very disheartening to 
spend prodigious effort to locate a patient 
and to obtain his cooperation only to 
lose data because someone failed to fill 
in a form correctly, skipped lines on a 
page or did not probe for details when 
necessary. 

Data Analysis. The fundamental 
problem in data analysis for a follow-up 
study is the handling of the various com- 
binations of three kinds of data that may 
be missing for any particular patient: 
type X (missing time intervals; data not 
obtained for a particular time interval 
or obtained too early or too late), type 
Y (missing class of data; one or more 
of the types or sources of evaluation are 
missing, and the others have been ob- 
tained, e.g, there is a psychiatric 
examination but no information from a 
respondent) and type Z (missing item 
within a class; items are missing within 
any one type or source of evaluation, 
e.g., the respondent does not know cer- 
tain information about the patient or a 
patient refuses to do some of the tests). 

Previous studies have made no at- 
tempt to estimate the missing values in 
a scientific manner or to eliminate the 
various biases involved. In the case of 
type X error, investigators commonly 
base conclusions on the number for 
whom information is available with no 
reference to missing cases. This practice 
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gives rise to biased results (Staudt & 
Zubin 1°). Where data have not been 
obtained on time, the usual procedure is 
to use all data obtained, regardless of 
when and make no allowances for pos- 
sible change in patient status between 
due date and actual date with little or no 
attempt to even estimate the extent of 
the problem. An exception is Freeman 
and Simmons ? who give figures for the 
delay in their initial interviews: two- 
thirds done within 44 days (Mean 41, 
SD 16.5). 

There is a similar situation for type Z 
error. In the case of type Y error, in 
more elaborate studies data may be 
analyzed for a block of patients for 
whom comparable data have been ob- 
tained. More usually information from 
all sources is lumped together without 
such distinction. This practice might be 
justified on the grounds that the investi- 
gator is presenting results “from the best 
informed source” or more scientifically 
that a deliberate attempt is being made 
to estimate missing values in one data 
class by substituting corresponding 
values from another class. Unfortunately 
it is not always clear that such is the 
intent. 

There is no simple solution. One might 
substitute “best guesses” by a (blind) 
expert for “missing data.” One might 
derive type X missing values by plotting 
individual curves from other time inter- 
vals and type Y and Z missing values by 
analysis of co-variance technics. Or one 
might develop analytical technics not 
dependent on “regular” follow-up. The 
problem is complex. Are the relation- 
ships linear or curvilinear? Are the data 
categories continuous or discontinuous? 
We are fortunate in having Professor 
Dixon and his associates working with 
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us on the possibility of developing pro- 
cedures for analysis. Solutions which are 
not oversimplified to the point of unac- 
ceptibility will require computer support. 


REAPPRAISAL AND CONCLUSION 


The reality is that a design paradigm 
of regular evaluation, consistent view- 
point and zero attrition is unattainable. 
It is our position that the most trust- 
worthy and informative results will be 
obtained by integrating multidisciplinary 
information from various sources includ- 
ing the patient. This has the important 
advantage of allowing more complete 
and detailed evaluation where one or 
another individual source of information 
proves to be inadequate or conflicting. 

Long-term, controlled follow-up has 
been recommended so often as to be- 
come almost a platitude, but it is well 
recognized that for study of treatment 
outcome "historical controls are no 
longer of much value today" (Zubin et 
al"). So one can expect little from 
comparison with prior eras. It is, how- 
ever, not so well recognized that formal, 
controlled studies are doomed to depre- 
ciate progressively with the passage of 
time from the end of the controlled treat- 
ment period with much of their dis- 
criminating power being eroded by con- 
tamination. The effects of maturation, 
aging and deterioration introduce more 
and more “noise” into the experiment; 
so do a multiplicity of environmental 
changes and experiences. Even more im- 
portantly, there is increasing contamina- 
tion by newer treatments. Those who re- 
lapse or continue to have symptoms are 
Tetreated with newer and better methods, 
Since the incidence bears particularly 
Severely on the groups that had the 
worst showing to start with (particularly 
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any control, no-treatment group), it is 
inevitable that the longer the follow-up, 
the more all treatments approximate the 
same end result. This artifact must con- 
tribute substantially to the familiar 
“finding,” often referred to by the 
cynical, of superior immediate outcome 
in the face of insignificant gains in the 
long run. 

It must be concluded that the theo- 
retical paradigm for controlled, long- 
term follow-up remains under ordinary 
circumstances an unattainable ideal. At 
best we may hope to get a reasonable 
estimate of what happens to our patients. 
It is unlikely that we ever will obtain a 
finely accurate and complete picture. 
Follow-up studies induce a degree of 
humility. They also lead one to question 
what may be called the “follow-up 
dogma.” To speak against follow-up 
studies is akin to blasphemy, but what 
do they accomplish? Knowledge of the 
“natural history” of the disease, of out- 
come pure and simple, regardless of 
treatment and other circumstances is 
". . . a figment, a thing of naught” 
(Lewis"). As for the studies of treat- 
ment outcome, there must be grave 
doubt whether longer follow-up than 
two to five years has any value, except 
as a piece of history. The results of such 
studies should be treated with reserve 
unless the investigator had demonstrated 
follow-up of a complete sample and un- 
less the criteria are clearly such as to be 
unresponsive to variation in social atti- 
tudes or to more recently developed 
methods of treatment. On the other 
hand, short-term, immediate outcome, 
now viewed somewhat as second best, 
would seem to be a legitimate field of 
interest, susceptible to study with a 
reasonable degree of accuracy. 
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THE PSYCHIATRIC DIAGNOSTIC INTERVIEW 
WITH CHILDREN" 


SIDNEY L. WERKMAN, M.D.** 


The first and major portion of the diagnostic interview with children should 
consist of free play and fantasy. Semi-projective techniques are introduced 
next and the interview ends with direct questioning and future planning. 
Throughout, the examiner should be assessing relationship and content in 
rigorous manner as they refer to the presenting problems of the child. Details 


of the organization and conduct of this interview are discussed in the body of 


the paper. 


HE TECHNICAL ASPECTS of the psy- 
T. diagnostic interview with 
children have not been fully described 
previously although a number of Papers 
have considered certain portions of the 
interview. 246 This paper details a 
concise method of conducting such in- 
terviews with children of latency age or 
younger so that rigorous, multifaceted 
evaluations can be made. Thus, be- 
ginners in interviewing will have a guide 
for their work, and the experienced 
interviewer will have a basis for com- 
parison and discussion. 

The concept of play is central to the 
diagnostic interview, Although some 
psychiatrists state that verbal discussion 
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alone can result in a satisfactory inter- 
view, most of us believe that the use of 
symbolic objects called toys or games 
greatly facilitates diagnosis. The mean- 
ing of play for children and for psychi- 
atry has been discussed elsewhere,!! and 
I wil not elaborate on that theme. 
However, it is important to recognize a 
powerful distinction between the use of 
Words and the use of play. The adult is 
encouraged to fantasy during a psy- 
chiatric interview in order to learn of 
his unconscious processes. Children are 
not as free nor as capable initially to ex- 
pose their fantasy life in words to an 
adult. Therefore, play must be seen as 
a necessary element of the diagnostic 
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interview if the interview is to be a 
thorough one. Although the interview 
should be an absorbing and hopefully 
pleasant one for the child, the examiner 
must see it as work and should help the 
child to see it in this way. The phrases 
“play therapy" or “playroom interview" 
are both misleading. The activities are 
work in the sense that they are directed 
toward the practical goal of understand- 
ing and ameliorating important, often 
greatly distressing symptoms. Perhaps a 
better word than “playroom” would be 
“fantasy room” or simply “children’s 
Office.” 

It is the separation from “reality” 
that allows fantasy or play to soar, and 
it is its closeness to “reality” that allows 
it to be interpreted usefully. Thus, the 
examiner should view play with serious- 
ness while allowing the child to partici- 
pate in it with pleasure. Play is not 
mere “warming up” in the session, nor 
is it a means of getting general views of 
a child’s interests. It is rather his free 
associations, the very stuff of the dy- 
namic diagnostic interview. 


ORGANIZATION OF 
DIAGNOSTIC INTERVIEW 

There are three parts to this inter- 
view. The first occurs in the waiting 
toom and includes meeting the child, 
being introduced to his parent and all 
the dynamics involved in getting the 
child into the playroom. Naturally there 
is even a portion antecedent to this in 
which the parent has prepared (or as 
often not prepared) the child to come to 
the psychiatrist’s office. In the playroom 
itself there is a short period of intro- 
duction to the materials followed by a 
long period of involvement in actual 
symbolic play objects. This period of 
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“free play” should last approximately 30 
to 40 minutes in a 60-minute hour. It is 
during this time that the dolls, guns, 
moving toys, games and the like are 
used. Following this period when the 
material either has been fully exploited 
or the child no longer is interested, 
there should be a period of discussion of 
perhaps 10 to 15 minutes. During this 
discussion various questions and pro- 
jective techniques are used. The psy- 
chiatrist asks why the child has come to 
see him. Finally, leaving becomes the 
main issue and the psychiatrist discusses 
his views of the child’s difficulties and 
tells of his plans for the child. After the 
session is over, the psychiatrist should 
write up his observations in a compre- 
hensive and specific form. 


CONTENT OF THE INTERVIEW 


Introduction to Child in Waiting 
Room. The examiner should speak to 
the patient’s mother first, since her ac- 
ceptance of the examiner is necessary in 
order for the child to feel comfortable 
in going alone to a strange room. Fol- 
lowing this, the examiner should bend 
down to the child and in a pleasant and 
enthusiastic voice introduce himself, de- 
scribe the conditions of the playroom 
and the fact that the child will return to 
his mother who will be waiting for him. 
An extended statement of this kind is 
useful not only in giving a child reason- 
able data that even an adult would want 
to know before embarking on a new 
experience, but also in helping the child 
to get some feel for the examiner and 
some comfort with him through hearing 
his voice. 

The examiner should not say, “Would 
you like to come with me?” or varia- 
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tions of this. Rather, he should say, 
"The playroom is downstairs. You can 
go ahead.” Or, “Here we go now." The 
point is that the statement should be 
made in a declarative way rather than as 
a question. Valuable dynamic observa- 
tions can be, made after such an intro- 
duction.? For example, some children 
will continue to read comic books or 
withdraw into the laps of their mothers, 
Some mothers will overly reassure, 
criticize or shame the child. 

Words themselves are reassurance to 
children and give them a knowledge of 
what the examiner is like. It is an axiom 
that the more dependent or younger the 
child is, the more support and help he 
must be given. The well-organized, self- 
possessed child may need only to be 
told he is going to a room where he can 
work and talk and that he will return 
to his mother after the session is over. 

Introduction to the Room. In the 
room if the child immediately starts to 
do something, allow him to continue 
this first activity. If he shows any hesita- 
tion (and most will), describe the con- 
ditions of the room to him. For example, 
“This is a fine room where we have a 
great many toys, games and other things 
to do. You and I can play together, talk 
and work on things that bother or worry 
you. The only thing you can’t do here 
is hurt yourself or hurt me.” The ex- 
aminer should use Simple words and 
sentences and keep to the level of his 
patients vocabularly. However, he 
should not use baby talk or a false, high 
or overly effusive voice. Rather, his 
normal, adult way of speaking should be 
used. There is no place for patting chil- 
dren on the head, tweaking their cheeks 
or mauling them in the playroom. 

The room must be prepared ade- 


quately. The toys must be representative 
enough to facilitate the development of 
activities having to do with aggression, 
family relationships, regression and 
creativity. There should be some un- 
structured toys and some that are ex- 
pendable. 

Most children after a short period Will 
choose an activity. Be certain to give the 
child time (at least several minutes) to 
choose his own activity. If the child asks 
the examiner what he should play with, 
the examiner before intervening, should 
Tepeat several times that there is an 
Opportunity to play with anything in the 
toom. If a child really cannot choose an 
activity because of anxiety, the examiner 
might suggest the various things that are 
in the room or ask what things are 
similar to those the child has at home. 
With particularly uncomfortable young- 
Sters the examiner might begin to play 
with something himself in a tangential 
way and gradually draw the child into 
the activity with him. With all children 
the conditions of the playroom should 
be clear, as should the fact that the ses- 
sion is a relatively short one and that 
the youngster will return to his mother 
afterwards. It always should be pointed 
out that the examiner is not the kind of 
doctor who will physically examine or 
hurt the child. 

From this beginning the invariably 
fascinating and unique activities and 
productions of children in the fantasy 
room begin. The further conduct of free 
play has been reported on extensively in 
the literature on the treatment of chil- 
dren. The book edited by Helen Witmer, 
Psychiatric Interviews with Children,? 
is especially valuable in describing par- 
ticular techniques of developing play ac- 
tivities. It should be emphasized that 
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nothing is random in the play and rela- 
tionships of children within the diag- 
nostic situation. All of their play gives 
some evidence of fantasy or precon- 
scious thought processes. The attempt of 
the examiner should be to get away from 
the literal aspects of toys to their allusive 
or symbolic aspects. For example, when 
a child is playing quietly with soldiers, 
the examiner should ask which is the 
good and bad side and what is bad about 
the bad side. The examiner might ask 
why soldiers are killed and even inter- 
ject scenes of his own having to do with 
ambulances and hospitals. However, the 
child always should initiate and continue 
the fantasy activity and should be en- 
couraged to take as many roles as pos- 
sible. The examiner is a facilitator rather 
than a direct participant. 

The interviews must be conducted in 
the spirit of fun, easiness and enthus- 
iasm. The examiner either should smile 
directly or have a smile in his voice, and 
he should be willing to get close to the 
floor with the child to participate in 
games and to be interested in them. He 
is not merely to take notes or be a 
sounding board for the child. A primary 
difference between adults and children 
must be recognized. This is that a child 
requires much wooing and giving. The 
examiner must use many words express- 
ing reassurance, interest and praise. For 
example, he might say, “What a tall 
building you made.” “You got that right 
on the target.” Or, “My, they really are 
fighting.” 

On the other hand, the examiner 
should be passive in the sense that the 
child should be urged to initiate all the 
activity of which he is capable. The child 
should be allowed to make, fix, do or 
answer everything he can. “I can’t open 
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this,” says the child. The therapist does 
not say, “Okay, I'll do it for you.” 
Rather, he says, “That does seem diffi- 
cult, doesn’t it?” and waits for the child 
to work on it further. If the child can- 
not open the object, the examiner then 
suggests that they both work on it to- 
gether, allowing the child to do the 
major part of the work and, particularly, 
the final part involved in opening the 
object. 


SEMI-PROJECTIVE TECHNIQUES 


After the period of free play has 
brought out themes involving aggres- 
sion, family situations (human or 
animal), illness and many more pos- 
sible subjects, the child gradually should 
be drawn into activities suggested by the 
examiner. Drawing is extremely valu- 
able, particularly when the child is en- 
couraged to draw whatever he wants. In 
drawings as in all other productions the 
child should be encouraged to say as 
much as he can without being asked the 
question, “What is it?” The admonition 
of Antoine de Saint-Exupery? in the 
“Little Prince" should be recalled. The 
adult should not prematurely identify a 
child's drawing as a hat when it might 
be a picture of a boa constrictor digest- 
ing an elephant. Saint-Exupery says, 
*Grown-ups never understand anything 
by themselves, and it is tiresome for chil- 
dren to be always and forever explaining 
things to them." Since many of us 
grown-ups are not gifted with the clear 
sight of children, we should be content 
with commenting on particular aspects 
of their drawings and encouraging 
further discussion. 

Candy is a paradoxical projective 
technique since it is one of the most 
literal objects to the child but also one 


768 


of the most symbolic. If candy is avail- 
able to the child during the interview 
situation, it is of great interest to see the 
amount of candy he takes, his way of 
taking or refusing it and his reaction to 
permission by the examiner to take as 
much candy, as he wishes. It is greatly 
reassuring to a child who has dutifully 
said that he will take a piece home to a 
brother or sister to be told that all the 
candy is for himself since he is in a 
special room. 


PROJECTIVE TECHNIQUES ; 


There are a great many projective 
techniques; they will only be enumerated 
here. Examples follow: “Who would you 
take on a desert island?” The Duss- 
Despert fables, three wishes, good and 
bad parents, good and bad teachers, 
good and bad children, favorite or 
frightening television stories, books and 
episodes from books, favorite parts of 
the Bible, heroes, favorite characters in 
general, earliest memories, hopes for the 
future. 

Dreams constitute a special category. 
With young children a game of putting 
a little doll to sleep can be played. The 
doll breathes heavily or even snores and 
then the examiner suggests that it has 
had a dream. Children love to recall or 
make up dreams at such situations. 
Naturally they often have to be re- 
assured that it is all right to tell dreams. 
Also, dreams can be elaborated from 
family games that had been played 
earlier in the session, It is useful to set 
Up a feeding game in Which various 
members of a human or animal family 
figure. Various questions are relevant, 
Such as: *Who is fed first?" “Who gets 
a tummy ache?” “What happens to 
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him?" Separation games and fighting 
games are of use.? 


THE USE OF QUESTIONING 


Ask further questions when a child 
has elaborated as much of a situation as 
he will. For example if a child says a 
dream is bad, he should be asked, *How 
was it bad?” Or, “What was the worst 
thing that happened in it?" Affect should 
always be sought. If someone dies or is 
hurt in a game, the examiner should ask, 
"What caused him to be hurt or die?" 
If a child wishes for a million dollars, 
he should be asked, “What would be 
8ood about having a million. dollars?" 
If a child wishes for a bicycle, he should 
be asked, “Where would you ride with 
a bicycle?” 

Leading questions should be used 
freely. We are interested in bringing 
preconscious material into conscious- 
ness as well as in supporting the free- 
dom of discussion of conflicted, embar- 
Tassing or aggressive thoughts. The child 
can be led into these areas by such ques- 
tions as, “I guess older brothers can be 
a real nuisance,” rather than, “How do 
you get along with your older brother?” 

In many ways the most important 
question asked is, “Why are you here?” 
This should be asked in some form dur- 
ing the session. The only exceptions are 
when it is known that the child does not 
know why he has come, when there is 
a sexual problem that might be over- 
whelmingly embarrassing to the child or 
when the child is totally panicked in the 
Playroom because of his difficulties. 
Many children will answer the question, 
“Why are you there?” with, “I don’t 
know.” The examiner must then pursue 
further questioning to point out that he 
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knows the child recognizes why he is 
here. For example, one often can joke 
with a latency-age child and say, 
“You're too smart not to know why 
you're here." If the child cannot clarify 
the question, the examiner might point 
out his function in working with children 
who have worries, problems and 
troubles in order that they might re- 
solve them. 


HISTORY 


Direct historical questioning should 
be minimized with children of latency 
age or younger. In the initial interview 
children either do not know very much 
of their life history or are diffident about 
discussing it. Particularly the question of 
"Why?" should be side-stepped. Since 
much of the purpose of the interview is 
to gain preconscious material, the ex- 
aminer cannot expect the child to be 
able to answer the question of why he 
has enuresis, Rather, through the use of 
symbolic activities one gets derivatives 
of the unconscious conflicts forming the 
answer to the question: “Why?” Finally 
although the child may give information 
of an historical nature if grilled, it both 
distorts the very purpose and setting of 
the interview and quite often will intimi- 
date the child much as a prosecutor can 
intimidate witnesses by direct questions. 


DISPLACEMENT AND 
PLAY SITUATION 

Children like adults are less comfort- 
able in talking directly about themselves 
than they are in making general or al- 
lusive statements. Therefore, displace- 
ment should be used whenever possible 
to a general “mother,” “father,” or “a 
child that I know who is X years old had 
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trouble falling asleep," and so forth. If 
displacement is successful, the examiner 
must be ready for the display of precon- 
Scious mental processes. A child who 
kills dolls in play or destroys expendable 
playroom materials must not be 
managed by suppression, the bringing of 
dolls back to life or forbidding him to 
break things. If particularly destructive 
or conflicted material develops, either in 
action or talk, the examiner should say, 
for example: “I am glad we are able to 
see this part of you. It really needs some 
works’ That is, the examiner must ac- 
cept the “bad,” conflicted, miserable 
side of the child and not keep it out of 
the diagnostic session. 


CLOSING THE INTERVIEW 


Most children should be given several 
minutes notice that the end of the ses- 
sion is coming. The child might help to 
clean up if this is convenient. It is well 
to compliment him on sustaining the in- 
terview by saying something pleasant 
such as, “We did a lot of things together 
today.” The child should be assured of 
the confidentiality and noncritical nature 
of the session. 

If the child continues to play or is un- 
able to separate at the end of the session, 
the examiner must tell him several times 
of the need to end and must recognize 
the difficulty the child has in ending. It 
always is possible to end a session by 
saying: “I see it is difficult for you to 
stop. IIl help you by taking your hand, 
and we can go downstairs to your 
mother.” There is no place for bargain- 
ing with a child at the end of the session, 
giving him toys or assurances of more 
time at a later session. However, candy 
can be given as one way of demonstrat- 
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ing the importance of the relationship 
between examiner and child, assuring the 
child of the examiner's interest and help- 
ing the child to separate. 

The examiner should tell the child of 
his future plans for him. If the examiner 
does not plan to see him again, this 
should be stated by cleanly ending the 
interview and not dangling a phrase 
such as, "Maybe we can get together 
again." 


INTERVIEWING DETAILS 


At the beginning of the session the 
child should be asked, *What do you 
like to be called?" During a diagnostic 
interview notes should be taken unless 
the examiner has an extraordinarily good 
memory for nuance and sequencing of 
activities. If the child asks why notes are 
taken, he might be told: *I take notes so 
Ican remember what we did and so that 
I can help you best" The number of 
diagnostic interviews should be indi- 
vidualized. The great value of visits to 
home, school or playground should be 
kept in mind. 

Particular problems naturally suggest 
the introduction of particular themes. 
When there are sexual problems, chil- 
dren should be asked through use of 
displacement something about differ- 
ences between boys and girls, conflicts 
in regard to masturbation and preg- 
nancy fantasies. However, sexual mate- 
rial should not be introduced routinely in 
the diagnostic session. Similarly, illness 
scenes usefully can be introduced (again, 
in a displaced way) with children who 
have had problems with medical illness. 
Many children are greatly reassured by 
being told that the examiner does not 
consider them to be crazy. 


EVALUATION 


A number of forms are available for 
organizing the interview.^ *: 10 The im- 
portant thing is that the examiner's ob- 
servations be organized in a concise and 
easily communicated manner. Particu- 
larly, he should not consider his task 
done when he has written down every 
last, unedited word and interaction that 
occurred in the playroom situation. He 
must translate the data into categories 
of dynamic diagnosis and formulation. 

These categories should include: Re- 
lationship to the examiner and the play- 
room, including questions of trust, inti- 
macy, use of the examiner in the 
playroom and use of the examining 
space. The affect in the session is of great 
importance as is the child's ability to 
separate both at the beginning and the 
end of the session. Motor functioning 
and speech are important. A group of 
ego functions should be assessed. These 
include intellectual functions, reality 
testing, defenses, flexibility, judgment, 
regulation and control of instinctual 
drives, modesty and body integrity con- 
cerns. There should be a short descrip- 
tion of characteristic content of the play 
and fantasy themes, Difficulty resulting 
in regression, fixation or impulsive ac- 
tivity should be noted. Sexual identity 
and family relationships as played out in 
the session also should be noted. 

Finally a formulation should come 
Out of the playroom session even if 
further historical material and psycho- 
logical data have not been correlated. A 
character diagnosis, an adaptational 
diagnosis and a diagnosis relating the 
Symptoms presented to the material of 
the session should be attempted. The 
Strengths and weaknesses of the young- 
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ster should be weighed. If all of these 
facets have been covered, the examiner 
has a reasonable hope of making a for- 
mulation that will be helpful for the 
child. 


SUMMARY 


In this paper an attempt has been 
made to detail the technical handling of 
the psychiatric diagnostic interview with 
children of latency age or younger. The 
interview itself is divided into three 
main parts. At the beginning of the in- 
terview and in the waiting room the 
examiner is concerned with the quality 
of separation of the child from his 
parent and the initiation of play activity. 
The first and largest portion of the in- 
terview should be given to free play ac- 
tivity on the part of the child with the 
facilitating help of the examiner. This is 
the core of the interview and allows for 
the development and elaboration of fan- 
tasy and conflicted material. Only when 
fantasy (particularly that dealing with 
Preconscious mental processes) has run 
its course should the examiner turn his 
attention to questioning the child. Ques- 
tioning should begin with the use of 
Semiprojective techniques and conclude 
with direct, undisplaced questions. At the 
end of the session the examiner should 
Note the child’s handling of separation, 
discuss future plans and reassure the 
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child about the confidentiality of the 
playroom session. 


REFERENCES 


1. Betser, H. R. 1962. Psychiatric diagnostic 
interviews with children. J. Amer. Acad. 
Child Psychiat, 1: 656-670, 

2. Conn, J. H. 1939. The play-interview: a 
method of studying children's attitudes. 
Amer. J. Diseas. Child. 58: 1199-1214. 

3.DE SAINT-EXUPERY, ANTOINE. 1943. The 
Little Prince. Harcourt, Brace and World. 
New York. 

4. DESPERT, L. J. 1937. Technical approaches 
used in the study and treatment of emo- 
tional problems in children. Part five: the 
playroom. Psychiat. Quart. 11: 677—696. 

5. ESCALONA, S. AND HEIDER, G. 1959. Pre- 
diction and Outcome. Basic Books. New 
York. 

6. Group for the Advancement of Psychia- 
try. August, 1957. The diagnostic process 
in child psychiatry. Group for the Ad- 
vancement of Psychiatry. New York. Re- 
port No. 38. 

7. LAYMAN, E. M. AND Lourie, R. S. 1958. 
Waiting Room Observation As a Tech- 
nique for Analysis of Communication Be- 
havior in Children and Their Parents. 
Psychopathology of Communication. 
Grune and Stratton, New York. 

8. Levy, D. M. 1938, Release therapy in 
young children. Psychiat. 1: 387-390. 

9. MURPHY, L. B. 1956. Personality in Young 
Children. Two Volumes. Basic Books. 
New York. 

10. Rocers, C. R. 1939. The Clinical Treat- 
ment of the Problem Child. Houghton 
Mifflin. New York. 

11. WAELDER, R. 1933. The psychoanalytic 
theory of play. Psychoanal. Quart. 2: 208— 
224. 

12. WITMER, H. L. (editor). 1946. Psychiatric 
Interviews With Children. Harvard Uni- 
versity Press. Cambridge, Massachusetts. 


A CONTRIBUTION TO OVERCOMING THE 
PROBLEM OF WAITING LISTS 
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Attitudes toward and psychodynamics of waiting lists are discussed. The 
literature is reviewed. Organizational changes, procedures of intake, reduc- 
tion of treatment time, the multiplying effect of consultation to social agencies 
are outlined together with suggestions for the use of volunteers. The future 
challenge and means of meeting it close the paper. 


HE WAITING LIST is a device which 

allows a staff of limited size to de- 
crease the influx of patients seeking help. 
It is a time-honored device deeply en- 
grained in psychiatric outpatient clinics. 
The patient who can afford the private 
practitioner of psychiatry or psycho- 
analysis usually has a choice among sev- 
eral physicians with longer or shorter 
waiting periods. In contrast, the patient 
Who has to visit a Psychiatric outpatient 
center (either because he can pay only 
the lower fees of the clinic or he cannot 
find specialized Psychiatric facilities) 
has no alternative but to wait. 


THE POLEMIC 


The existence of waiting lists for di- 
agnosis and treatment is unique in the 
——— o 


field of medicine. Surgeons have waiting 
lists for elective surgery, but the elective- 
ness is established by an examination. 
Surgeons could not rest easily knowing 
that a patient with an unexplained ab- 
dominal pain would not be seen immedi- 
ately in order to establish the urgency of 
therapy. By putting an individual on a 
waiting list without evaluation, are we 
not saying in effect that psychiatric ill- 
ness is different and is not really serious? 
Are we not saying that the availability of 
therapy does not matter much? Are we 
not siding with those who tell the patient 
at home, in school or at work to pull 
himself together—that he's just not try- 
ing hard enough? 

Theoretically such a waiting list should 
grow endlessly. Curiously, in practice 
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the waiting list often remains remarkably 
stable at a given figure for any mental 
health center. This suggests that the wait- 
ing-list figure represents an administra- 
tive phenomenon and is an artifact rather 
than a direct reflection of the psychiatric 
needs of the community. It is an equa- 
tion where the unknown factor X repre- 
sents immeasurable attitudes, techniques, 
motivation and unconscious feelings of 
the responsible professionals. 

Very little is known about the fate of 
the “dropouts” from the “list.” Some 
find help elsewhere; others find treat- 
ment unnecessary when stresses are re- 
moved. But there are those who despair 
of help and attempt suicide. One result 
is occurrence of emergency hospitaliza- 
tions, which could have been avoided by 
immediate attention. Some patients actu- 
ally kill themselves. Are these patients 
not in need of immediate help? 

Furthermore, great efforts have been 
made to educate the public and to lecture 
community agencies in overcoming the 
feeling that a stigma is attached to going 
to a psychiatrist. When a patient finally 
has brought himself to the point of ad- 
mitting that he cannot cope further with 
his life problems and when he has found 
the courage to call, it is very discouraging 
to learn that assistance is not available 
then and there. This disappointment 
tends to reenforce fears of psychiatry 
and its “mysterious” ways. The social 
agencies get discouraged when their cli- 
ents have to wait for an indefinite period. 
They have been educated to recognize 
Psychiatric sickness and to use psychi- 
atric resources. They may have carefully 
prepared a person for the referral. The 
Presence of a waiting list belittles the 
value of this education. Not only will the 
interest in preventive and therapeutic 
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psychiatric service decline, but poor pub- 
lic relations will result. Much of the re- 
sistance to the support of mental health 
centers stems from this failure to render 
effective service—a failure that is unfair 
to patients, and jeopardizes our profes- 
sional and intellectual integrity.1® 

Have practitioners in outpatient clinics 
moved away from the mainstream of 
medical endeavors to the extent that they 
do not feel an obligation to give imme- 
diate help when this is urgently needed? 
What are the psychodynamics behind 
“Jetting the patient wait"? Is there too 
much preoccupation with psychological 
theories, which although valid and valu- 
able, are not applicable in many treat- 
ment cases? Sigmund Freud ® already 
had written in 1919: 

It is very probable that the application of 
our therapy to numbers will compel us to 


alloy the pure gold of analysis plentifully 
with the copper of direct suggestion . . . 


Waiting lists usually are defended on 
the grounds of personnel shortage and 
financial deficits. Although these grounds 
exist, the defense includes a great deal 
of rationalization. Unmet needs often 
can be demonstrated only by waiting 
lists. The length tends to impress the 
legislator. There is prestige attached to 
showing that people clamour for service. 
Some people maintain that waiting lists 
serve a purpose; these people recall the 
maxim that pain builds character—a 
moral judgment which has no place in 
psychotherapeutic work. 

All too often a pattern exists in which 
time tables replace the offering of help. 
Deliberate processes of intake and ritual 
work-ups are carried out meticulously. 
“Teamwork” lines of communication are 
followed. There is a phobia of the un- 
dynamic approach—a fear of being ac- 
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cused of giving unFreudian treatment 
and of being “unprofessional.” Drug, 
somatic and supportive therapies lack 
the status of psychotherapy, psychoana- 
lytic hours and dream interpretations. 
Rituals serve as an obsessive-compulsive 
defense against getting involved with a 
suffering patient. 

A patient on the waiting list is but a 
number, and the humane or professional 
conscience can fail to react to statistics, 
It is entirely different to see a patient 
suffer in front of us and to suffer the 
frustration of our inability to lift the un- 
comfortable burden of illness at once, 

Within the framework of available 
staff structure the waiting list is primarily 
our failure to adapt to the masses of 
patients rather than the failure on the 
part of the United Fund, City Council, 
state or federal authorities. It seems 
rather unrealistic to anticipate larger and 
larger appropriations for mental health 
services—appropriations which are in- 
sufficient the day they are voted, As we 
already have seen in some states, a 
counterreaction will develop. Mental 
health will become even more politically 
controversial. The hostility of individual 
citizens and their governmental agencies 
will increase. 

A new way must be found to decrease 
the cost per patient, to increase the ther- 
apist's caseload and to handle the mul- 
titude without Sacrificing quality in 
accordance with medical and ethical 
principles, 

For many a therapist it will be painful 
to telax some of the standards which 
rightly or wrongly are considered ideal. 
Some changes can Prove helpful: the 
shortening of the treatment “hour” and 
instituting short-term therapy with pre- 
determined termination, The procedures 
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require precise definitions of the therapy 
goals. The popular idea of "getting to 
the bottom" of the difficulties must be 
de-emphasized in order to work on cir- 
cumscribed symptom complexes and to 
focus on the present conflict. The diag- 
nostician should sharply differentiate be- 
tween chronic and acute illnesses and em- 
phasize the treatment of acute pathology. 
More skilled, supportive, educative and 
drug therapy should be used in treatment 
of the patient with long-term illnesses. 
Use of related services should be ex- 
panded. 

The tendency to increase bureaucracy 
within agencies must be checked to ease 
the burden on personnel and budget. 
Many of the forms, cards and reports are 
of little value to the patient. Similarly, 
process recording in nontraining situa- 
tions and the mania for lengthy treat- 
ment notes add little to the central task 
of relieving patients. 


THE ERADICATION 


In practicing psychiatry, Ostow 15 
Stated, the psychiatrist should feel free 
to improvise and to adopt any devices 
that may seem promising to him. This 
requires great skills. Alexander ! * sug- 
gested the technique of making the patient 
aware of the regressive evasion of con- 
flicts by reducing the frequency of visits 
and by planned interruptions which in- 
crease confidence in his ability to func- 
tion alone. The Surgeon General’s Com- 
mittee on Planning for Mental Health 
Facilities 11.17 pointed out that when 
Services are requested, the patient should 
be seen immediately along with his fam- 
ily to relieve acutely disturbed, socially 
disruptive and personally catastrophic 
behavior. Therefore, an approach to psy- 
chiatric therapy is proposed which is 
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nondoctrinaire, flexible, tentative and 
based on the expectation that immediate 
attention may lead to improvement in 
the clinical condition of many patients.!^ 

The concept and practice of adminis- 
tering a community mental health center 
without the protective device of a wait- 
ing list ® * 1? has been carried on in this 
center for five years. These years have 
seen a 380 per cent increase of admitted 
patients per year to 836 and a 670 per 
cent increase in patient interviews to 
10,344. These results far outweigh the 
increase in staff time of 240 per cent 
(320 professional hours a week). 

Two obstacles had to be overcome. 
The staff had to be convinced of the 
merits and the feasibility of such a policy. 
The Advisory Board's anxieties about 
state and local support had to be quieted. 
For years the Board had used the length 
of the waiting list as a pressure tool. Yet 
much was achieved without this device. 
The increased good will and prestige re- 
sulting from the elimination of waiting 
periods created an atmosphere in which 
planning and financing proceeded ra- 
tionally. Application of this principle re- 
quires unceasing discipline since it can 
operate only if applied consistently. On 
the other hand, the acceptance of the 
principle presents a challenge to every 
team member and is a strongly motivat- 
ing force for quality improvement. The 
Psychiatrist has to become a more astute 
diagnostician, accept the potentialities of 
Other professions and communicate to 
the patient confidence in the nonmedical 
therapists. The psychologist is under 
Pressure to increase his skill in psycho- 
therapy and to minimize the routine use 
of long tests. The psychiatric social 
Worker is challenged to develop psycho- 
therapeutic skills and shorter, more 
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pointed consultations. The custom of 
"taking social histories" ought to be 
abandoned in favor of immediate ther- 
apy which produces social information 
as a by-product. The staff should be held 
accountable for results but not for 
methods. At times the team aspect of 
treatment should be by-passed. 

This center examines every adult pa- 
tient who calls for services by the end of 
the same week. This does not exclude 
immediate attention to emergencies. Ap- 
proximately 15 patients are interviewed 
by tHfe psychiatrist, who establishes ther- 
apeutic contact, notes the presenting 
pathology, arrives at a clinical diagnosis 
and a first dynamic impression. At this 
time drug therapy or supportive psycho- 
therapy is instituted. Necessary testing 
or further anamnestic investigation by 
the chief psychiatric social worker then 
is carried out. Admissions to state or pri- 
vate hospitals can be arranged. Patients 
in need of casework or brief psycho- 
therapy are rescheduled. Less urgent 
cases or cases evidently needing long- 
term insight therapy are presented at the 
staff conference and assigned on the 
basis of time and worker’s special qual- 
ifications. 

During the first interview the eligibil- 
ity for clinic services as determined by 
financial status and residence is, dis- 
cussed. Requests for purely diagnostic 
evaluations without the intent or ability 
to follow through with therapy usually 
are refused. 

Should the lack of staff time force the 
postponement or the denial of treatment, 
the limitations of a community mental 
health center are explained to selected 
patients who are in no acute distress. 

In the Child Guidance Division the 
process starts weekly with application 
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groups for parents,” who have an op- 
portunity to present their problems. The 
worker in turn explains the functions of 
the clinic. Parent intake groups follow 
for three to four weeks while historical 
material is gathered as a basis for the 
psychological, and psychiatric evaluation. 
In smooth transition the intake groups 
prepare parents for therapeutic sessions. 

It has been found unnecessarily time- 
consuming to have the psychiatric evalu- 
ation take place in a play therapy room 
or office. Therefore the psychiatrist par- 
ticipates as an observer only after the 
potential therapist has established a re- 
lationship with the patient. The advan- 
tage appears to be that the child is then 
less awed by the “doctor,” who so often 
is imagined as a threatening figure. The 
child reveals himself earlier and more 
meaningfully. 

The Therapeutic School introduces a 
new dimension in the treatment of chil- 
dren by providing an academic setting 
for the intellectually normal but emo- 
tionally disturbed child.* In the conver- 
gence of long-term teaching, the teacher's 
discipline and the teamwork of the cen- 
ter's staff, the child receives therapy and 
education to which only a minimum of 
time is directly contributed by the psy- 
chiatric team. 

The goal of treatment has to be clari- 
fied thoroughly since lack of a clear 
definition can be held accountable for 
treatment cases reaching an unproduc- 
tive plateau? The goal of recognizing 
the patient's unconscious motivation psy- 
choanalytically seldom should be at- 
tempted. Symptom removal in brief 
therapy, the re-establishment of every- 
day functioning and better adjustment 
to the surrounding persons of importance 
are of great value, 
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Drug management and supportive 
therapy permit varying the length of the 
"hour" and improving the patient-per- 
hour ratio. Interviews are spaced farther 
apart than weekly returns. Modified in- 
sight therapy is administered with a pre- 
determined number of visits.!? Caution 
has to prevail lest transference and 
countertransference problems encourage 
the conversion of short-term therapy 
into long-term therapy.!? Each case car- 
tied longer than three months is re- 
staffed to evaluate progress and prog- 
nosis. Such staff conferences are kept to 
the minimum required for evaluation 
and teaching duties and are conducted 
only with the team members directly in- 
volved in the case. 

Intermittent or “call-me-if-you-need- 
me” therapy has proved effective in cur- 
tailing treatment time and in encourag- 
ing independence and self-esteem. There 
is no hesitation in responding imme- 
diately to the patient’s call. 

Character disorders, cases with in- 
tractable reality situations and poorly 
Motivated patients are excluded from 
treatment except for training purposes. 
It is quite often the inexperienced thera- 
Pist whose rescue fantasies demand 
therapy for such patients. Nonmedical 
Staff members in particular may tend to 
Tesist accepting Tealistically the limits of 
à community mental health center. 

Group Psychotherapy has proved 
valuable as a therapeutic procedure and 
as a time-saving device, Quality has been 
improved through regular consultation 
by experienced group therapists includ- 
ing training group psychotherapy ses- 
sions for the staff. 

The private and public social agencies 
of the community constitute a tremen- 
dous reservoir of aid, Intensive consulta- 
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tion and in-service training by the center 
multiplies its effectiveness. Not only is 
the professional skill of a psychiatrist, 
psychiatric social worker or psychologist 
made available to the agency, but the 
mental health staff learns to understand 
the capabilities of other community re- 
sources. An important part of this coop- 
eration is the scrutiny of the worker's 
handling of the agency's clients, which 
may lead to critical exploration of the 
worker's feelings by coworkers and con- 
sultants. The anxiety and hostility pro- 
voked by this process must be ventilated 
thoroughly. Authoritative pronounce- 
ments on the part of the consultant are 
of little help. Recommendations can be 
given and accepted when they are based 
on the awareness of the dynamics, the 
recognition of the realistic situation and 
the agency’s own limitations. 

The value of the consultation can 
hardly be expressed in statistics. Many 
of the cases presented can be given an 
appropriate disposition without further 
work-up. Agency workers grow more 
confident of their ability to manage 
similar problems. The closer relationship 
creates an atmosphere of free inter- 
change reflected in quicker and more 
competent help for the client.!? 

In-service programs include seminars 
and group therapy training for six 
months for representatives of the agen- 
cies. Workshops round out the effort. 

Because of the ever increasing belief 
that antisocial acts are based on psy- 
chiatric disturbances, an increased num- 
ber of referrals come from the courts, 
Particularly the juvenile court. The 
Problems seldom involve a sanity de- 
Cision, but rather a search for psycho- 
dynamic factors and an answer to the 
question of treatability. Evaluation of 
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such questions often can be based on a 
detailed history. For this reason a 
selected probation officer presents all 
cases. Patients are called in for a psy- 
chiatric interview, testing or additional 
historical material only if a fair appraisal 
of the personality factors «cannot other- 
wise be rendered. 

Volunteers can be used as circle 
leaders in day-care centers, as work 
guides in aftercare, in the therapeutic 
school as music and art teachers, for 
reading instruction, and for free play ac- 
tivities. Volunteers also can be used in 
therapy. Well motivated and intelligent 
persons, reasonably free of significant 
psychopathology, can listen while the 
patient achieves relief through a non- 
interpretive, ventilating approach. 

Education of the public will lead to a 
steady increase in requests for services 
in the mental health field. The stigma is 
fading. In order to meet the new vogue, 
the non-medical professions must be 
used increasingly. The anxiety provoked 
in psychiatrists who see social workers 
and psychologists perform therapy 
should not be an unsurmountable 
obstacle. Regulatory boards for certifica- 
tion will pave the way for the acceptance 
of “laymen.” 

Leading medical schools teach more 
psychiatry, and hospital house-staffs in- 
creasingly render supportive and educa- 
tional therapy, even insight psycho- 
therapy, under supervision of the 
attending psychiatrist. Thus all physi- 
cians can help in minimizing the man- 
power shortage by incorporating psy- 
chiatric principles into their practice and 
by understanding the dynamics of 
symptoms and the rationale for treat- 
ment.> 

Specific clinics should be created for 
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the courts in order to maintain the 
mental health centers for their primary 
function—that of immediate treatment. 

More schools of social work are 
needed. A differentiation in training be- 
tween testing psychologists and psycho- 
therapists will, widen the circle of avail- 
able personnel to staff the comprehensive 
mental health centers, which will be 
established under the new legislation. 

Progress will require hard work, 
sound planning and new approaches. 
Our achievements often will fall short of 
our goals. Never again, though, should 
we feel comfortable in retreating to the 
device of waiting lists. 
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OBSERVATIONS FROM PSYCHOTHERAPY 
WITH UNWED MOTHERS* 


MICHAEL T. KHLENTZOS, M.D.,{ and MARY A. PAGLIARO, M.S.W. 
McAuley Neuropsychiatric Institute, St. Mary's Hospital, San Francisco, California 


Chance pregnancy is improbable. Usually precipitated by events and relation- 
ships clarified in therapy. The unwed seeks from her partner gratification not 
received from parents. Only a psychotherapeutic program of 18 months 
or longer is beneficial to unweds; they are striving to establish meaningful 
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relationships with the therapist which are essential to their own growth. 


Te CONTRIBUTION SUMMARIZES the 
authors' observations made from nu- 
merous individual and conjoint thera- 
peutic sessions held over the past eight 
years with more than 100 unwed mothers 
and their accessories. The word, acces- 
sories, implies love objects involved with 
the unwed during the crisis. That is, the 
father of the unwed's baby (referred to 
as the alleged father), her parents, parent 
Surrogates and siblings. In many in- 
Stances the alleged father's parents also 
Were seen. Selection of the sample was 
made on the basis of willingness to con- 


' tinue in treatment after the delivery. A 


majority of the unweds lived in a mater- 
nity hospital residential care setting on 
the West Coast for an average of three 
months and left there two weeks after 
delivery, 

Psychoanalytically oriented psycho- 
therapy was used by the psychiatric so- 
Cial worker under the supervision of 
ee 


the psychiatrist in treating the unwed 
and her accessories during and after the 
“pregnancy crisis.” The interviews took 
place at least once a week for a period 
ranging from 18 months to 5 years. 
In addition to individual psychotherapy 
the psychiatrist and the psychiatric social 
worker conducted numerous conjoint 
sessions with the unwed and her ac- 
cessories. 

The psychotherapeutic process oper- 
ates at many levels from intake to ter- 
mination. Intake initiates the psycho- 
therapeutic process by first serving an 
emergency function in meeting the un- 
wed’s concrete needs. Benefits of psy- 
chotherapy become defined many 
months after the delivery experience 
when the unwed, faced with a new crisis, 
finds herself in the same mental and 
emotional state felt prior to her impreg- 
nation. The same or variations of the 
precipitating factors come into play. 


* Presented at the 1965 annual meeting of the American Orthopsychiatric Association, 


New York, New York. 


t Director, McAuley Neuropsychiatric Institute and assistant clinical professor, Depart- 
ment of Psychiatry, University of California School of Medicine, San Francisco, California. 
+ Psychiatric social worker, Children’s and Adolescent Service. 
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The unwed neurotically seeks from the 
alleged father gratifications desired but 
not received from love objects within 
her family group. She becomes pregnant 
in a desperate attempt to satisfy oral 
dependency needs. She usually is not 
seeking erotic,gratification. She is search- 
ing for nurturance from a mother figure 
symbolized in the sexual act as a for- 
bidden kind of erotized nurturing pro- 
vided by the alleged father. She feels 
pressured into acting out sexually be- 
cause she may feel threatened by the 
real or imminent loss of an emotionally 
significant relationship in her family 
group. 

“The pregnancy crisis" can be a posi- 
tive factor in motivating treatment and 
maintaining a commitment to the treat- 
ment process until a workable therapeu- 
tic relationship can be established. Psy- 
chotherapy strives toward identifying 
the destructive, regressive infantile fac- 
tors in the unwed's behavior. Psycho- 
therapy's ultimate goal is to help her 
establish emotionally mature relation- 
ships and fruitful ways of viewing herself 
and her problems. The freedom to make 
a decision for herself results from being 
able to identify for herself what she 
wants. In its minimal aspects psycho- 
therapy is implemented when the unwed 
unfailingly keeps her weekly appoint- 
ments with the therapist. Psychotherapy 
functions at its optimal level when the 
unwed begins giving content during the 
session which permits her to look at her 
past and present behavior. 

Assessment of the unwed’s growth or 
Tegression is based for the most part on 
observations made by the therapist of 
her concrete behavioral patterns mani- 
fested during the therapy sessions. Ini- 
tially the unwed presents herself as 
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reserved, indifferent or dependent. Con- 
comitantly she may be cooperative or 
grateful, but more often she is hostile, 
suspicious and resentful. Daily living 
in the residential setting may encourage, 
intensify or stimulate the regressive proc- 
ess and lead her to experience more 
profound and disturbing emotions. 
Through supervision by the psychiatrist 
the therapist is helped to deal with re- 
gressive feelings and behavior and to 
maintain a concerned and warm thera- 
peutic attitude in the face of sometimes 
psychotic, hysterical or antisocial and 
acting-out behavior on the part of the 
unwed, The continuation of the thera- 
peutic relationship is essential to help 
the unwed and the inpatient staff to deal 
with milieu crises. The therapist’s timely 
and appropriate responses to the un- 
wed’s attitudes and actions permit the 
unwed repeatedly to identify and to 
incorporate the therapist’s attitudes. She 
tests the therapist through silences; 
vituperative anger; helplessness, and pro- 
vocative, sloppy and disheveled groom- 
ing. As the unwed’s emotional involve- 
ment with the therapist increases, her 
need to control and to dominate the 
therapeutic process diminishes. 

Through confrontation of observed 
behavioral patterns the therapist brings 
into the unwed’s awareness a familiar 
and destructive behavior pattern. How 
the unwed perceives these interpreta- 
tions determines her intrinsic ability to 
meet the problem. How this new knowl- 
edge is integrated defines what therapy 
is and how it is used by the unwed. 
Conflict reduction which produces the 
energy in the unwed to deal with areas 
of disturbance and misperception usu- 
ally comes first from a human source 
Outside the unwed. The reduction in 
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tension is the prelude to mastery. In 
this study the therapist was this initial 
source of energy. Finally psychotherapy 
aims at helping the unwed to develop 
and to grow to the point where she can 
regenerate energy from within herself 
for longer periods of time without out- 
side stimulation and support from a 
human source. 

During the conjoint psychotherapeutic 
sessions with parent figures an effort is 
made to determine the characteristic 
modes of interaction. The therapist trans- 
lates present behavior in terms of early 
and ongoing family interactions. 

We arrived at the stated psychothera- 
peutic goals by focusing on the identifi- 
cation and clarification of three areas: 
first, the unwed's unmet emotional needs 
and gratifications; second, the intrapsy- 
chic meaning of emotionally significant 
relationships, and third, how the his- 
torical sequence is related to the pre- 
cipitating events which stem from the 
first and second areas in various com- 
binations. 

During regressive phases of therapy, 
when the therapist is aware of the un- 
wed's new capacities for more integrated 
living, the therapist reacts to the unwed's 
present helplessness with genuine anger. 
The therapist's emotional investment in 
the patient adds impetus to the alterna- 
tives presented, which are that the unwed 
starts working toward a more integrated 
mastery of her present problems or that 
an interruption of the ongoing work will 
take place. The unwed, once again faced 
with an imminent “loss” of an emotion- 
ally significant relationship, either re- 
gresses and terminates prematurely or 
Moves forward psychologically and ac- 
tively participates to achieve therapeutic 
goals. In all cases where therapy actually 
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was terminated after such an impasse 
the therapist left open the possibility of 
return for continued therapeutic work 
when the unwed was ready to resume 
the work in her own behalf. Usually 
the unwed requested renewal of therapy 
in less than one month. The short breach 
in the therapeutic process serves the 
valuable purpose of redefining on an 
emotional level (1) the unwed’s emo- 
tional tie to the therapist and its meaning 
in terms of previous oral dependency 
needs, (2) the therapist’s ability to let 
her go to demonstrate that she need not 
be tied in a sado-masochistic relation- 
ship to the therapist and (3) the unwed’s 
recognition that she has emotional 
needs which can be gratified by trans- 
lating her self-awareness into purposeful 
action. 

After a great deal of confrontation 
the unwed begins to recognize what she 
does with the therapist that is repetitious 
of what she did with others. From data 
obtained from the working-through proc- 
ess the order of events leading to the 
“chance” pregnancy is understood, Once 
the unwed becomes aware of her old 
behavioral pattern and how she has 
broken it with the pregnancy (seeking 
and obtaining gratifications outside the 
family group), she needs to lean more 
heavily on the therapist. The therapy 
hour sustains her in the efforts she must 
make in looking at past destructive be- 
havior and in understanding with the 
therapist her own growth. The therapist’s 
intense interest in everything the unwed 
reveals about her life patterns (no mat- 
ter how insignificant they have seemed 
to her) proves to be a strong motivating 
force which inspires the unwed to work 
even harder in looking at minute details 
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and sequences in her behavior. Such 
content often uncovers the sources of 
many of the unwed's early factually 
based reasons for feeling inferior, un- 
worthy and incapable of enjoying gratifi- 
cations coming from her own inadequate 
efforts in living. This unearthing aug- 
ments her self-esteem, self-respect and 
self-acceptance. Her former submissive 
yielding to characterologic deficits be- 
comes intolerable. 

Accessories in treatment during this 
period of growth may oppose therapy 
because they unconsciously Oppose 
growth in the unwed on account of her 
altered behavior. The therapist in em- 
pathizing with what stresses and 
anxieties the accessories are feeling, 
especially in regard to areas where they 
have felt ineffective and immobilized in 
dealing with the unwed, enlists their ego 
strengths to help the unwed achieve 
maturity. The accessories may respond 
to such understanding by becoming moti- 
vated to continue in the struggle with 
her. Unless this kind of motivation exists 
in the therapeutic work with the unwed 
and her accessories, there is little chance 
that any great shifts of stress areas or 
modifications in their relationships will 
occur. 

Parents of the unwed require more 
treatment after the unwed returns home. 
Shifts of stress areas take Place in the 
family group as the unwed no longer is 
used to catalyze the interaction in the 
family. 

The therapeutic goals in treating the 
unwed’s accessories take on the same 
characteristics used by the therapist in 
treating the unwed, i.e., helping acces- 
sories establish meaningful relationships 
with the therapist essential to their own 
growth, 
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FINDINGS 


The unwed mother cannot be de- 
cribed in terms of a personality type. 
Psychological testing reveals that the 
sample studied have moderate to severe 
character disorders ranging from the 
sociopathic to the schizoid. There is 
little overt anxiety or conscious aware- 
ness about the acute conflict with which 
they are struggling, viz., the need to ob- 
tain nurturance. However, around the 
three age groups where most pregnancies 
clustered (ages 15 and 16, 18 and 19 
and 22 to 25) there tended to be certain 
characteristics which indicated the kind 
of conflicts which emerged. 

Identification patterns emerging from 
the Interpersonal Check List Test rat- 
ings revealed that 76 per cent rated them- 
selves as either having no identity or 
as being identified with a male figure. 
Only 24 per cent had female identifica- 
tions. In more than 80 per cent the al- 
leged fathers resembled family members 
Psychologically as rated on the Inter- 
Personal Check List Test by the unweds. 

The group studied revealed four major 
emotional states: rebelliousness, worth- 
lessness, ambivalence and loneliness. 
The three clusters universally express 
these four feelings to some degree at the 
time of the crisis. However, long-term 
therapy cases reveal that one domi- 
nant feeling characterizes each cluster, 
namely: for ages 15 and 16, loneliness; 
for ages 18 and 19, worthlessness, and 
for 22 to 25, ambivalence. Accompany- 
ing each major feeling group is a particu- 
lar neurotic symptomatology which in- 
cludes a cross-section of physical and 
psychosomatic ailments designed to ex- 
press the denied wish or repressed im- 
pulse. 


Feelings of acute loneliness and isola- 
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tion in the 15- to 16-age cluster seem 
related to the unwed's lack of identifica- 
tion within her family group. Her super- 
ficial emotional involvement with family 
members focuses on the deficiencies in 
the mothering role. Her parents are un- 
consciously aware of this hunger in the 
unwed for nurturance and interact com- 
petitively from guilt feelings around their 
derelictions. The isolation of the unwed’s 
siblings, preoccupied with their own con- 
flicts with the parents, intensifies the 
unwed’s feelings of aloneness. 

Data from the unweds’ mothers con- 
firm the fact that the unweds were de- 
prived from ever fully developing a 
sense of gratification for achieving some- 
thing through their own efforts. They 
had few experiences of mastery of tasks 
in their environment. Few demands were 
made on them for assuming work re- 
sponsibilities in the home. This cluster 
more than any other resisted completion 
of daily routine tasks while in residential 
care unless closely supervised. 

Prior to acting out sexually the 15- 
and 16-year-old unweds appealed to 
parents for help in many ways. The 
warnings about impulsive behavior rarely 
were attended to, and the unwed’s re- 
quests to parents for help with the early 
Tecognition of danger signals almost 
never were heeded. 

When the unweds failed through self- 
destructive behavior to engage their par- 
ents in a more active and interested role 
with them, they acutely felt their lone- 
liness. Hungry for affection, they became 
aggressively involved with almost the 
first boy who found them attractive, gave 
them interest and attention and in this 
Way charmed them into reenacting the 
family romance. If a pregnancy occurred 
the unweds treasured this experience as 
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“putting something over on them” and 
rarely told parents voluntarily until they 
found out through their own or another's 
suspicions. 

The partners for age cluster 15-16 
fell primarily into two categories: there 
were the alleged fathers who secretively 
engaged in activities with the unwed. 
These boys usually came from a lower 
social class. Some delinquent behavior 
had been reported in the school or the 
community. The second group of al- 
leged fathers came from the same or 
higher social class. The unwed's mother 
usually had promoted the relationship 
over the unwed father’s protests. 
The unwed’s mother’s attitudes reflected 
that she measured her own success as a 
mother by her daughter’s popularity and 
ability to date a socially acceptable boy. 

In all cases observed where the teen- 
age couple planned the pregnancy to 
force consent for marriage, the couples 
did not follow through on the plan when 
consent was given. Instead each alienated 
the other. The unwed accused the al- 
leged father of infidelities and often imi- 
tated her own mother’s attitudes towards 
unwed’s father. The alleged father be- 
came impatient with the demands placed 
on him by the unwed and withdrew. 
Usually his mother substituted for him 
in giving the unwed time and attention. 

After the delivery these unwed 
mothers and alleged fathers worked 
through their conflicts with their parents 
rather than continuing in depth with 
each other. 

For age cluster 18-19 acute feelings 
of worthlessness and uselessness seem 
rooted in the symbiotic relationships 
with their mothers, who represented the 
unweds’ only source of energy. These 
unweds, on the threshold of indepen- 
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dence, expressed conflicts about emanci- 
pation. They were unable to make deci- 
sions about leaving home and became 
withdrawn, immobilized and afraid to 
face the potential in themselves. 

When the unweds were faced with 
becoming totally independent, the sexual 
relationship was a way of becoming in- 
volved in a dependent relationship with 
someone outside the family group. 

Caught between over-dependency on 
mother and hostility towards the de- 
meaned and undervalued father, the 18- 
and 19-year-old unweds played a 
passive-aggressive role between their 
parents. Marital conflicts were reported 
in more than 75 per cent of these cases. 
Many of the unweds' parents were sepa- 
rated or divorced or admitted to having 
ceased sexual relations for one to two 
years prior to the unwed's pregnancy. 
The mothers of these unweds appear ag- 
gressively dependent on the unwed for 
nurturance not received from the un- 
wed’s father. The unwed felt trapped in 
this smothering relationship with the 
mother and tended to identify with her 
father’s passivity. She was immobilized 
in efforts to make any job efforts and 
felt nothing she did would please her 
mother (just as her father could not 
please her mother), 

These unweds, seeing how their 
mothers make no effort to communicate 
with their husbands in resolving their 
depression around marital conflicts, 
never learned how to cope with their 
own feelings of depression, 

More than 70 per cent of the 18- and 
19-year-olds had known the alleged 
father fewer than six months when they 
became pregnant, 

This cluster usually picked men who 
Iesembled the mother psychologically. 
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In work with these alleged fathers they 
report that they felt attracted to the 
unwed because she symbolized the de- 
pendent, needy part of themselves. In 
caring for the unwed the alleged father 
vicariously supplied and cared for his 
own dependency needs. Unlike the 15- 
and 16-year-olds, this group of unweds 
remained passive and uncommitted emo- 
tionally in the relationship with the al- 
leged father. 

Both this age cluster and the 15- and 
16-year-olds returned home, gave up 
the relationship with the alleged father 
and tried to work out their conflicts with 
their parents. The unwed’s dependence 
on and identity with the therapist, who 
acted as her source of energy in replac- 
ing her mother’s symbiotic role, sus- 
tained the unwed as she struggled to 
achieve an objective relationship with 
both parents. The unwed, recognizing 
how the symbiotic relationship with her 
mother had hindered her in making 
healthy peer and heterosexual relation- 
ships, refused to be used by her mother 
to keep conflicts alive within her parents’ 
marriage. The unwed finally turned to 
her own age group for emotional in- 
volvements and accepted her parents 
for what they were. In many cases the 
unwed reconstructed a more intensive 
relationship with the healthier parent 
and reaped many benefits from this cor- 
rective experience. 

Ambivalence predominated in the age 
cluster of 22 to 25. The mother's rela- 
tionship to these girls was typically a 
hostile and depriving one. At an early 
age the girls had turned to the father for 
nurturance only to have this source 
denied to them as the mother forced the 
father to be punitive, critical and im- 
mobilized with their daughter. The un- 
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wed felt she was a “victim of circum- 
stance.” Her sado-masochistic attitudes 
destroyed her capacity to make de- 
cisions. She developed and acted out 
compulsive ways of avoiding pain or 
anxiety which might force realization of 
the need for inner change. She resisted 
planning purposeful activities. She 
demonstrated little potential to master 
her environment for desired ends. She 
lived in an improvised world and wished 
for a miracle to solve her dilemma. This 
group more than any other manifested 
denied dependency wishes, through 
socially disabling psychosomatic ail- 
ments. About one-half of this group 
withheld knowledge of the pregnancy 
from the alleged fathers and turned to 
sexually “safe” maternal men for nur- 
turance throughout the pregnancy. 

This age cluster was the only one that 
stayed in treatment with the alleged 
father after the pregnancy to work out 
conflicts in the relationship directly. 
Through therapy these unweds began to 
understand their compulsive-repetitive 
pattern of parentifying dating partners as 
well as people of both sexes on the job 
and socially and finally were able to 
clarify their sexual role. 

The unwed became more and more 
confused about how to give and receive 
tenderness as the years went by. She 
hungered for physical contact, especially 
from her father. Because the unwed’s 
mother used the father as the punishing 
agent, the unwed did not trust him 
enough to respond to his sincere over- 
tures to her as she was growing up. Later 
in her physical contacts with men she 
found that she maintained a standoffish 
attitude which excited and interested 
her partner for closer contact with her. 

en she did give herself in the sexual 
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act, for the most part she was still not 
trusting and not fully accepting of the 
man's affection. Alleged fathers in 
therapy stated that they felt left out by 
the unwed in spite of her overt interest 
in being intimate with them. These men 
also reported that feelings of possessive- 
ness expressed by the unwed towards 
them become unbearable since the de- 
mands placed on them in terms of giving 
time and attention were unrealistic and 
self-centered. 

As for characteristics of the alleged 
fathefs 85 per cent were single; 15 per 
cent were married, separated or 
divorced. These alleged fathers were 
contemporaries of the unweds, they had 
equal or higher education and usually 
earned more. Eighty per cent were self- 
supporting. At intake only one-third 
knew of the pregnancy; these alleged 
fathers were primarily in the 15- and 16- 
year-old cluster. Also at intake about 
one-fourth of the alleged fathers, 
primarily in the two older clusters, re- 
fused financial responsibility. An addi- 
tional 30 per cent later were confronted 
about the pregnancy and involved thera- 
peutically. An overall 75 per cent were 
at one time or another involved with the 
unwed in working through some unre- 
solved aspects of their relationship. 
Marriage occurred in only 2 per cent of 
the sample. Finally, more than 80 per 
cent of the alleged fathers approached 
for financial help prior, during or follow- 
ing the confinement period contributed 
substantially to the expenses incurred. 

Of these alleged fathers one-third 
were known to have fathered previous 
illegitimate children. Two-thirds ad- 
mitted being sexually promiscuous; more 
than 70 per cent reported never using 
contraceptives. 
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From the therapeutic work with the 
alleged fathers, it became obvious that 
an overwhelming majority were, like the 
unwed mothers, searching for the same 
kinds of gratifications for nurturance not 
received in the family group. While the 
alleged fathers' strivings for independ- 
ence were in many ways successful, 
typically, the mothers of these men 
tended to infantilize them while at the 
same time failing to provide nurturance. 
These alleged fathers struggled to eman- 
cipate themselves from the sado- 
masochistic relationship with "their 
mothers. 

The alleged fathers described their 
own fathers as remote, cold, critical and 
hostile. They saw their fathers as com- 
peting for their mothers’ love. The al- 
leged fathers saw in the unwed a poten- 
tial for a relationship which would make 
up for deprivations suffered in the living 
experiences with both parents. 


SUMMARY 


Object relations were tenuous between 
the unweds and their mothers; pre- 
genital needs of unweds rarely were met. 
Interestingly enough, the same held true 
for the unwed fathers. The alleged 
fathers not only had depriving, overpro- 
tecting and nonnurturing mothers, but 
distant and psychologically unavailable 
fathers to identify with. The alleged 
fathers sought nurturance from the un- 
weds in the same way that the unweds 
looked for nurturance in them. The un- 
weds had amnesia for the sexual experi- 
ence and showed an inability to feel in 
many areas which were clarified only as 
they experienced feelings in therapy. 
Often both the unweds and the alleged 
fathers had difficulties in learning and 
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turned to other activities, including 
sexual relationships, out of their need for 
some satisfying experiences. In therapy 
they often were able to become more 
effective in learning in school as well 
as in acquiring skills at work and in 
trades. 

In our study both the unweds and the 
alleged fathers did not want to assume 
parental responsibilities although some 
of these girls at first felt that the helpless 
infant might be a source of closeness and 
gratification to them. 

Although some facts about sex may 
have been taught and known to both, 
the girls were never told that petting and 
foreplay would lead to arousal in the 
male which they could not cope with. In 
contrast, the alleged fathers seemed to 
be unaware that their sexual relations 
would result in a baby. (Both often said, 
"I never thought it would happen to 
me."). 

For both the unweds and the alleged 
fathers, the repetition of self-destructive 
behavior resulting in another pregnancy 
seemed inevitable unless the unwed, the 
alleged father and their parents were in- 
volved in psychotherapeutic engagement 
of sufficient duration and intensity to 
alter the family patterns. Only an ex- 
tended psychotherapeutic program of 18 
months or longer could provide the data 
revealing whether or not the unweds and 
the alleged fathers benefited from their 
capacity to form meaningful object rela- 
tionships with the therapist. Despite the 
warnings from intake data, psychiatric 
evaluations and psychological testing, 
unweds and accessories with rare excep- 
tions were able to establish meaningful 
relationships with the therapist essential 
to their own growth provided that the 
therapist did not terminate prematurely. 
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Material communicated to therapists by children and families raises many 
questions about confidentiality which have been largely ignored. Conflicting 
responsibilities to the child, his family, or the community may be present and 
handled in widely varying ways. Typical problems are considered and dis- 


cussed. 


HIS ARTICLE IS AN attempt to high- 

light some of the medical, ethical and 
legal issues involved in the widening 
area of community mental health serv- 
ices for children. There is a wide diver- 
gency in opinions and practices not only 
between different disciplines involved in 
diagnosing and treating children but also 
within the psychiatric profession and in 
different regions. The prime issues seem 
to be: (1) How is the matter of con- 
fidentiality and privileged communica- 
tion with the minor child as patient (both 
within the clinic and the hospital setting) 
to be handled in relation to other per- 
sonnel and agencies who may have a 
egitimate social interest in the child? 
(2) To whom is the clinician mainly re- 
sponsible in seeing a child with emo- 
tional difficulties? 

Many issues arise when minors in- 
volved with the juvenile court are to re- 


ceive a psychiatric evaluation. The situa- 
tions discussed here are not germane to 
cases where the psychiatrist is employed 
directly by the court as a “court psychi- 
atrist," or where the entire setting for 
the evaluation takes place with the phys- 
ician seeing the child in a detention home 
or training school. In these cases it is 
evident that the psychiatrist is a court 
employee; consequently, his main re- 
sponsibility would be to the court. How- 
ever, in practice, the child and family 
frequently are not aware of this altered 
role nor are they capable of grasping the 
subtleties of this administrative change. 
This is particularly so when a child is 
referred to a community clinic at the 
“suggestion” of the court or some other 
community agency. This suggestion 
often is reinforced by the court, so that 
if the child does not appear at the clinic 
(or if the parents do not get him there), 
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he may be sent to a training home or 
suffer other unpleasant consequences. 
Problems of attempting a routine psy- 
chiatric evaluation in such circumstances 
are apparent. The juvenile frequently is 
caught in the bind of a pseudo-choice of 
whether to cooperate or not. 

There frequently will be a conference 
regarding the patient at which an officer 
of the court may be present. The clinical 
material will be discussed with him and 
recommendations made to the court, 
probation office or welfare department. 
Part of this material later may be"for- 
warded to personnel from these agencies 
as a written summary. The question at 
issue is whether such conferences violate 
the traditional safeguards of confiden- 
tiality and privileged communication. 
The position of the child psychiatrist is 
ambiguous. To whom is he mainly re- 
sponsible? In the majority of cases there 
is no problem because recommendations 
are accepted by the various parties with- 
out protest. Whether the family whole- 
heartedly accepts this procedure or is 
acquiescing to the coercive element is 
another question. When a particular pro- 
cedure is questioned, it becomes appar- 
ent that these problems are present in 
most cases. 

The data contained in a psychiatric 
evaluation of a child for a juvenile court 
or similar agency are customarily incor- 
porated into the court’s legal records or 
the department’s file on the child. De- 
spite the promise of confidentiality for 
juvenile court Iecords, an exception is 
made in the case of persons or agencies 
claiming a legitimate need to inspect? 
In a study of the New York City Chil- 
dren’s Court, Kahn found that represent- 
atives of the Federal Bureau of Investi- 
gation, Civil Service, Army, Red Cross, 
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Travelers’ Aid Society, social agencies, 
the HACK License Bureau and the De- 
partment of Public Welfare had access 
to the court's records despite a statutory 
provision to prohibit this.9 

Another type of case that involves is- 
sues of confidentiality is in the gray area 
where there is some tenuous or potential 
connection with a community institution 
that does not yet officially have jurisdic- 
tion. 


In a typical case the primary patient was a 
13-year-old boy who was the oldest of five 
children, all living with their divorced mother. 
The mother was chronically depressed and 
overwhelmed. The father had disappeared sev- 
eral years earlier, Contact with the local wel- 
fare department for AFDC payments was al- 
ternately regarded as a necessary evil or the 
one source of dependency gratification avail- 
able. As adolescence approached, truancy and 
Other forms of acting-out behavior became 
more prominent. 

With the sincere motivation of hoping to do 
something about the long-standing family 
problems, a conference to discuss the case was 
held with personnel from the community 
clinic and public agency. With four profes- 
sional people at the conference, much con- 
fidential material was discussed in the belief 
that social responsibility demanded it. Fol- 
lowing the conference, a summary by one of 
the persons was sent to the school at the lat- 
ter's request (they felt entitled to it by their 
initial referral of the boy to the psychiatric 
clinic). When the boy later absented from 
School he said material in the report was 
"used against me" by the school principal. 
Confidentiality appears to have been violated 
Several times. 


Several of the above issues exist in 
other cases seen for psychiatric evalua- 
tion when a court is not involved in any 
delinquency, neglect or dependency 
questions. This raises the issue: to 
whom is the staff of the community clinic 
primarily responsible? To the individual 
child, to his parents or to the community 
and its agencies? 

The ethics that guide private practice 
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usually are not acceptable to the com- 
munity from a clinic supported by pub- 
lic funds. Staff members may share this 
feeling and believe that their main duty 
is to the community. A similar situation 
exists in colleges where the therapist is 
faced with a choice of responsibility to 
students, to parents or to the adminis- 
tration.t Those holding a primary allegi- 
ance to the community do not run into 
conflict with local governmental or vol- 
untary agencies, but one wonders about 
the adequacy of evaluations and treat- 
ment when the child and parents become 
aware of the therapist’s main loyalties. 
No such conflict results when the best 
interests of the community and child 
coincide, but in practice different em- 
phases in application and goals occur. 
Usually the conception of responsibility 
is not made explicit to the people in- 
volved. When it is, their relationship 
cannot help but be altered. On the other 
hand, for those attempting to maintain 
the traditional relationship, demands for 
information regarding the patient put 
them in a precarious position. 

An analogy to military psychiatry 
seems apt. In this case there is no vague- 
ness about lines of responsibility for the 
psychiatrist. The “community” is omni- 
present in the form of the military au- 
thorities. A recent article has made clear 
how the type of trusting relationship 
needed for therapy in such an atmos- 
phere is almost impossible.* 

A related problem is that of sharing 
information within a clinic itself and 
with the patient’s family. This does not 
become a problem once a child and one 


Or more of his family are in collaborative 


treatment and it is made explicit that 
the two therapists will share material. 
Neither is it a problem in conjoint family 
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therapy when all members of the family 
are seen together. It may be a problem, 
however, in the area of diagnostic evalu- 
ation where the child may be seen by 
three or four people at a clinic and each 
of the parents may be seen by two or 
more staff people. The only feasible way 
to handle this would seem to be to tell 
everyone in the family that all informa- 
tion is available to everyone in the clinic. 
This position often is fiercely defended 
by clinic staffs who take pride in their 
honesty and straight-forwardness. Yet, it 
must be acknowledged that this is an al- 
teration in the approach of patient- 
therapist confidentiality. Whether such 
“openness” is desirable in terms of later 
therapeutic success has not been estab- 
lished. However, even in collaborative 
and conjoint approaches, the questions 
remain of (1) whether to share informa- 
tion with outside people and agencies 
and (2) how to share it. 

Does the child have a right to privacy 
from the remainder of his family for 
what he may tell the psychiatrist? This 
may become a problem with adolescents 
who may not wish intimate aspects of 
their lives and fantasies shared with 
community agencies or with their par- 
ents. A 17-year-old “minor” at a child 
guidance clinic may not wish to have 
the information about him released even 
though his parents have signed a blanket 
consent slip, and he also may not wish 
the parents themselves to know. In many 
cases it becomes a Herculean task of 


clinical judgment to decide what and 


how to share with parents, who still 
have responsibility for a child. The 
position taken in a report by the Group 
for the Advancement of Psychiatry 
seems highly questionable? The report 


held that problems of confidentiality 
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with children in psychiatric treatment 
resemble those with psychotic adults. 
In reality this position is appropriate 
with a small minority of children and 
completely by-passes the area of dealing 
with adolescents. 


A 16-year-old girl came to a community 
clinic on her own initiative. She still was in 
school and was being supported by shared 
contributions of her separated parents while 
she lived in a boarding home. Both parents 
were totally unresponsive to efforts made to 
see them at the clinic. Because the girl sought 
help, the decision was made to see her on an 
individual basis although her minor status and 
financial maintenance by the parents were 
realized. 

In the following year the parents were en- 
gaged in court proceedings involving divorce 
and custody of another child. The parents 
then were being seen by a marriage counselor, 
who obtained a release signed by both parents 
regarding their daughter. Despite protests by 
the "child," material involving her relation- 
ship with her parents and sibling was released. 
Although it may have been legally possible 
not to share this information, in practice such 
data almost always are revealed in the belief 
that the good of the parents and child demand 
it. Further, it was pointed out that good work- 
ing relationships with the counselors in the 
neighboring community agency had to be 
maintained. In many similar cases the adoles- 
cent may not even be aware of such sum- 
maries being sent since the request from a 
parent suffices in practice, 


This question of privacy for the child 
from his family takes on wider implica- 
tions when it becomes a question of how 
much of this material may be routinely 
released to others in the community. In 
many cases the child and his parents 
have little knowledge or control over 
this. Parents may have signed one con- 
sent slip which has been modeled after 
the sharing of information between two 
physicians. In the mental health area 
this may allow disclosure of what the 
patient has discussed to community agen- 
cies. Conferences and Teports regarding 
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the child thus may be open to the school 
psychologist, school social workers, rep- 
resentatives of county welfare boards, or 
private community agencies, and the 
like. Records may be made available for 
research purposes to teams of research- 
ers, some of whom may not be on the 
clinic staff. Outdated records may be 
disposed of by giving them to “research- 
ers” without realizing that the child of 
15 to 30 years ago may not currently 
wish to have this information about his 
childhood revealed. 

I would like to comment on the “solu- 
tion" adopted by some community and 
training clinics. This is to tell the parents 
and older children that they will have to 
trust staff judgment as to what will be 
revealed. The “trust-me” approach suf- 
fers from many weaknesses. The person 
telling the family to trust him is giving 
a false assurance. The best intentions 
cannot insure this guarantee with all 
those who may get the information, both 
at the time the patient gives information 
and possibly many years later. The im- 
plied omnipotence and paternalism of 
the guarantor also may be detrimental 
to a therapeutic relationship. 

There are community implications for 
the child seen in a psychiatric clinic 
under these conditions. A large propor- 
tion of children seen in such clinics 
suffer from character disorders. Some 
are delinquents who have violated laws 
of the community. The question arises: 
are these children "sick" in the sense 
used for the emotionally disturbed? 
Opinions vary widely within the behav- 
loral disciplines. Some have tried to 
create a sharp dichotomy between socio- 
cultural delinquency and individual neu- 
Totic delinquency. Even if most cases 
can be so divided, which seems dubious, 
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individuals may choose to be on proba- 
tion rather than to be coerced into treat- 
ment if a choice is available. When the 
child has not been adjudicated, his right 
not to reveal private aspects of his life 
to community personnel is even more 
violated. The child and his family may 
thus find themselves caught in a maze 
of psychiatric-socio-legal procedures and 
terminology which gives them little 
choice in the matter of accepting treat- 
ment or in finding out what the “profes- 
sionals" think of them. Indeed, it is a 
debatable question in various states at 
this time as to whether psychiatric, psy- 
chological and social reports made to a 
court or agency should be made avail- 
able to a child and his parents. In the 
new Family Court established in New 
York a compromise was adopted with 
the judge having discretion to disclose 
any part of such confidential reports, in 
whole or part, if he so wishes.* 

In all situations discussed in this paper 
the underlying conflict is that of choos- 
ing to whom primary responsibility is 
due. "Choosing" is the term because 
apart from a few statutory requirements 
the individual therapist or clinic is in the 
Position of determining professional 
Standards. If a person wishes to work 
for a public agency that requires him to 
function first as an employee of that 
agency and secondarily in the therapist- 
patient role, he is choosing to do so. The 
result, however is a confused situation 
in Which the family rarely knows where 
it stands with different professionals in 
different agencies. This behavior may be 
Viewed by the patient as dishonest no 
matter how conscientiously it has been 
Carried out by the person on the other 
Side of the desk.4 
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Proposed rules for this situation usu- 
ally have been most applicable to adults. 
Thus there is merit in having the psy- 
chiatrist clearly indicate to the person he 
is examining that he is not working 
within the traditional medical framework 
as a healer, but rather as an evaluator.” 
Such procedures as telling the patient to 
whom the report will go and describing 
the possible impact of this evaluation 
also would seem necessary. Unfortu- 
nately when children are involved the 
above safeguards may not suffice. The 
only possible solution might be to advo- 
cate that children deemed in need of 
psychiatric evaluation or treatment 
should be able to get such services inde- 
pendently of a unit such as a court or 
school and that the rules of confidential 
communication holding for private pa- 
tients be applicable to those in commu- 
nity clinic settings. This would require 
the fulfillment of what may be a fantasy 
—that adequate facilities with competent 
staff be available for all, comparable to 
facilities now available for those who 
are in the category of “affluent delin- 
quents”. If a child, his parents or the 
family were judged to be in need of and 
responsive to psychiatric treatment, such 
treatment could continue with a brief 
summary to the community agency or 
court as to why it should be carried out. 
From there on privacy would be main- 
tained. Such a procedure would include 
nothing more than the guarantees ap- 
plied to private patients and their fam- 
ilies except where there are major of- 
fenses against society. If such a system 
cannot be achieved, we may wish to con- 
sider if the drawbacks and disadvantages 
of the present system do not outweigh 
the benefits. 
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CONCLUSION 

This article has noted some of the 
problems in handling private informa- 
tion communicated to the therapist by 
children and families seen for evaluation 
or treatment. The confidentiality of the 
material elicited in this relationship and 
the question"of the line of responsibility 
for the therapist are discussed. These 
matters are now decided on an individual 
basis by unwritten rules which vary 
widely. A plea is made for increased 
discussion and formulation of more 
standardized guide lines for the benefit 
of all concerned. 
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BRIEF COMMUNICATIONS 


ARE WE TREATING ALL SCHIZOPHRENICS? 


ROBERT PLANK, A.C.S.W.* 


Mental Hygiene Clinic, Veterans Administration Hospital, Cleveland, Ohio 


NE OF THE presentations at the 
1964 annual meeting! led to a 
lively discussion on the question of 
whether it is sound to assume that virtu- 
ally all, or at least most, schizophrenics 
are in treatment. No conclusive evidence 
could be produced on the spot. The 
problem is considered of great impor- 
tance because many of the findings and 
hypotheses in the field of the ecology of 
Schizophrenia hinge on it. The question 
deserves further consideration. 

Review of the literature shows diver- 
Sent opinions. One was stated by Hol- 
lingshead and Redlich: “Because of the 
Severity of this disease, it is probable 
that very few schizophrenics fail to re- 
ceive some kind of psychiatric care," ? 
though the same authors expressed them- 
Selves somewhat more cautiously in their 
later book.3 

The opposite viewpoint is found in the 
Midtown Manhattan Study: “If all the 
et 
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ill came under treatment, as generally 
happens with a dread infection like polio, 
. . . with mental pathology, however, we 
have every reason to believe that the 
treated represent merely a fraction of all 
the sick, whose numbers are generally 
unknown.” * 

We thus have two highly regarded 
teams of researchers presenting two di- 
ametrically opposed impressions, and in 
the nature of things very little evidence 
to back up either. This communication is 
submitted in the hope of providing a few 
facts. 

The Veterans Administration has rela- 
tively comprehensive information on ill- 
nesses attributed to the Service, since 
veterans’ benefits depend on medical 
findings and veterans therefore have a 
powerful incentive to make their disabili- 
ties known to the VA. The VA has at 
the same time relatively comprehensive 
information on the treatment these vet- 
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erans receive. Simple informal surveys 
have shown that by adding up the num- 
ber of veterans who are service-con- 
nected for schizophrenic reaction and 
known to the various major treatment 
facilities (VA hospitals, VA outpatient 
clinics, private psychiatrists authorized 
by the VA) and comparing the sum to 
the number of veterans receiving com- 
pensation for schizophrenic reaction, the 
conclusion emerges that at most about 
45 per cent of the latter are receiving 
treatment at any given time. 

The VA is in an advantageous posi- 
tion in offering treatment to these vet- 
erans. Facilities are rather superior to 
those available to the general public. 
There is less stigma attached to their use. 
There are no charges (in many cases 
even transportation is paid by the VA). 
It therefore can be assumed that the pro- 
portion of schizophrenics seeking treat- 
ment will be even lower, perhaps much 
lower, in the general population. All this 
supports the opinion that only a minority 
of schizophrenics, rather than almost all 
of them, are in treatment. 

Accurate figures are not available, 
partly because certain questions of defi- 
nition would have to be settled first (e.g., 
when a patient goes to a doctor, is given 
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tranquillizers for a month, is told to 
come back when needed and does not re- 
turn within some months—a fairly fre- 
quent occurrence—how long is he still 
to be considered "under treatment?) 
and partly because no rigorous study 
has been made so far. 

It is to be hoped that definite studies 
will clear up this question since it is of 
great significance, not only for the theo- 
retical problems noted above, but also 
for practical purposes of planning. Obvi- 
ously our manpower problems appear in 
a different light depending on whether 
we can assume that most schizophrenics 
are receiving treatment already, of 
whether we have to figure that we would 
need a multiple of our present resources 
if we were to serve them all. 


REFERENCES 


l. DUNHAM, H. W. 1964. Social class and 
Schizophrenia, Amer. J. Orthopsychiat. 34 
(4): 634—642. 

2. HoLLINGSHEAD, A. B., and F. C. REDLICH. 
1953. Social stratification and mental dis- 
orders. Amer. Sociol, Rev. 18(2): 163-169. 

. 1958. Social Class and Mental Ill- 
ness. John Wiley and Sons. New York, 
N. Y. pp. 242-244. 

4. SROLE, L. T., S. LANGNER, S. T. MICHAEL, 
M. K. Opter, and T. A. C. RENNIE. 1962. 
Mental Health in the Metropolis: The 
Midtown Manhattan Study. McGraw-Hill. 
New York, N. Y. p. 245. 


PREPARING THE PSYCHIATRIST FOR LEADERSHIP 


IN A CHANGING SOCIETY" 


HOWARD M. KERN, JR., M.D. f and JANE BRADSHAW HESS + 
Demonstration Training Program in Community Psychiatry, The Johns Hopkins University School 


of Medicine § 


HIS PAPER REFLECTS the authors’ in- 
terest in seeking solutions to the man- 
power problems faced by all mental 
health specialties. Although we focus 
here upon the training of psychiatrists, 
we believe the principles underlying the 
program to be applicable to training in 
the other mental health specialties. 
The Maryland Training Program in 
Community Psychiatry is designed to in- 
terest senior psychiatric residents in tak- 
ing leadership in planning and working 
in community mental health programs. 
One day a week for at least a year, 20 
third-year psychiatric residents from 7 
training institutions in Maryland work in 
14 county health departments. The psy- 
chiatric residents (who hereafter will be 
referred to as “trainees”) are supported 
in the mental health program by a full- 
time health officer and by public health 
nurses. A clinical psychologist and in a 
few instances a psychiatric social worker 
attend on a one-day-a-week basis. 
With two exceptions, the trainees 


work in nonurban counties with popula- 
ah cr or aay 


tions of fewer than 50,000. There are 
several advantages to these field place- 
ments. The health departments them- 
selves are small and highly personal 
organizations, providing little buffer be- 
tween the trainee and the community. 
The trainee, therefore, is forced into di- 
rect contact with medical, legal, educa- 
tional and social agency personnel in the 
community. This experience is quite un- 
like his work in large and highly or- 
ganized clinics at his training institution 
where he is insulated from the commu- 
nity by clinic size and by division of re- 
sponsibility. In the counties the causes 
and effects of referral and consultation 
and the program’s successes and errors 
are easily observed. The impact of social 
and cultural forces upon a population is 
more readily apparent since the trainee 
finds himself dealing with people and 
situations very different from those of 
his customary urban background. 

As a result of this stimulating experi- 
ence in the counties, the trainees are 
moved into new ways of thinking and re- 
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acting. The unique training situation al- 
lows for a flexible implementation of pre- 
viously learned technical skills, as well as 
a re-examination of previously learned 
and often unquestioned ways of doing 
things. 

During the year the trainees partici- 
pate at “home base” in individual ses- 
sions with the training program director 
and his assistants, in weekly mental hy- 
giene seminars and in monthly small 
group meetings with training program 
consultants who represent various dis- 
ciplines. There is a monthly meeting of 
all the trainees and consultants to the 
program to discuss and to compare their 
activities. In addition the program di- 
rector and staff make occasional visits 
to the counties. 

An overriding consideration in the 
training program is that the trainees de- 
velop their individual capacities for lead- 
ership. Therefore the nature of the staff's 
relationship with the trainees is more in 
the form of consultation than supervi- 
sion. We endeavor to encourage both ini- 
tiative and a healthy appetite for experi- 
mentation. Furthermore the trainees are 
taught that an authoritarian attitude is 
detrimental to the practice of psychiatry 
in a public health setting and devastating 
to the development and Operation of a 
community program. 

In the county the trainee is confronted 
with a number of clinical problems which 
touch him only tangentially or not at all 
in his institutional outpatient work. Also, 
in contrast to the procrastination allowed 
at the training institution, clinical deci- 
sions must be made with due speed and 
clarity, which results in a certain degree 
of crystallization of concepts both of di- 
agnosis and of treatment, 

The trainee also learns to make an 
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equable division of the amount of time 
spent in direct treatment services and the 
time spent in consultation. Our statistics 
to date indicate that the average trainee 
allocates approximately half of his time 
to patient evaluation, diagnosis and treat- 
ment and the other half to consultative 
activities. 

Not only must the trainee learn to al- 
locate time for consultation, but he also 
must attempt to arrive at solutions to 
the following problems: the resolution 
of the conflict between quantity and qual- 
ity in treatment; the definition of the 
boundaries of the doctor’s professional 
tasks; the need to be a “doctor” and to 
seek a suitable resolution to all problems 
presented, rather than being a “thera- 
pist” who applies a particular skill to a 
selected group of patients; the problems 
of ethics of confidentiality versus the 
need for consultation with community 
agencies, and, finally, the need to make 
compromises based upon limited com- 
munity resources. 

A fundamental aspect of the trainee's 
experience is learning to work with and 
to learn from other professionals. He 
learns that if he tries to “go it alone” in 
the mental health program, he will be 
faced with an ever-increasing waiting 
list. Eventually he realizes that he must 
share patients with the mental health 
clinic and health department staffs, and, 
in turn, with general practitioners, edu- 
cators, the clergy, and social and judicial 
Personnel. Functioning as a consultant 
to these people, he not only enables them 
to do a better job, but equally important, 
he is educated in their ways of thinking, 
their language and their approaches to 
problem solving. In this consultative 
Process he is expected to communicate 
his psychiatric knowledge in a clear, con- 
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cise and straightforward fashion rather 
than in the technical, discursive style 
generally encouraged by the training 
institutions. 

The trainee learns also that several 
factors in the county situation lead to a 
revision of the traditional outpatient 
clinic approach: 


1. The health officer and public health 
nurses are a major source of prac- 
tical knowledge and working skills, 
and only by working closely with 
them can the resident learn to un- 
derstand the community. 

2.The emphasis in the local health 
department is upon the develop- 
ment of mental health programs, 
rather than upon providing limited 
clinical services. 

3. Future program planning requires 

a knowledge of practical politics 

and an appreciation of such matters 

as budgets and administration. 

4.In order to make contact with 
schools, police departments and 
similar agencies, the trainee has to 
conform to a considerable extent 
to the customs of the particular 
county and the idiosyncrasies of the 
individuals involved. He cannot au- 
tocratically dictate to the commu- 
nity how it should “cooperate” with 
him. 


We would like to present a few exam- 
Ples of how the trainees make maximal 
Use of staff time and personnel, and at 
times exert leadership in ingenious ways. 

One trainee has recruited a staff of volun- 
teers to work as occupational therapists with 
discharged state hospital patients. Another, 
When faced with repeated referrals of children 
O 


797 


in foster care, instituted group therapy sessions 
with foster parents. In another county a suc- 
cession of residents over the past several years 
has finally overcome the barrier between the 
health department's mental health program 
and the county school system, through pa- 
tiently insisting that school personnel partici- 
pate in work with children referred. In still 
another county the isolation of the public 
health nurses from the mental*health program 
has been resolved by the trainee's discussions 
with the health officer and by increasingly fre- 
quent informal consultation with the nurses. 
One trainee has participated in state-wide plan- 
ning of a drug program for patients in after- 
care. 

There has been one truly unique de- 
velopment by a trainee,* which he has 
called the mother-child relationship 
clinic. Briefly, it works somewhat as fol- 
lows. A referred child is evaluated psy- 
chiatrically. However, instead of receiv- 
ing individual psychotherapy in the 
traditional fashion, mother and child are 
assigned to a room equipped for play 
therapy. They attend this clinic one or 
more times a week. At such times they 
are observed and the problems encoun- 
tered within the clinic setting are dis- 
cussed with the mother in individual ses- 
sions. Within the protective atmosphere 
of the clinic both mother and child are 
helped to understand their interpersonal 
problems, and the mother is supported 
in the “healthy” aspects of her behavior 
and helped to give up "unhealthy" 
habits. As a result, the mental health 
clinic is able to handle a larger number 
of psychiatric problems than via the 
traditional method. 

In summary, the trainees become 
aware of some of the various issues con- 
fronting workers in the field of commu- 
nity mental health. Among these are the 
limits of the one-to-one, doctor-patient 
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relationship; the question (so far un- 
answered) as to who should be “running 
the show"; the problems of state hospital- 
community relationships and adequate 
provision for continuity of patient care; 
the series of attitudes best described as 
the public hea]th approach; the meaning 
of consultation; the work being done by 
others in the field; the creative aspects of 
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administration; the necessity for clear 
and meaningful communication, and the 
limits to the traditional team approach. 

Most important of all, the trainee is 
struck by the magnitude of the commu- 
nity’s mental health needs, and is forced 
to realize that the traditional methods of 
psychiatric treatment are insufficient to 
meet these needs. 


TESTING ESKIMOS IN ALASKA 


RALPH D. GUTERMAN, M.A.* 


SYCHOLOGICAL TESTING OF Eskimos 

in Alaska is complicated by cultural 
and social factors, These factors seem to 
generate obstacles of at least two types: 
the difficulties of the examiner in estab- 
lishing good rapport with the subject 
and the applicability of the testing in- 
struments. 

In the past, cultural values and re- 
sponsibilities of Eskimos were directly 
related to survival of the group. Because 
of the harshness of the environment the 
struggle to maintain life consumed al- 
most all energy. There was little un- 
obligated effort available to develop a 
richness of culture. There was no time 
for war. 

The primary economic unit was the 
family: a hunter, a homemaker, children 
and sometimes the aged. The life of the 
family depended upon the hunter’s skill 
and luck. He made all necessary equip- 
ment, such as boats, sleds and spears. 
E CE 
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He supervised the dogs, collected fire- 
wood and chopped ice to be melted for 
water. His mate had the important re- 
sponsibility of making and maintaining 
all clothes for the family. The skins used 
were kept flexible by chewing; old 
women’s teeth were worn to the gums. 
Also the homemaker gathered berries, 
Toots and leaves and collected birds’ 
eggs. The responsibility for fishing varied 
with season, place and method. 
Children were greatly indulged; they 
rarely were corrected and never were 
punished. They did what they wanted 
and could order adults to attend them. 
Perhaps because so many children died 
and because the responsibilities of adult- 
hood were so difficult, it was thought 
childhood should be as happy as possible 
—to be remembered with pleasure. 
Adoption was easy; if one family were 
large and another childless, the next 
baby was given over. Roles were learned 
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primarily from the parents or the 
parents' siblings, although the entire 
village shared in the child's upbringing. 

Recreation was limited. Stories were 
told of the gods to be found in nature 
and of hunting experiences. For the oc- 
casional dances men wore decorated 
masks depicting the characterizations in 
the dance. 

No one individual was allowed to 
excel at the expense of the village; to be 
outstanding could be a detriment. Co- 
operation was vital, and all expected to 
Share. Portions of large catches or of 
large game were divided among rela- 
tives and participants, and recognition 
could be earned by giving. There was a 
passive acceptance of what fate de- 
creed; abundance was fully enjoyed and 
troubles were endured. 

At present Eskimos are in the process 
of adopting different values. Changes are 
not uniform, but recently there has been 
greater acceptance of change. Laws and 
regulations now are applied and en- 
forced more rigidly. Only within five 
years and in the larger comunities have 
excess fish been sold rather than given 
away. Increasingly status is based upon 
the use of the white man's costly style 
of living: stove oil, canned foods and 
radios. Everyone now wears ready-made 
Clothes, but an Eskimo fur parka gives 
Status to Caucasians. The reluctance to 
excel individually affects teaching tech- 
niques. Many Eskimo children hear 
English only at school, and interpreters 
are sometimes required at court. The 
birth rate remains high; free government 
health service has reduced the death 
rate. 

Socially, Eskimos are only tolerated 
by the white community. Limited educa- 
tion and training combine to reduce job 
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opportunities. Debts, conspicuous con- 
sumption and gifts absorb much of any 
sudden income. Confusion in criteria 
for recognition and the small number 
and temporary nature of jobs lead to 
much frustration, to the adoption of 
short-term goals and to feelings of 
worthlessness. As a temporary telief 
from this distress, many use alcohol. 

A present-day village may consist of 
15 to 25 log or wood houses lining the 
shore of a river or the sea. The old sod 
“barbaras” are now rarely seen even 
though they were warmer. There may 
be a “native store” and a white wooden 
government school building. Nearby is 
a landing strip marked in the dirt or on 
the ice where a mail plane may arrive 
twice a week. 

The house usually consists of one 
room, 15 by 20 feet, and many times a 
second small room has been added for 
bed space. Furnishings include a large 
stove for heat and cooking, a table, 
benches and boxes. 

During interviews rapport and com- 
munication can be difficult to develop. 
On field trips to villages in the North it 
is necessary to live with the school 
teachers, to test in the school and to use 
the school language. It is easy to be seen 
as another teacher or as another govern- 
ment man. Eskimo children sometimes 
giggle and hide their faces with embar- 
rassment or politeness. Adults are in- 
clined to give “government answers,” 
such as: “I don’t know,” “Nothing,” “I 
can’t tell.” 

During testing concepts subsumed by 
some Weschler questions are not under- 
stood. In the typical village it is difficult 
to explain the “charity” question, the 
“bread” question or “city land.” If three 
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times a week you went out in twenty- 
five-below weather with a dog sled to 
haul in wood or ice, how would you feel 
if some dressed-up government man 
asked, *Why are criminals locked up (in a 
warm jail with good food and clothes)?" 
In the smaller comunities for items that 
seem unsuitable it is better to make ad- 
justments that seem reasonable. It might 
be necessary to give credit for "the 
Native Store” as a response to the “store- 
sugar" question. In the Land of the Mid- 
night Sun, where does the sun set? My 
feelings require that I ask the question 
about Columbus, *Who do they say dis- 
covered America?" 

For certain inappropriate items sub- 
stitutes were found, but the work load of 
the clinic prevented their validation. The 
"train-broken track" question might be 
phrased, “What is the thing to do if near 
the village you saw a plane about to land 
on a lake with thin ice?” Because brick is 
unknown to the area, it seems more 
appropriate to ask, “to have a wooden 
house than a tent." On the. arithmatic 
subtests changes were made to dogs, fish 
hooks and needles to bring the items 
more in accordance with local prices. 
The question about taxi fares was 
changed to read, “If to send a package 
it costs 20 cents for the first quarter- 
pound and five cents for each quarter- 
pound thereafter, what will be the cost 
for a two-pound package?" Instead of 
the rare animals "cat-mouse" we now 
sometimes have "dog-lemming." 

Instead of asking about the necessity 
for child labor laws, a substitute item 
could ask, “Why is children’s curfew 
necessary?” For another substitute item, 
“Why does the village council say you 
must keep your dogs tied?” the criterion 
for a creditable response would require 
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two reasons, one of which must be of 
these first two: (1) for better sanita- 
tion, so they don't attack children; and, 
(2) so they don't get lost, so they don't 
kill the puppies, so they don't steal 
stored food and so the dogs don't fight. 

The House Tree Person test was diffi- 
cult to administer in Barrow, the north- 
ernmost community in the United States. 
It is well above the Arctic Circle and 
can have snow throughout the year. The 
psychologist's part of the conversation 
usually began: “Have you ever seen a 
tree? . . . Well, you have seen pictures 
of trees (and the teacher has talked 
about trees); you know what a tree 
looks like, don't you?... Draw a tree 
next.” The drawings did not differ 
noticeably from results obtained else- 
where. The drawing of a person is likely 
to consist of boots, a parka and a bit of 
face sticking out. It was necessary to ask 
Barrow Eskimos to draw someone not 
wearing a parka. It is interesting that 
Barrow is the only community where 
the schoolchildren did not draw 
Caucasian-appearing people, but rather 
drew Eskimos. Is Barrow the only com- 
munity with no aspirations to be like the 
whites? 

On the Rorschach Eskimos seem to 
give fewer than the usual number of re- 
Sponses and more whole responses than 
expected. The content generally is not 
unusual, except for more fur skins. The 
determinants of color and movement do 
not appear to be of unusual frequency. 
Interestingly there is no tendency to use 
the white as “snow”; perhaps to Eski- 
mos snow has many more important 
characteristics than whiteness. (Eskimos 
have more than 25 words to describe 
snow; each relates to a different char- 
acteristic. ) 
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Psychological testing of Eskimos in 
Alaska involves obstacles between the 
relationship of the examiner and subject 
and uncertainties about the applicability 
of the testing instruments. The obstacles 
are not of such magnitude as to preclude 
psychological testing. Rather they do 
demand special effort during the testing 
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session and judicious interpretation of 
test results. To develop tests appropriate 
to contemporary Eskimos would be an 
expensive task with results of short-lived 
usefulness. It seems wiser to continue 
careful use of available material in antici- 
pation of the continued rapid change in 
population characteristics. * 


REVIEWS OF THE LITERATURE 


Editor's Note: The 1964 Children's Book 
Award of the Child Study Association of 
America was given to Ruth Harnden for 
her novel, The High Pasture, published by 
Houghton-Mifflin Company, Boston, Mass. 
A review of the book appeared in the Jan- 
uary, 1964, issue of the JOURNAL. 


THE TYRANNY OF SCHOOLING: AN 
INQUIRY INTO THE PROBLEM OF 
"STUPIDITY" 


Lewis Anthony Dexter 


New York: Basic Books, 1964 
182 pp. $4.50 


Among the many significant properties 
of bath water two are to provide a place 
to sing operatic arias in relative safety and 
to provide an aqueous propellant to accom- 
pany mythical babies being tossed out illu- 
sory windows. This second function finds 
full fruition in this book. A feeling of 
stupidity is the bathwater; accompanying it 
out the window are the educational institu- 
tions. In support of this heave-ho, the 
author argues that the major goal of our 
educational institutions is intellectual 
achievement and that most if not all stu- 
dents do substandard work at one time or 
another in one subject or another, As a 
result of this built-in failure, feelings of 
stupidity or incompetence are developed 
to less or greater degrees, This, the author 
believes, is especially applicable to the dull, 
retarded, or other nonacademically minded 
children. The school operates on the rabbit- 
in-motion principle so that the rabbit is 
Írom one foot to one mile ahead of the 
everchasing students. In the process the 
slow fall further and further behind. 

This is not solely an argument for the 
slow or retarded. The author feels that 
Schools operate to teach many of the chil- 
dren with superior or normal ability the 
humiliation and shame of being branded 
stupid and inadequate. 
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This is especially true, the author adds, 
of middle-class children whose families 
glorify the values and ideals of school 
achievement. Children of lower intellectual 
achievement, he says, learn values and 
expectations which enable them to defend 
themselves better against the school system. 

In 182 pages, 10 chapters and an index, 
the book considers the problem and several 
alternatives in a "variations on a theme" 
context. In one chapter we learn that Dr. 
Dexter's paternal grandfather ran away to 
sea at the age of 12 and never had any 
further schooling. Today, the author con- 
cludes, no matter how contented a child 
might be working in the fields or on board 
ship, some well meaning adult probably 
would spoil his fun and drag him back to 
School. The author also mentions that in 
his own case he left school in the third 
grade and received his education at home. 
It is clear that the author is not recom- - 
mending a return to the old concept of 
child labor or urging each family to educate 
their own children. He does wish to raise 
the quality of education for the teachers 
and other students by providing alternatives 
for the dull, retarded, hostile and be- 
wildered. Further, he feels such change is 
difficult because the programs and goals 
of schools are set by the intellectually suc- 
cessful who treat their relatively non- 
Successful peers as stupid. This builds re- 
sentment against intellectuals which has 
been tapped, the author contends, by the 
leaders of the French Revolution, the late 
Senator Joseph McCarthy, and the late 
unlamented Adolph Hitler. The author 
Suggests that the Germans were a nation 
who paid high respect to intellectuals 
while at the same time fostered intellectuals 
who were arrogant and contemptuous of 
their students. It also is suggested that the 
Nazi movement represented the accumu 
lated resentment of many Germans against 
intellectuals. The author might have added 
that Herr Schikelgruber also wrote a best 


REVIEWS OF THE LITERATURE 


seller while in jail, which seemed only to 
increase his book burning and human- 
gassing propensities. 

Anti-intellectualism, the author states, is 
caused by intellectuals who make others 
feel stupid. Perhaps, he suggests, we ought 
to reconsider our values and goals. He 
believes that we and our educational 
leaders really never have questioned the 
assumption upon which our school system 
is based—that the purpose of education is 
intellectual development. Moreover, the 
author believes that the school system is 
protected against any assault on this funda- 
mental philosophy and its operations be- 
cause the successful intellectuals are too 
closely identified with the system to be 
effective critics of the school. 

Finally, the author finds we need to chal- 
lenge the most sacred cow of modern 
Societies—compulsory intellectual educa- 
tion for all. In many cases, he would sub- 
stitute vocational training, on-the-job train- 
ing, a guidance system oriented toward the 
long-range needs of pupils, work, half-way 
houses for the retarded, and Gheel-like 
communities for the retarded. The author 
would reemphasize the moral aspects of 
schooling for the dull or unmotivated child. 
Teach them cleanliness, neatness, right 
from wrong and good behavior. At the 
end of the book the author suggests that 
we shut down most of the state-supported 
junior and community colleges and return 
to the notion that the university is de- 
Signed only for those driven by a genuine 
intellectual hunger or those who want to 
Prepare for a profession. 

This is a kind of desk-pounding, college- 
debating book which tries not to complicate 
the issues by attempting to understand 
them. For example, if compulsory school 
attendance were abolished tomorrow in all 
50 states, I doubt if we would see any 
marked changes in school attendance. Edu- 
Cation is no longer a matter of choice; it 
I5 a necessity for all, and everyone, in- 
Cluding children, seems to sense this need. 
In addition, there are no community alter- 
Natives today. Running away to sea or 
apprenticeship to a skilled trade is no 
longer widely available. The author makes 
little or no mention of the significant prog- 
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ress by many states and localities in the 
education of mentally retarded, slow learn- 
ing or experientially deprived children; 
the new and developing programs in voca- 
tional and work experience education; the 
nongraded elementary schools and high 
schools with individually tailored programs 
using tapes, television, tutors and teachers. 

Certainly compulsory school attendance 
is no more a guarantee of successful educa- 
tion than being a member of a family is.a 
guarantee of love and wise parental 
guidance. Humanly devised institutions 
have human failings. There is little doubt 
that at present significant numbers of chil- 
dren find education a numbing or mystical 
experience. To many intellectuals and non- 
intellectuals life in or out of schools can 
be perceived as successful for all only when 
it is unsuccessful for some. We all find it 
difficult to hold simultaneously the concepts 
of “pursuit of excellence" and “equal edu- 
cational opportunity for all" without drop- 
ping one. Education as an institution has 
emerged from a system geared to the in- 
tellectually successful Some of those 
successful have been sufficiently motivated 
to challenge and initiate changes in the 
system. Today parents insist schools edu- 
cate their children although the processes 
of assisting some children to learn are still 
partial mysteries. 

Although schools add a varied amount 
of feelings of inferiority and stupidity to 
children’s self-concepts, other factors also 
might be considered. Children are born 
small, are dependent for a long period of 
time, are inexperienced in the environment 
and are considered second-class citizens in 
many ways. Nevertheless, I do not share 
the author’s conception of children as 
fragile pieces of porcelain easily cracked 
by a succession of minor tremors. I suspect 
that children learn to deal with their 
failures and their successes with much 
greater flexibility and ego strength than 
the author supposes. 

It is somewhat circular, it seems to me, 
to pursue the evils of stupidity as the author 
does and to overlook the evils of ignorance. 
The fact is that the uneducated or poorly 
educated despite their good moral sense, 
virtue, or good behavior, will find little if 
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any place in our world of work and symbol- 
laden culture despite their good moral 
sense, virtue or good behavior. As a society 
whose major occupation is the production. 
and distribution of knowledge, the necessity 
for changes in our educational institutions 
to do a better job with a greater range of 
children never was more imperative. The 
child who grows up in our midst unable to 
use the symbolic repertoire of our culture 
will have limited possibilities for participa- 
tion in it. Failure in school learning (and 
what is learning without trial and error?) 
like other normal stresses of living can be 
mediated in a healthful, ego-enhancing 
manner as well as in an ego-depreciating 
manner. 

While I would agree with the author that 
the avoidance of feelings of stupidity in 
children is desirable, I would not be will- 
ing to sacrifice the educational potential of 
high-risk groups because of this fear. The 
basic problem is how to raise the level of 
institutional effectiveness in the education 
of all children including retarded and diffi- 
cult children. There may be more self- 
respect in educational competence than in 
the host of failures which may have pre- 
ceded it. 

—Eli M. Bower, Ed.D. 
National Institute of Mental Health, 
Bethesda, Maryland 


CHANGING PARENTAL ATTITUDES 
THROUGH GROUP DISCUSSION 


Carl F. Hereford 


Austin: University of Texas Press, 1963. 
198 pp. $5.00 


CLASSROOM GROUP BEHAVIOR: 
GROUP DYNAMICS IN EDUCATION 


Mary A. Bany and Lois V. Johnson 
New York: The Macmillan Company, 
1964. 412 pp. $5.95 


Each year the Professional groups in- 
volved in providing mental health Services 
publicize the gap between the number of 
trained personnel and those required to 
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provide adequate service. 
each discipline has had to explore new 
approaches and techniques which might 


provide the needed service. The two books 


to be reviewed offer help in working with 
two of the populations of major interest 
to mental health workers, namely, parents 
and children. 

Changing Parental Attitudes Through 
Group Discussion by Carl F. Hereford is 
a particularly challenging book, It is a 
monograph written as part of the Hogg 
Foundation Research Series. The project 
Teported on was carried out in Austin, 
Texas, over a four-year period. Hundreds 
of participants, representing all socio- 
economic levels, were tested. Each parent 
group was composed of 15 parents and 
met for six weekly sessions. Pre- and post- 
measures were taken of parental attitudes 
and other significant variables, 

Before reporting the results of the te- 
search, it must be emphasized that each of 
the groups studied was led by a non- 
professional leader who had received 
training in a workshop involving six ses- 
sions. During this workshop for leaders 
the major focus was on helping the lay 
leader to recognize that he did not have to 
Serve as an expert and that the more free- 
dom he gave the group, the better the 
Tesults would be. As a matter of fact, in 
Summarizing the results, the author em- 
phasizes that it is the leader's nonprofes- 
Sional status itself which enhances the 
opportunity for individual involvement. He 
Says further that "ours is an expert- 
Oriented culture, and when the expert is 
present the responsibility for what takes 
place is almost axiomatically his, whether 
he desires it or not . . . the inability of the 
expert to shift the basic responsibility for 
the program to the group members them- 
selves makes his presence an inhibitory in- 
fluence." 

One other factor is of basic interest in. 
evaluating results. The author, in discuss- 
ing the changes produced, emphasizes the 
absence of a relationship between the num- 
ber of meetings attended by parents and 
the quantity of change in the parents. Ap- 
parently, it made little difference how many 
Meetings a parent attended; for in the 
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author's opinion it was the initial impact 
of the discussion method which seemed to 
be of greatest importance. Because the 
leader was a nonprofessional and trained 
not to give his opinion but merely to act 
as another parent, the group were forced 
to look to themselves to determine direc- 
tion and leadership. As a result, com- 
munication developed rapidly between 
group members and they quickly dis- 
covered the existence of commonly shared 
problems. It is the author's belief that it 
is this identification with other group mem- 
bers which exerts an immediate effect on 
parents and accounts for the surprising 
lack of relationship between the number 
of meetings attended and the degree of 
attitudinal change since the greatest move- 
ment is in the first session. 

To summarize the results of the research, 
parents who attended the discussion group 
series showed significantly positive changes 
in their attitudes as measured by a parent 
attitude survey. Parents who attended the 
discussion groups also changed their atti- 
tudes and behavior, as shown by responses 
to a parent interview, again at a significant 
level when compared with the control 
Broups. Probably most interesting of all 
was the result obtained when the children 
of the parents involved in the study were 
evaluated. Children of parents who at- 
tended the discussion meetings improved 
in their classroom peer relations signifi- 
cantly more than did the children of 
Parents in the control groups, but not in 
their ratings by teachers, even though none 
of the children participated in the program. 
Apparently the changes in attitudes and be- 
havior of discussion group parents were 
sufficiently strong to influence the social 
acceptance of the children by their class- 
mates. 

The professional status of the author, 
the completeness with which control tech- 
niques were applied, and the variety of 
Criteria used in evaluating the effective- 
ness of the discussion group approach 
make it difficult to refute the reported re- 
Sults. Although the author emphasizes that 
the method used in the study was for edu- 
cational, not therapeutic, purposes, Ob- 
viously a technique which facilitates be- 
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havior change in children, when only their 
parents have been worked with, deserves 
additional attention. Discussing the appli- 
cation of this approach to other settings, 
the author feels that it is useful in nearly 
any group in which attitudes are important. 
He stipulates that it is essential that the 
members of the group be in a similar 
situation or face the same,problems, that 
nonprofessional leaders be recruited from 
within the group and that the goal of the 
program be concerned with attitudes and 
their modification. 

This book can serve as a challenge for 
those involved in training people to serve 
as group leaders who wish to preserve the 
status quo. Fortunately there are other or- 
ganizations currently involved in research 
studies that are comparable in nature to 
this one. Should their resufts support those 
obtained by Carl F. Hereford, it will in- 
deed be necessary for us to justify the 
lengthy training programs and involved 
methodology many now feel are essential 
to the preparation of an effective group 
leader. 

In contrast with Changing Parental Atti- 
tudes, Classroom Group Behavior: Group 
Dynamics in Education by Mary A. Bany 
and Lois V. Johnson is a book written for 
an audience with minimum sophistication 
and is essentially descriptive in approach. 
The authors' major purpose is to help 
teachers become aware of the ways in 
which group dynamics effect classroom dis- 
cipline, effective learning and teacher 
control. Although their text is heavily 
documented with relevant research studies, 
the authors feel that prior to their text 
there has been little application of the find- 
ings in the area of group techniques to 
actual classroom situations or to actual 
teaching practices. The authors describe 
the many forces that influence group be- 
havior and the ways in which this behavior 
may be guided and changed. They have 
done a fine job of presenting little vignettes 
which provide concrete examples of group 
situations faced by the average classroom 
teacher. It is particularly interesting to 
notice how the vignettes provide ample 
illustration of the underlying feelings of the 
participants. 
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Although there is evidence that the 
authors are aware of the importance of 
underlying emotions, their emphasis tends 
to be upon an intellectualized discussion of 
behaviors rather than on the emotions 
bubbling beneath the surface. In describ- 
ing techniques a teacher can employ to 
expedite discussion, the authors list the fol- 
lowing points: » 


1. The group is presented with the prob- 
lem and the related facts. 

2. The members are asked if they will con- 
sider the problem and they are invited 
to present their ideas and suggestions. 

3.Following this discussion, the group's 
cooperation is requested. (Can the be- 
havior be changed? How?) * 

4. After a decision is reached and agreed 
upon by the group as a whole, indi- 
vidual members are asked if they accept 
the decision. 


In discussing these points, it is suggested 
that the teacher write all student comments 
on the blackboard. When all suggestions 
have been recorded, the process of selec- 
tion and elimination of ideas is hastened, 
since repetition of an idea is unnecessary. 

Unfortunately, Bany and Johnson along 
with many group leaders overlook the fact 
that although a group may come up with 
a group solution, the ability of individual 
members to implement the group decision 
depends upon their understanding and ac- 
ceptance of the idea. For many people hav- 
ing a chance to express their thoughts in 
their own words (even though these dupli- 
cate something someone already has said) 
is vital to their ability to incorporate a con- 
cept. 

As contrasted with the position taken by 
Hereford on the role of the leader, Bany 
and Johnson stress the importance of hav- 
ing a skilled teacher to insure the proper 
amount and quality of group communica- 
tion. They feel that a pupil leader, because 
of lack Of skill, restricts Communication 
and is unable to regulate and guide dis- 
cussions, They are also concerned that a 
pupil leader cannot summarize at appro- 
priate times or keep things going at a 
proper pace. There is a surprising absence 
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of statements which might suggest that 
teaching these missing skills is also a part 
of the educational process. 

Their position on the rolé of the teacher 
as a leader represents another area of con- 
trast. They support a position which holds 
that since teachers are in an authority role 
and have more knowledge than the groups 
they lead, and since in a democracy their 
role is delegated to them, they have the 
right to take action or steps designed to 
improve human relations. 

Despite their frequent statements about 
the rights of the individual, one comes away 
with the feeling that the authors' major 
concern is with providing teachers with 
techniques which may insure conformity, 
but which may not be responsive to the 
feelings of individual class members. 

In trying to evaluate the text as a whole, 
there is little question that it summarizes 
much of the research that needs to be 
understood by classroom teachers. There is 
also little question that this book accurately 
conveys the multiplicity of group situ- 
ations faced by classroom teachers and for 
which they typically receive no training. If 
the reader is able to accept comfortably 
the claims made by Carl F. Hereford which 
suggest that attitude change and behavior 
change can occur without involving in- 
sightful understanding of the underlying 
emotions, they may then also be able to 
feel that reading the text written by Bany 
and Johnson could serve as a springboard 
for discussion and in-service training and 
thus might accomplish the goals set forth 
by the authors. 

There is little question that those of us 
in the mental health services are being 
forced to examine whether or not emotions 
and insight are basic factors to be dealt 
with in promoting attitude change. Both 
of these texts, in quite different ways, offer 
à significant challenge to those who are still 
tradition-bound and need further proof 
that these different approaches are equally 
effective. 

—MWalter M. Lifton, Ph.D., Coordinator 

Pupil Personnel Services, City School 
District of Rochester, New York 
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MYTHS OF MADNESS 
Don D. Jackson, M.D. 


New York: Macmillan Company, 178 pp. 
$4.50 


In the United States there is a great pride 
in scientific achievement, yet there is a lack 
and disagreement among the various 
schools of psychology regarding the science 
of human behavior and particularly the 
causes of mental disturbances. In many 
quarters mental illness, or more accurately 
mental disorder, is considered hereditary. 
The author maintains that this conclusion 
is not only inaccurate, but works a hard- 
ship on the patient in his relationship with 
society and the law. An hereditary illness 
is a pessimistic illness, whereas a mental 
disorder due to social, economic or inter- 
family disturbances offers the patient, his 
family and society more hope. 

Evidence is compiled from a great num- 
ber of psychological and sociological studies 
to prove the thesis that mental disorders 
are not hereditary. The book does not con- 
cern itself with mental disorders due to 
brain damage, but those due to psychologi- 
cal causes. The genes are thought by some 
Observers to be the bearers of mental ill- 
ness, particularly schizophrenia, and some 
geneticists maintain that schizophrenia is a 
Tecessive disorder. However, studies are 
presented to disprove this theory. Like- 
wise, organic causes of schizophrenia re- 
peatedly have been scientifically disproved. 
In spite of newspaper and magazine re- 
Ports, no “Salk vaccine” for the mind has 
been developed. Dr. Jackson states that so- 
called induced schizophrenia by mescaline 
Provides no conclusive evidence about the 
true psychotic states. He also maintains 
that the curative effects of tranquillizers 
have been over-emphasized, and that no 
tranquillizer affects a schizophrenic as in- 
Sulin affects a diabetic. 

, Although the first part of the book is 
Involved mainly with disproving the genetic 
hereditary theories of mental disorder, the 
latter part deals with the author’s theories 
Tegarding the causes of mental illness and 
his approach to their solution. His theories 
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revolve around the family. Many of his con- 
clusions are drawn by observing the patient 
in a family setting. The entire family must 
be considered sick to bring about the dis- 
turbance in one. It is the family that is 
“sick.” Today increasing attention is being 
paid to the family group. In the family of 
a schizophrenic, he noted, there is fre- 
quently a distorted form of communica- 
tion among the members. Death and divorce 
in the family are frequent contributors to 
mental disturbance. An interesting observa- 
tion reported is that children of schizo- 
phrenic parents when placed in foster 
homes did much better. Such symptoms as 
retarded motor development, inability to 
smiles or sit up, frequent gastro-intestinal 
upsets and little expression of pleasure in 
motor activities such as playing with toys 
greatly improved. The important psychi- 
atric advances in recent years with the ex- 
ception of tranquillizers (which the author 
states are aids rather than cures) involve 
cognizance of the patient’s environment. 
He concludes that lobotomy, shock ther- 
apy, and insulin coma treatment are out- 
moded and that family therapy, group ther- 
apy and house calls by the psychotherapist 
are in the forefront of the present-day 
therapy. 

In attempting to dispel the myth of men- 
tal disorder, namely, the genetic hereditary 
and various organic and chemical theories, 
the author brings forth much excellent re- 
search material to refute these. Yet it must 
be realized that much similar research is 
still going on in the psychiatric field, Un- 
doubtedly, an important contribution to the 
understanding and treatment of mental dis- 
order, particularly schizophrenic reaction, 
is family therapy, which the author very 
skillfully illustrates. It must be understood 
that there are many psychiatrists who would 
dispute Dr. Jackson’s relegating of phar- 
macological therapy to a minor role. Psy- 
choanalysts and psychotherapists, who 
work individually and deeply with schizo- 
phrenic and other seriously ill patients, 
would object to Dr. Jackson’s underesti- 
mating the importance of individual ther- 
apy. Instead, family therapy should be con- 
sidered a valuable addition to the treatment 
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of the emotionally ill, rather than a replace- 
ment. 

The book would be most helpful to the 
mentally ill, their families and family physi- 
cians, who could find in it renewed com- 
fort and hope. It also would be of aid to all 
who work with the mentally ill. 

—Philip L. Becker, M.D. 
» Beverly Hills, California 


ELTERN, KIND UND NEUROSE: Psycho- 
analyse der kindlichen Rolle. 


Horst-Eberhard Richter 


Stuttgart, Germany: Ernst Klett Verlag, 
1963. 325 pp. DM 29, 50. 


The author, a psychoanalyst, has been a 
consultant at the Children’s Hospital and 
Psychiatric Clinic in Berlin and is a mem- 
ber of the Berlin Psychoanalytic Institute. 
Since 1962 he has been professor of psy- 
chosomatic medicine and director of the 
psychosomatic clinic at the University of 
Giessen. 

In the present study the author aims to 
examine the influence of parents on the 
origin of early neuroses and in so doing 
stresses the role which is imposed on the 
child through unconscious expectations of 
the parents, This “role” could serve as a 
substitute for the “other partner,” iera 
surrogate of parental liaison with the child, 
or for the scapegoat. On the basis of many 
observed cases the author shows the par- 
ticular dangers of the various role types 
for the child. 

The first part, about 10 per cent of the 
book, is devoted to the theories of Freud, 
Jung, Adler and Schultz-Hencke. To my 
knowledge such an introductory survey has 
become almost traditional in books dealing 
with psychodynamics and published in Ger- 
man since it can be assumed that most 
professionally trained readers in German- 
speaking countries are not familiar with 
psychoanalytic theories, depth or ego psy- 
chology or a psychodynamic orientation. 

Another 10 per cent of the book is de- 
voted to the author’s own theoretical con- 
siderations, particularly to a survey and a 
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summary of recent trends in the sociology 
of the family (we would say family-cen- 
tered therapy) as espoused by Grotjahn 
and Ackermann, although neither one of 
them is mentioned in the text or in the 
bibliography. The author asks questions, 
such as: How to look at parental conflicts? 
How can the child be helped in overcom- 
ing his conflicts with his parents? Is it pos- 
sible to define childhood functions which 
constitute the totality of unconscious par- 
ental expectations? 

In examining some of these questions the 
author has divided the balance of the book 
into two major topics. One describes typi- 
cal traumatic roles of the child (among 
them that of the child as the “substitute for 
another partner,” such as a parental figure, 
a spouse figure or a sibling figure). The 
other describes the child as a substitute for 
his own (parental) self. There are chapters, 
each with one detailed case history and 
therapy protocols, about the child in his 
own image, the child as a substitute for the 
“ideal self,” the child as a substitute for a 
“negative identity” (or scapegoat) and the 
child as a “controversial partner” (umstrit- 
tener Bundesgenosse). In the final chapter 
the author sums up the limits of his models. 
Richter feels that it would be quite valu- 
able to make systematic psychonalytic ob- 
servations of families but over longer time 
spans than he has used. Observations which 
would range from childhood to parenthood 
would enlarge our knowledge of repetiti- 
ousness of specific, early role problems as 
they become rigid or “stationary” during 
the next change of a generation. 

The bibliography also includes other 
than German literature, specifically some 
articles from this Journal as well as some 
references to American child psychiatry 
(K. Young, R. Spitz, E. A. Rappaport and 
Edith Jacobson). There is no index. The 
book appears particularly valuable because 
of the extensive case illustrations. Although 
one may not always agree wtih the author 
as to the applicability of the cases to his 
theories, these illustrations make for fruit- 
ful discussions and speculations about psy- 
choanalytic theory of the child. 

—Hans A. Illing, Ph.D. 

The Hacker Clinic, Lynwood, California 
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CROSS CURRENTS OF PSYCHIATRY 
AND CATHOLIC MORALITY 


William Birmingham and Joseph E. Cun- 
neen, editors 


New York: Pantheon, 1964. Pp. xvi4- 
396. $6.95 


The 18 essays collected in this volume 
appeared originally in European journals 
between 1949 and 1962 and in translation 
in this country in Cross Currents, a quar- 
terly whose purpose is "to explore the im- 
plications of Christianity for our times." 
Indeed, the volume admirably emulates its 
title, for a number of divergent viewpoints 
and frames of reference are presented here, 
converging, within tolerable approxima- 
tions, upon two focal points: the fashion 
in which theological insights, especially 
those of the contemporary moral exis- 
tentialists, may inform psychotherapeutic 
practice and the fashion in which be- 
havioral science is capable of informing 
theological speculation about religious be- 
havior and its origins. 

Yet cross currents often oppose each 
other. It is sometimes difficult to determine 
Whether the essayists share perceptions in 
common among themselves, let alone with 
the psychotherapeutic community at large. 
Even when defined broadly, psychiatry 
connotes a healing art, practiced by a 
Physician or therapist. Here, the term is 
defined variously more broadly and more 
narrowly. When some authors use the 
term, they intend to connote various 
branches of behavioral science, from cul- 
tural anthropology to social psychology. 
Others intend to employ the term as if it 
Were coextensive with psychoanalysis. 
Further, it often is difficult to discern 
whether psychoanalysis, within a particular 
Context, is regarded as a metaphysical sys- 
tem attributed to or embedded within the 
work of Freud or as a viable, relatively 
clastic system of psychotherapy, even 
though Jacques Maritain’s contribution 
(“Freudianism and Psychoanalysis”) at- 
tempts to “shift” psychoanalytic method 
(termed “an invention of genius”) from 
Freudian Philosophy, characterized as rest- 
Ing “upon the prejudice of a radical denial 
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of spirituality and freedom.” To complicate 
matters further, only rare allusions are 
made in the essays to modifications of 
Freud’s formulation of psychoanalytic 
method, and virtually no mention is made 
of nonanalytic treatment methods. In the 
essays of the French Jesuit Louis Beirnaert 
(“The Mythic Dimension in Christian 
Sacramentalism” and “Tke Problem of 
Conditioning in the Church”), however, 
anthropological investigations of ancient 
Indian religious practices, empirical re- 
search in operant learning and the Jungian 
notion of racial archetypes are treated as 
if they were of a piece—and all part of the 
findings of modern psychiatry. 

Ih view of the long-standing war 
(presently, relatively *cold") between tra- 
ditional Catholic approaches to a libertarian 
conception of human behavior and a 
theology of sex elaborated by celibates, on 
the one hand, and the Freudian emphasis 
upon libidinal, unconscious drives and 
early sexual experiences, it is not surprising 
to discover a group of Catholic authors 
engaged rather defensively in the effort to 
effect a rapprochement between theological 
belief systems and psychoanalytic con- 
structs. Catholics feel compelled to reject 
Freudian thought, with which they too 
often equate both the whole of psycho- 
therapy and behavioral science, as a con- 
sequence of Freud’s position on the origin 
of morality and religion that they reside 
in the Oedipal situation. It is highly 
threatening for the practicing Catholic to 
be told, at least implicity, that his devotion 
to Holy Mother, the Church, his venera- 
tion of the Virgin, and indeed his eating of 
the flesh of Christ in the Eucharist arise in 
consequence of infantile libidinal drives. 
Still, it is a postulate of Catholic sacra- 
mental theology that grace builds on nature, 
that the supernatural never runs counter 
to the natural. To see the origin of religion 
in the Oedipal conflict, or indeed to see in 
the Eucharist the symbolic slaying of the 
Father and the cannibalistic assimilation of 
his strengths, is not at all to reduce religion 
to the natural order or to pathology; rather, 
it is to see the supernatural as fulfilling the 
natural, as running in consonance with the 
natural, much as Christ is reported to have 
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said, “I come not to destroy, but to fulfill.” 
Similarly, even a priest-psychologist, 
Eamonn O'Doherty has had the temerity 
in his 1964 publication Religion and Per- 
sonality Problems to suggest that psychotic 
predisposition may well facilitate and 
generate genuine mystical phenomena in 
the spiritual order. 

Among the authors represented are three 
psychotherapists whose canonical status is 
that of layman (Igor Caruso, Maryse 
Choisy and George Mora), the priest- 
psychiatrist Marc Oraison, the priest- 
psychologist Albert Ple, The remaining 11 
(of whom 3 are laymen and the rest 
clerics) are primarily theologians or phil- 
osophers. Essays have been grouped around 
four major topics: psychology and religious 
beliefs, largely dealing with efforts at ac- 
commodation; freedom as reality or illu- 
sion; psychotherapy in contrast to sacra- 
mental confession, which this reviewer 
believes will prove most interesting to the 
practicing therapist, and a rather elastic 
category called questions of fact. 

It is likely that the first two of these 
topics will appeal primarily to philosophers 
and theologians and that therapists and 
pastoral counselors will be most in- 
terested in the essays comparing psycho- 


therapy and the confessional. In introduc- 
ing this section, the editors have made the 
unfortunate assertion that theologians are 
concerned with a type of "guilt that in fact 
the therapist may seldom encounter," viz., 
moral guilt. It has, however, been the ex- 
perience of most therapists and counselors 
treating Catholics that what the theologian, 
or at least the confessor, regards as moral 
guilt might more appropriately be regarded 
as neurotic anxiety issuing from stringent 
enforcement of religious subgroup norms 
too often at variance with more widely 
accepted social norms. Mora's essay in this 
section, dealing with the treatment of the 
Obsessive-compulsive personality mani- 
fested in moral scrupulosity, deserves to be 
well read. 

There is much in this volume which can 
bring the “tough-minded” therapist to a 
more sympathetic understanding both of 
traditional and newly emergent Catholic 
theological positions as they intersect his 
area of concern. There is much more in 
this volume which can bring the theologian 
and pastor to regard psychotherapy less 
defensively. 

—Nathaniel J. Pallone, Ph.D. 

Department of Education, University of 

Notre Dame 


. 


—— 


SPECIAL REVIEW 


THE HUTTERITES 


Twenty-eight minutes; black and white, 
16 mm sound film. Made in 1963. Pur- 
chase, $135; rental, $9.00. Sterling Educa- 
tion Films, 241 East 34th Street, New 
York, New York 10016. 


Rarely does a film achieve the qualities 
found in “The Hutterites.” Under the direc- 
tion of Colin Low, John Spotton has 
photographed and edited a document which 
Stands as a first-rate informational film 
about one Hutterite colony of 100 people 
in Alberta. Tastefully and artistically made, 
it is a field trip on film and will serve as 
valued teaching material in the behavioral 
Sciences, The National Film Board of 
Canada and its Production Unit, headed 
by Tom Daly and Roman Kroiter, should 
win new laurels for providing a compact 
yet comprehensive account of the beliefs 
and activities of this communal sect. 

Closeups show these industrious people 
working together on the farm or in the 
Kitchen. Their religious belief stresses 
brotherly love and renounces individual 
wealth. Yet as a unit these people are seen 
to be competing with neighboring farms 
and are quick to acquire any machinery 
Which will improve their production. Their 
emphasis on education is illustrated with 
Scenes from the classrooms. The teacher's 
influence is said to be greater than the 
Parents’. 

General scenes show us children at play, 
Se 


* Fortunately, two pertinent references are available 


adults on their way to prayer in the school- 
room, and mealtime with separation of the 
sexes and of the children from the adults. 
Jake, who is responsible for collecting and 
marketing the eggs, sits with his family 
only'for a short period of socializing after 
supper. His son joggles the baby and snaps 
at his sister in what appears to be the only 
evidence of hostility in the film. The simple 
and undecorated communal house sil- 
houettes such glimpses as the mother tell- 
ing her young daughter a story about a 
princess while she braids her hair. An 
older daughter, Susie, looks into her hope 
chest with its pinned-up photographs and 
greeting cards. In another scene in the 
truck on her way to town, Susie explains 
that a hope chest is the only personal pos- 
session she is allowed, and with reasoned 
poise answers questions of an outsider 
about courtship customs. 

There is no mention of the mental health 
of these people, nor is there enough in- . 
formation on the people who join or leave 
such a colony to satisfy our curiosity about 
the success and significance of such a sect.* 
The film by itself cannot answer all of the 
questions or point up every unique aspect 
of this example of the search for Utopia. 
It is useful because it provides a glimpse 
of an operating colony, it has a sincere 
commentary and an historical perspective 
and it promotes an understanding of this 
sect, which often has been viewed with 


to supply rich study data: EATON, J., 
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suspicion. By doing all of this so well, the 
film becomes a universal message for 
tolerance and understanding. 

The subtle evidence of filmmaking skills 
is present throughout in photography, 
editing, narration and their integration. 
One example is the study of contrasts in a 
sequence showing Susie walking through a 
department store. Other girls her age are 
shown intrigued by the latest fashion in 
hats, and in the background we hear the 
jangle of the phone and the juke box. 
Another example is the use of the shrill 
present-day religious singing while we hear 
about and see old drawings showing the 
persecution four centuries ago which 
prompted Jacob Hutter to found: this 
Anabaptist sect. The result gives the im- 
pression of singing in order to drown out 


AMERICAN JOURNAL OF ORTHOPSYCHIATRY - 


the pain of being burned at the stake and 
conveys the persisting zeal, self-reliance, 
and mistrust of others. 

This film can be used to inform persons 
of any age and all educational levels. In 
professional audiences, it will be useful as 
an introduction to subcultures—the next 
best thing to having the direct experience 
of a visit. As the mental health field in- ~ 
cludes more of the orientation of anthro- - 
pologists and collaborates in cross-cultural 
studies, the insight and sensitivity of such 
films will be appreciated. As a true work 
of art, “The Hutterites” sheds light on man - 
and his beliefs. 

—Edward A. Mason, M.D. 

Assistant Clinical Professor of Psychiatry, 
Harvard Medical School, Boston, 
Massachusetts 


MENTAL HEALTH HIGHLIGHTS 


by Jack Wiener 


Chief, Program Analysis Section, Community Research and Services Branch, 


National Institute of Mental Health 


Editors Note: This is the first appearance of a JOURNAL section which‘ briefly reports 
recent legislation, program innovations and program research of national significance to 


the field of mental health. 


Federal Legislation 


Mental health history is being made on 
the Potomac. The year 1965 may prove to 
be a landmark in the development of the 
nation's mental health services. Broad so- 
cial measures, such as the new federal edu- 
cation aid law, presumably will have a gen- 
eral mental health impact. In addition, this 
Congressional session may see the passage 
of several laws directly concerned with 
mental health programs. 


The Appalachia Act 


The Appalachia Regional Development 
Act of 1965 (PL 89-4), which was ap- 
proved, has important provisions concern- 
ing mental health facilities. The act makes 
it possible to set up demonstrations of 
multicounty health centers in several of the 
isolated and impoverished areas of the re- 
gion. A typical regional health center might 
provide space for a comprehensive health 
program including mental health, maternal 
and child health services, chronic diseases 
and communicable diseases. The funds also 
can be used to add to or to modernize fa- 
cilities of existing institutions. Grants for 
Construction are to be made in accordance 
with the Hill-Burton Hospital Construction 
Act and the Mental Retardation Facilities 
and Community Mental Health Centers 
Construction Act of 1963. 

Health facilities and hospitals constructed 
under this law are to be primarily for out- 
patient services and "prior consideration in 
the operation of the centers shall be given 
to the care required by the patient, rather 
than to his financial ability to pay for medi- 
cal services." 


Funds for operation of the facilities are 
available only to those hospitals which 
have received construction grants under 
this act. The law lists the individual coun- 
ties éligible for these grants in the follow- 
ing 11 States: Alabama, Georgia, Ken- 
tucky, Maryland, North Carolina, Ohio, 
Pennsylvania, South Carolina, Tennessee, 
Virginia and West Virginia. 

Federal construction grants would pay 
up to 80 per cent of total costs including 
initial equipment. Also, during the first two 
years federal grants for operations may 
cover 100 per cent of costs. For the next 
three years federal grants may not exceed 
50 per cent. Grants for the operation of a 
project can be made for a maximum of five 
years. A total of $41 million is authorized 
for construction and $28 million for oper- 
ations. The law terminates on July 1, 1971. 


Medicare Bill 

The Medicare Bill (Social Security 
Amendments of 1965, H.R. 6675) was ap- 
proved by the House of Representatives on 
April 8, 1965. This complex, omnibus bill 
(296 pages) has important provisions 
which go beyond services for the aged and 
directly concern mental health and mental 
retardation programs. Only brief highlights 
can be mentioned here. 

The bill has two coordinated insurance 
plans for persons 65 years of age and 
older. The “basic plan” is financed by a 
general payroll tax; the “voluntary supple- 
mentary plan” requires a $3.00-a-month 
voluntary contribution from the aged per- 
son. Under the “basic plan” hospitalization 
for mental illness in general hospitals is 
covered as well as nursing home care and 
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home nursing visits. Inpatient care in a 
mental hospital is excluded. 

Under the “voluntary supplementary 
plan" physicians' services are covered in or 
out of a hospital. Hospitalization and in- 
patient treatment in a mental hospital are 
covered as well as outpatient treatment of 
mental disorders. Inpatient psychiatric hos- 
pital services are covered for up to 60 days 
during a period of illness, subject to a life- 
time maximum of 180 days. Detailed limi- 
tations on the coverage of benefits (deduc- 
tions, maximum day care and the like) are 
spelled out in the bill. 

In the federal public assistance program 
an important change would permit federal 
matching payments for aged persons*who 
have been diagnosed as having a psychosis 
or are patients in a medical institution. 
Federal matching funds could be used for 
persons eligible for old age assistance who 
are patients in mental hospitals. 

Before a state could receive these pay- 
ments, it would have to comply with a 
number of federal requirements designed 
to assure better care and treatment for 
these aged patients. For example, a state 
would have to show that it has increased 
its expenditures for mental health; that an 
individual plan has been made for each 
patient; that the state is making “satisfac- 
tory progress toward developing and im- 
plementing a comprehensive mental health 
program, including provision for commu- 
nity mental health centers, nursing homes 
and other alternatives to care in public 
institutions for mental diseases." 

Finally, mental retardation services 
would be given a boost with the extension 
of the authorization for state mental re- 
tardation planning for two additional years 

(fiscal 1966 and 1967). Also included is 
an authorization for funds for the training 
of professional personnel 


for care of crip- 
pled children, particulari - 
tarded children Ay pen MA 


with multiple handicaps. 


Community Mental Health Centers Bills 


The Community Mental Health Centers 
Act Amendments of 1965 (H.R. 2985 and 
S. 513) would authorize federal funds for 
the initial Cost of staffing comprehensive 
community mental health centers. These 
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pending bills would cover centers con- 
structed with the aid of federal funds under 
the Community Mental Health Centers 
Construction Act of 1963 (PL 88-164) 
and new services in centers which have 
not had federal construction aid. Federal 
grants may not exceed 75 per cent of staff- 
ing costs for the first fifteen months, 60 
per cent for the first year thereafter, 45 per 
cent for the second year, and 30 per cent 
for the third year. Grants could run for a 
maximum of four years and three months. 
Grants would be made only to public or 
nonprofit organizations which would have 
the essential elements of a comprehensive 
mental health program. 

On May 4, 1965, the House of Repre- 
sentatives approved H.R. 2985 by a vote 
of 389-0. The Senate is expected to con- 
sider this legislation very soon. 


Child Mental Health Bill 


Senator Abraham Ribicoff has intro- 
duced a bill (S. 488) designed to provide 
federal funds for projects to identify and 
treat emotionally disturbed children. The 
bill places special emphasis on the devel- 
opment of a “central community agency 
for emotionally disturbed children" which 
would work with schools, social agencies 
and clinics and courts in order to providé 
continuing protective services for children. 
"Projects" also could include diagnostic 
and treatment services, care in residential 
treatment facilities or foster family homes 
and program research and evaluation. 
Grants could be made to public or non- 
profit state and local organizations and to 
universities. Federal funds would pay up 
to a maximum of 75 per cent of the cost 
of the project. One million dollars would 
be authorized for the fiscal year ending 
June 30, 1965, $3 million for 1966 and 
1967 and $5 million annually thereafter. 
The bill is drafted as an amendment to the 
child health and welfare provisions of the 
Social Security Act. 


Mental Hospital Trends 


For the ninth consecutive year the resi- 
dent patient population in state and county 
mental hospitals decreased. At the end of 
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1964 there were 491,000 resident patients 
in mental hospitals—2.8 per cent less than 
a year before. The number of admissions 
continued to climb and reached an all time 
peak of 303,000 in 1964. But discharges 
increased more than admissions, so there 
was a net decrease in the resident patient 
population. 

There are now about 200,000 full-time 
personnel in the nation's 289 state and 
county mental hospitals—one full-time 
employee for every 2.5 patients. Although 
current expenditures of mental hospitals 
have been growing, only $3.83 per day per 
patient was spent in 1964. ("Provisional 
Patient Movement and Administrative 
Data, State and County Mental Hospitals, 
U.S., 1964" NIMH Series MH B-H-9, 
January 1965, Bethesda, Maryland.) 


General Hospitals 


More than 1000 general hospitals in the 
United States admit psychiatric patients 
for diagnosis or treatment in special psy- 
chiatric units or in regular medical wards, 
according to preliminary results of a sur- 
vey conducted by the National Institute of 
Mental Health and the American Hospital 
Association. 

General hospitals now are admitting 
more psychiatric patients than state and 
county mental hospitals. In the most re- 
cent 12-month period for which survey 
data were available (in most cases, 1963), 
the general hospitals reported admissions 
of about 412,000 patients with a primary 
or secondary diagnosis of mental illness. 
In contrast, state and county mental hos- 
pitals admitted a much smaller number of 
patients—283,000 in 1963. (Office of 
Biometry, National Institute of Mental 
Health.) 

In another national questionnaire survey 
the Joint Information Service of the Amer- 
ican Psychiatric Association and the Na- 
tional Association for Mental Health 
studied psychiatric units in general hospi- 
tals; services for psychiatric patients on 
regular medical wards were excluded. Of 
the 5400 community general hospitals in 
the nation the survey estimates that 465— 
500 have psychiatric units. 
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Some of the major findings of the survey 
are given below: 

—The median length of stay for patients 
was 17 days; 90 per cent of the patients 
stayed between seven and 37 days. 

—Ninety-five per cent of the hospitals 
indicated that their program included either 
individual or group psychotherapy by a 
psychiatrist. Chemotherapy is "used fre- 
quently" in 91 per cent of the hospitals. 
Surprisingly, electroshock is "used fre- 
quently" in 67 per cent of the hospitals 
and "used occasionally" in an additional 
23 per cent of the hospitals, so that a total 
of 90 per cent of the hospitals used electro- 
shock treatment. 

—-Two-thirds of the psychiatric units 
did not provide part-time hospitalization 
(day care, night care, weekend care). 

—In regard to security controls of pa- 
tients only 44 per cent of the hospitals de- 
scribed their facilities as “substantially 
open.” (Glasscote, R. M., and Kanno, 
C. K. A National Survey—General Hos- 
pital Psychiatric Units. The Joint Informa- 
tion Service of the American Psychiatric 
Association and the National Association 
for Mental Health, Washington, D.C., 


February, 1965.) 


State Community Mental Health Acts 


In March 1965 state legislatures in 
Idaho, North Dakota and Tennessee passed 
laws authorizing state grants-in-aid to lo- 
cally administered community mental 
health programs. A total of 24 states now 
have these community mental health acts. 

The Idaho law provides for state match- 
ing grants up to a maximum of 50 per cent 
of local costs of operation. The State 
Board of Health can grant funds to local 
governing bodies or to local boards of 
health for any of the following: (1) out- 
patient services; (2) psychiatric rehabilita- 
tion services, including aftercare; (3) con- 
sultation and inservice training for other 
community agencies; (4) mental health 
education of the general public; (5) in- 
service training for staff of the local com- 
munity mental health program; (6) re- 
search; (7) inpatient services arranged 


816 


through contracts. Expenditures for capital 
improvements are excluded. 

The North Dakota law provides for state 
aid to local *mental health and mental re- 
tardation service units." The Mental Health 
Division of the State Department of Health 
may make grants to local governments or 
contract with nonprofit corporations that 
agree to furnish mental health or mental 
retardation services. State support may not 
exceed 40 per cent of operating costs; 
capital expenditures are excluded. Locali- 
ties are authorized to increase taxes to pay 
for their share of the costs of the local 
programs. 

The brief provisions of the Tennessee 
law give the State Department of Mental 
Health the authority to make grants to 
local governmental or nonprofit organiza- 
tions for the construction or operation of 
mental health clinics. The grants may cover 
inpatient and outpatient care and treatment 
of the mentally ill and mentally retarded. 


New Jersey Drug Addiction Law 


A New Jersey law approved in Decem- 
ber, 1964, gives drug addicts the opportu- 
nity of receiving hospital treatment instead 
of going to prison. A convicted drug-user 
is placed on probation on condition that 
he voluntarily admits himself to a state or 
county mental institution. Upon discharge 
from the institution, he must continue to 
receive aftercare treatment until his proba- 
tionary period is completed. If he decides 
to terminate inpatient or aftercare treat- 
ment, he may be committed to a prison or 
to a mental institution for the remainder of 
his sentence. 

Another important provision of the law 
permits addicts who have not been ar- 
rested to obtain treatment on a voluntary 
basis from state or local mental institutions 
or regional clinics. The state will pay 75 
per cent of the costs of local or regional 
clinics for personnel which provide after- 
care for drug addicts. 


Phenylketonuria 


Phenylketonuria was found in one out 
of every 10,000 infants tested by the in- 
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hibition assay method in a 29-state study 
during 1962-63. This incidence was higher 
than expected from previous experience. 
Among the 400,000 infants tested in 505 
hospitals, 39 cases were found. Another 
unexpected finding was a case of phenyl- 
ketonuria in a Negro infant. Previously it 
was believed that this metabolic disorder 
did not occur in Negroes. The study was 
supported by the Children’s Bureau, De- 
partment of Health, Education, and Wel- 
fare, (Public Health Reports. Vol. 79, No. 
12, December, 1964. p. 1122.) 


Sex 


A new national voluntary health agency 
has been formed in New York City to 
study and disseminate information about 
the role of sex in human behavior. 

The Sex Information and Education 
Council of the United States expects to em- 
phasize the positive approach to sex in our 
lives and to challenge taboo-laden attitudes 
that deny the importance of sex or look 
upon it as a problem. The Council's pro- 
gram will span all age groups. It will func- 
tion first as a clearinghouse for informa- 
tion on current sex education programs. 
Later it expects to sponsor its own research, 
prepare teaching materials and conduct 
institutes for such groups as teachers, 
physicians, nurses, social workers and 
clergymen. 

Dr. Mary Steichen Calderone has been 
named executive director of the Council. 
The 30 members of the Council's board of 
directors include leaders from the fields of 
education, mental health, medicine, family 
counseling and the clergy. 


Pocketbooks and Paperbacks 


Canada's Mental Health, the bimonthly 
publication of the Mental Health Division, 
Department of National Health and Wel- 
fare, Ottawa, Canada, has issued a list of 
750 inexpensive books on mental health. 
The publication, “Mental Health Pocket 
books and Paperbacks,” CMH Supplement 
#43, September-October, 1964, can be 
obtained without charge by writing to the 
Mental Health Division. 


NOTES AND COMMENTS 


Freud Speaks on LP Release 


A recording by Sigmund Freud, made 
26 years ago, is being issued in a limited 
edition by the Psychoanalytic Review, 29 
East 10th Street, New York, N.Y. After 
identifying himself in German, Freud 
speaks in English throughout. On the 
second side Theodore Reik, one of Freud's 
early students, reminisces about Freud's in- 
fluence on him as a teacher. 


Guggenheim Fellowship Awarded 


Gertrud L. Wyatt, director of school 
psychology and speech therapy services 
for Wellesley (Massachusetts) Public 
Schools, has received a Guggenheim 
Fellowship for 1965-66. She plans to take 
a leave of absence beginning in September 
to do research in language disorders in 
children. Her address will be 15 Roanoke 
Road, Wellesley, Mass. 


Internships Available 


Predoctoral and postdoctoral internships 
in clinical child psychology supported by a 
grant from the Children’s Bureau are 
available at St. Christopher's Hospital for 
Children (Department of Pediatrics, 
Temple University Medical School). 
Training will be provided in diagnostic and 
therapeutic work with children including 
the emotionally disturbed, handicapped 
and mentally retarded. 


Family Institute Officers 


Ivan Boszormenyi-Nagy, M.D., recently 
was elected president of The Family Insti- 
tute of Philadelphia. Other new officers 
are Alfred S. Friedman, Ph.D., first vice 
president; Oscar R. Weiner, M.D., second 
Vice president; Rae B. Weiner, M.S.W., 
treasurer; Geraldine M. Spark, M.S.S.W., 
Corresponding secretary, and James L. 
Framo, Ph.D., recording secretary. 


National Institute for Schizophrenia 
Requested 


In testimony before the' House Appro- 
priations Subcommittee on the Depart- 
ment of Health, Education, and Welfare, 
Dr. Leopold Bellak of Larchmont, N.Y., 
recently proposed a schizophrenia research 
institute. He is a clinical professor of psy- 
chiatry at the New York School of Psy- 
chiatry and visiting professor of psy- 
chology at the graduate school of New 
York University. 


Erratum 


In “Five-Year Follow-up Study of Psy- 
chiatric Patients" in April, 1965 issue, 
p. 576, column 1, last line: "none of 
twelve x? median tests was statistically sig- 
nificant" should read: "nine of twelve," 
etc. 


Postresident Fellowships Announced 


The Menninger Foundation, Topeka, 
Kansas, recently announced postresident 
fellowships in delinquency and criminol- 
ogy for residents interested in community 
psychiatry. Fellows will be assigned for 
clinical experience to the Adolescent Unit 
of the Topeka State Hospital, the Kansas 
Boys’ Industrial School, the Kansas 
(Penal) Reception and Diagnostic Center 
and the Law and Psychiatry Division of 
The Menninger Foundation. The program 
is open to those who have completed three 
years of psychiatric residency. In special 
instances applicants with two years of 
training may be accepted. 


One-Year Program in Community 
Mental Health 


Fellowships are available for the one- 
year training program in Community 
Mental Health in the Department of 
Psychiatry, Harvard Medical School. The 


817 


818 


curriculum extends for the academic year 
from September to June with the oppor- 
tunity for an additional two- to three- 
month period of practicum training. 


Psychiatric Fellowships 


Applications and inquiries for fellow- 
ships in child, psychiatry at the Irving 
Schwartz Institute for Children and Youth, 
Philadelphia Psychiatric Center, are in- 
vited. The institute is approved by the 
Council of Education, American Medical 
Association, for two years of training be- 
ginning as a third-, fourth-, or fifth-year 
fellow. 


Training in Legal Psychiatry 


Postgraduate and residency training in 
legal psychiatry recently was announced 
by the Law-Medicine Institute, Boston 
University. The program includes clinical 
psychiatry in legal settings, seminars in 
legal and social psychiatry, law training 
(medical jurisprudence, criminal law, evi- 
dence, family law, torts), criminology and 
penology, juvenile delinquency and scien- 
tific investigation in forensic sciences. 
United States Public Health Service 
stipends are available for third-year resi- 
dencies and advanced fellowships. Other 
support also may be arranged. 


Recorded Tapes Offered 


The American Academy of Psychothera- 
pists is offering 16 recorded tapes of actual 
psychotherapeutic interviews. Catalogs and 
tapes may be requested from the Academy 
Tape Library, Dr. Irwin Rothman, 6420 
City Line Avenue, Philadelphia, Pennsyl- 
vania. 


Congress of Child Psychiatry 


The International Association for Child 
Psychiatry and Allied Professions re- 
cently announced that its Sixth Inter- 
national Congress will be held in Edin- 
burgh in late July, 1966. Participation is 
limited to LA.C.P. members or those be- 
longing to member associations. 
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Anniversary Program 


A 20th anniversary program recently 
was scheduled by the Columbia University 
Psychoanalytic Clinic for Training and 
Research for October 30 at the Waldorf 
Astoria Hotel, New York, N.Y. A scien- 
tific and social program is being planned. 
Seven papers have been selected for presen- 
tation. A luncheon will follow the morning 
talks, and a cocktail party will conclude 
the program. There will be no charge for 
attending any part of the scientific pro- 
gram. 


Merrill-Palmer Training Program 


A training program for work with emo- 
tionally disturbed children has been an- 
nounced by the Merrill-Palmer Institute. 
The program is financed by the W. T. 
Grant Foundation. Training is focused at 
the post-master, doctoral and post-doctoral 
levels for personnel from four areas: (1) 
preschool teachers working with emotion- 
ally disturbed children in special classes or 
with normal groups, (2) primary teachers 
of special classes of children with learning 
problems of emotional origin, (3) univer- 
sity faculty who train teachers and (4) 
psychological consultants. 


Merit Fellowships Established 


Creation of three merit fellowships at 
the Columbia University School of Social 
Work was announced recently by Dean 
Fred Delliquadri. Amounting to $3,000 
each, the awards are named in honor of 
Gordon Hamilton, Clara A. Kaiser and 
Philip Klein, former faculty members. The 
fellowships were set up to attract “highly 
qualified men and women to social work, 
which today is facing such serious man- 
power shortages.” 


Film Released 


People Who Care, a motion picture 
which introduces mental health careers 
and demonstrates treatment of the men- 
tally ill, recently was released by the 
National Association fo Mental Health. 
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The Children's Division of The Menninger Clinic 


The new Children's Hospital provides residential treatment 
for emotionally disturbed children from the age af 5 through 


early adolescence. Located on a 25-acre campus are the Bonnie 
Phillips Residence for the admission of 30 boys and girls from 
5 to 12 years old and girls 12 to 16, the Chris Luhnow Residence 
for boys 12 to 16, and Southard School which provides clase- 
rooms, tutoring rooms, arts and crafts, music, the home arts, 
manual arts, a library, and a gymnasium. 


2 Southard Place 
Box 829 
Topeka, Kansas 


Outpatient consultations, evaluation, and treatment are pro- 


vided for children to age 18. 


Chief psychiatric social worker- 
administrator for newly created 
county-supported mental health 
clinic. Experience in psychiatric 
setting and administration, consul- 
tation, or supervision beyond Mas- 
ter’s degree required. Located in 
resort area offering golfing, hunt- 
ing, fishing and skiing. 


Salary: 
$7,200.00—$9,000.00 


Patricia J. Stuff, M.D., Chairman, 
Shawano County Guidance Clinic, 
Box 366, 

Bonduel, Wisconsin. 54107. 
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Clinical Psychologist Wanted 


Opportunity to help establish 
county sponsored mental health 
clinic in modern quarters. Lo- 
cated in resort area offering golf- 
ing, hunting, fishing and skiing. 


Salary: 
$7,200.00-$10,000.00 


Patricia J. Stuff, M.D., Chairman, 
Shawano County Guidance Clinic, 
Box 366, 

Bonduel, Wisconsin, 54107. 


is: | 
_.. A residential facility for intelligent Jr. and Sr. High School males who need 


psychiatric help with: problems of underachieving and adjustment. 
For information contact: Rita Burgett, Secretary j 


The Readjustment Center | 

er- Box 373, Ann Arbor, Mich. 
Phone: (AC 313) 663-5522 | 
achievers 


THE ANDERSON SCHOOL 
Staatsburg-on-Hudson, New York 
The Anderson School is a co-educational, residential school, offering general, business, 
academic, and college entrance courses from grade eight through high school. The 
school is accredited by the New York State Department of Education, and a majority 
of its graduates regularly enter college or junior college. It is psychiatrically oriented 
and is well equipped with the most modern methods and procedures, not only in academic, 
recreational and modern school environment fields, but particularly in personnel and 
guidance of each individual student. A psychiatrist and psychologist are in attendance. 
Our work emphasizes a much wider concept of student training and growth than is 
conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim. 
For further information write to 
Dr. Bartlett E. S. Chappell, Headmaster 
84 miles from New York City Telephone: TUrner 9-3571 | 
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WOULD YOU LIKE TO PRACTICE ON MULTI-DISCIPLINARY 
treatment teams offering comprehensive, forward-looking pro- 
grams to the people of WISCONSIN? The Division of Mental 
Hygiene has openings for PSYCHIATRISTS and needs your skill. 
Programs include child-adolescent, adult, geriatric. Facilities 
are complete. Opportunities for consultation, private practice, 
teaching psychiatric residents and research are offered. Accred- 
ited hospitals, full staffs. Salary $15,648 to $18,648 depending on 
experience and qualifications. Full benefit program. For further 
information please write Leonard J. Ganser, M.D., Division of 
Mental Hygiene, 1 West Wilson Street, Madison, Wisconsin. 
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HS An intimate or harmonious 
relation. 


Within the framework of Devereux's residen- 
tial treatment program, wholesome relationships 
with mature, understanding staff members pro- 
vide a therapeutic experience for the child who 
is emotionally disturbed or mentally retarded. 


FOR INFORMATION AND LITERATURE 


Devon, Pennsylvania 
Charles J. Fowler, Director of Admissions 


Santa Barbara (Box 1079), California 
Keith A. Seaton, Director of Admissions 
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Approach 
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quotncephalogra hic and neurological ex- 
aminations, individual psychiatric, paren 
logical, speech and hearing tests and eval- 
uations, diagnostic therapy. Also year-around 
program, l| facilities for treatment ani 
training. For information and literature 
write Walter Jacob, Ph.D., Director, Box 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


A Unit of the American Institute for 
Mental Studies (AIMS) 
Pearl S, Buck, President, Board of Trustees 


Founded 1888 


Advertisers’ Index 


American Orthopsychiatric Associa- 
Cn co aS ROC EREE + sist, Cn 819 


Anderson School, The......... + 822 
Brown Schools, The. .Outside Back Cover 


Conference for the Advancement of | 
Private Practice in Social Work.. 820 


Devereux Schools ............-- 823 
Lexington Professional Center..... 820 
Menninger Foundation, The. ...... 821 | 
Pineland Hospital and Training Cen- 

y Gc GO oS aera 820 


CEE DAG Slate a oe eee 
Shawano County Guidance Clinic.. 821 
Slosson Educational Publications... 824 


Charles C Thomas, Publisher... . 
Inside Back Covet 


Training School at Vineland, The.. 824 


Wisconsin Division of Mental Hy- 
GIGS. LENA «a,» ks es. 822 


824 


October 1965 
Volume XXXV 
Number 5 


American Journal of Orthopsychiatry 


Editor: LEON EISENBERG, M.D. 
Managing Editor: MARY M. MCGILVRAY 


Editorial Board 

Review Editor: MILTON SCHWEBEL, RH.D. 
International Editor: BERNARD F. RIESS, PH.D. 
SAMUEL J. BECK, PH.D. 

ALBERT C. CAIN, PH.D. 

STELLA CHESS, M.D. 

MARTIN DEUTSCH, PH.D. 
HYMAN M. FORSTENZER 
ALFRED M. FREEDMAN, M.D. 
ANITA GILBERT 

EDMUND W. GORDON, ED.D. 
MORTON KRAMER, ED.D. 

REMA LAPOUSE, M.D. 

MORTON LEVITT, PH.D. 
REGINALD S, LOURIE, M.D. 
HERMAN B. MOLISH, PH.D. 
BENJAMIN PASAMANICK, M.D. 
NORMAN A. POLANSKY, PH.D. 
CLARA RABINOWITZ 

QUENTIN A. F. RAE-GRANT, M.D. 
BERNARD F. RIESS, PH.D. 
CLIFFORD J. SAGER, M.D. 
HELEN WORTIS 


Association Office 
Executive Secretary: MARION F. LANGER, PH.D. 


1790 BROADWAY, NEW YORK, N.Y. 10019 


Directors and Officers 

American Orthopsychiatric Association, Inc 
President: ROBERT L. STUBBLEFIELD, M.D. 
Vice-President: IRVING N. BERLIN, M.D. 
Secretary: BENJAMIN H. HADDOCK, M.S. 
Treasurer: MYRON B. BLANCHARD, M.A, 
Editor: LEON EISENBERG, M.D. 
President-Elect: NORMAN V. LOURIE, M.S, 
EVELYN ALPERN, M.D. 

KATHRYN BARCLAY, M.S.S. 

JUDGE DAVID L. BAZELON 

ARTHUR L. BENTON, PH.D. 

ELI M. BOWER, ED.D. 

ALFRED D. BUCHMUELLER, M.S.W. 
LEONARD J. DUHL, M.D. 

SIBYLLE K. ESCALONA, PH.D. 

GEORGE E. GARDNER, M.D. 

RICHARD L. JENKINS, M.D. 

DANE G, PRUGH, M.D. 

DOROTHY SCHROEDER, M.S.S. 

WILLIAM F. SOSKIN, PH.D. 

RUTHERFORD B. STEVENS, M.D. 

VELMA G. WOOD, M.S.S. 


© Copyright 1965 by the American Orthopsychiatric Association, Inc. 


All Rights Reserved 


THE JOURNAL is published by the Am 


rican Orthopsychiatric Association, Inc. 


———————————————————————————————————————————DO 


THE AMERICAN JOURNAL OF ORTHO- 
PSYCHIATRY is published five times a year in 
Albany, N.Y. 


As the official publication of the American 
Orthopsychiatric Association, Inc., THE JOUR- 
NAL contains the proceedings of the annual 
meetings. Manuscripts of all papers presented 
at the meetings, excepting workshop presenta- 
tions, must be deposited with the Editorial 
Board by July of the year in which they are 
presented, Publication elsewhere than in THE 
JOURNAL or by the Association is prohibited 
unless and until the Editor releases a paper. 
The Editorial Board reserves the right to reject 
any manuscript and to suggest modifications 
prior to publication. 

THE JOURNAL is dedicated to the better un- 
derstanding of human behavior and to the 
more effective treatment of behavior disorders. 
Selection of articles for publication is based 
on their originality, adequacy of method, 
significance of findings, contribution to theory 
and clarity and brevity of presentation. 

The Association assumes no responsibility 
for any statements of fact or opinion in the 
papers printed. Nor does acceptance of adver- 
tising in THE JOURNAL imply endorsement of 
any products or services by the Association. 


Editorial correspondence, manuscripts for 
publication, books for review and other ma- 
terial for notice should be addressed to the 
Editor, AMERICAN JOURNAL OF ORTHOPSYCHIA- 
TRY, 1790 Broadway, New York 19, N.Y,, 
business communications, subscriptions, orders 
and remittances, to American Orthopsychiatric 
Association, 1790 Broadway, New York 19, 
N.Y. Please notify the Association office 
promptly of change of address, giving both 
the old address and the new one. 

Subscriptions: $12 per volume; foreign, 
$12.50 (in U.S. funds). Two years $21.50; 
foreign, $22.50. Single issues, $3. Make all 
checks payable to American Orthopsychiatric 
Association. 

Student Rate: $10 per volume; foreign, 
$10.50. University students in the several fields 
of the social and medical sciences may obtain 
applications for the student rate from the As- 
sociation office. 

Microfilm: Vols. 1-20 on 9 rolls of film, 
$90; single rolls (roll 1, Vols. 1—3; roll 2, Vols. 
4-6; other rolls, 2 vols, each) $10.75; single 
volumes, $5.50. Available from the Associa- 
tion. 

Microcards: Vols. 1-15, $63.20. Available 
from J. S. Canner Co., 618 Parker Street, Rox- 
bury 20, Mass. Single volumes can be supplied. 


————— o ouo 


INSTRUCTIONS TO AUTHORS: Manuscripts 
submitted for publication in THE JOURNAL 
must be the original copy and one duplicate, 
typed on one side of firm paper, double- 
spaced, with margins of at least one inch. Poor 
copies, thin paper and single spacing are un- 
acceptable, and manuscripts so prepared will 
be rejected, Manuscripts should be in final 
form, with consistent headings and subhead- 
ings. Indentations or other special arrange- 
ments of the text should be clearly indicated. 
The entire manuscript should be double- 
spaced, including quotations, footnotes, refer- 
ences, bibliography and tables. 

Footnotes should appear at the bottom of 
the manuscript page on which they are cited, 
and be indicated by the asterisk system. 

References should be alphabetized and num- 
bered in alphabetical sequence, the numbers 
cited in the text above the line (for ex- 
ample,10), Information should include, in the 
following order: the names of all authors, the 
year of publication, the full title, the journal 
or publisher spelled out fully (if book pub- 
lisher, the city and state, or country), and the 
volume, issue and page numbers, where rele- 
vant. (See references throughout this issue for 
examples.) Do not underline. 


Drawings, photographs and graphs (all art 
work) should be on stiff, white paper in India 
ink. They should be large and clear enough 
to be legible when reduced for printing. Their 
location in the text should be indicated pre- 
cisely, and they should be plainly numbered 
to correlate with the text. Write lightly with 
pencil on the backs of photographs, so as not 
to mar their surface. Only glossy photographs 
reproduce well. 

Alterations made by the author after an 

article is in proof will be charged to the author 
at the printer's regular rates. Use standard 
proofreader's marks for corrections. In making 
changes, remember that manuscripts are edited 
according to THE JOURNAL’s style. 
. Reprints can be ordered only when return- 
ing corrected galley proof, Rates are shown on 
the order form sent with authors’ galleys. THE 
JOURNAL assumes no responsibility beyond 
transmitting the order. Reprints are shipped 
from six to eight weeks after publication of 
the issue in which an article appears. , 

Articles must be exclusively for publication 
in THE AMERICAN JOURNAL OF ORTHOPSY- 
CHIATRY. Please communicate with the Editor 
before submitting manuscripts. 


uU ui. c 


EDITORIAL 


Adolescents in State Hospitals 
Expensive Expediency 
T PRECISE NUMBER of adolescents 
in state mental hospitals throughout 
the nation is difficult to obtain. The Of- 
fice of Biometry of the National Institute 
of Mental Health, which collects nation- 
wide state hospital data, has not yet re- 
ported on adolescents as a group; thus 
far this office has included them in the 
two age intervals of “under 15” and 
"15 to 24." However, state hospital of- 
ficials and experts in problems of adoles- 
cence claim an alarming rise in the num- 
ber of adolescent residents. It is time to 
examine the dearth of facilities for our 
emotionally disturbed teenagers in need 
of psychiatric care and to make recom- 
mendations for the establishment of ef- 
fective programs. 

In his editorial, Kanner * questioned 
Whether many of those under 15 years 
of age admitted to state hospitals actu- 
ally were in need of hospitalization since 
only a relatively small proportion were 
Classified as psychotic. One state hos- 
Pital adolescent program whose main 
Criterion for inclusion is the need for 
hospitalization has in the last year and a 
half rejected about 40 per cent of the re- 
ferrals in favor of other facilities. We 
can merely speculate on the reasons for 


* Kanner, L. 1965. Children in state hospitals. Am. J. Psychiat. 121: 


the present state of affairs. State hospital 
administrators, struggling to maintain 
their 'overall programs in the face of in- 
adequate facilities and personnel, and 
themselves untrained in the needs of 
adolescents, are not in a position to give 
specialized attention to this minority 
group. State hospital officials are legally 
responsible for all those considered to 
be in need of residential psychiatric care; 
these officials are forced to accept the 
youngsters and “make the best of it." 
On the other hand, child psychiatrists 
are rarely in direct contact with state 
hospital populations and are only pe- 
ripherally aware of the problems. 
Meanwhile in the absence of adequate 
outpatient and residential services, en- 
lightened judges, welfare workers and 
other professional persons, faced with 
increasing numbers of teenagers in trou- 
ble, seek the only available psychiatric 
facilities. 

These adolescents ostensibly are sent 
to a hospital to receive psychiatric help 
for emotional problems which were so 
overwhelming as to require separation 
from their communities. What actually 
happens to the youngsters? Frequently 
placed in locked wards because of psy- 
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chotic (but more often acting-out) be- 
havior, seriously disturbed adolescents 
find themselves among psychotic adults. 
Ward management becomes a major is- 
sue with teenagers who have no outlets 
for youthful energy other than attention- 
seeking, bullying and disruptive behav- 
ior. The two typical means of mitigating 
the situation are heavy medication or 
transfers from ward to ward. The former 
treatment produces passive vegetables; 
the latter forces readjustment to chang- 
ing environments at a time when stability 
is a primary therapeutic requirement. 
Cases of 20 or more ward placements 
within a year are not atypical. 
Inadequate clothing combined with 
poor habits of personal hygiene results 
in dirty, unkempt, inappropriately at- 
tired individuals at an age when physical 
appearance is of primary psychological 
importance. Communication problems 
among the disciplines as well as those 
resulting from the various hospital shifts 
render implementation of any concerted 
treatment plan impossible even if such a 
plan exists. Consistency is a primary 
factor in any treatment plan, yet these 
teenagers deal daily in extremes of per- 
missiveness and harsh disciplinary meas- 
ures. Adaptation frequently results in 
sly, manipulative behavior. Nor is it pos- 
sible to prevent exposure to constant 
homosexual assault, sexual perversions 
and pathological heterosexual relation- 
ships. Moreover, the scholastic and 
vocational instruction enabling future so- 
cial contribution and economic inde- 
pendence are not available. Under such 
conditions, is it any wonder that initial 
Symptoms are replaced by behavior pat- 
terns which render these young people 
unfit for any society outside of the hos- 
pital? Indeed, many remain until they 
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become burned out, apathetic adults who 
ultimately can leave the hospital only by 
way of special programs designed for 
chronic patients. 

With awareness of the lamentable 
conditions, some hospital administrators 
have instituted recreational and schol- 
astic day programs. These are almost 
universally “shoestring” operations 
which at best permit some percentage of 
the adolescent population to be away 
from the wards for a few hours each 
week day. The acknowledged inadequa- 
cies of these programs become readily 
apparent; at present, many state officials 
are seeking improved conditions for the 
emotionally disturbed adolescents en- 
trusted to their care. Let us, they say, 
erect separate units on the state hospital 
grounds for the adolescents so that they 
will be away from the disturbed adults 
and under the care of a selected staff. 
This trend is a deplorable one, since such 
units are doomed to be inadequate and 
ineffectual in meeting the overall need. 
Separate units on state hospital grounds 
are suggested when the adolescent popu- 
lation is already large enough to cause 
concern. The proposed units generally 
are designed to house only a proportion 
of the adolescent residents. It is a known 
phenomenon that whenever any PIOS 
gram for disturbed adolescents is initi- 
ated in a state hospital, referrals increase 
markedly, and more and more adoles- 
cents are exposed to the evils the units 
are supposed to mitigate. Under the gen- 
eral hospital budget, the table of organ- 
ization does not allow for administrative 
positions high enough to attract special- 
ists. Controversies and resentments are 
inevitable when unit personnel are also 
responsible to the general hospital de- 
partment heads. Ultimately, then, these 


a aa 


EDITORIAL 


units serve primarily to ease the collec- 
tive conscience and thereby sanction the 
continued inclusion of young people in 
state hospitals. Thus the need for sepa- 
rately administered institutions is ob- 
scured. 

Young people under 16 years of age 
are not tried in adult courts. A proposal 
to place a training school for delinquent 
children in the middle of a jail would be 
met with derision. It is time that mental 
health workers categorically and ada- 
mantly insisted that adolescents do not 
belong in adult state hospitals. These 
young people need separately adminis- 
tered facilities conceived and designed 
to meet their specific needs. A facility 
for emotionally disturbed adolescents 
should be an autonomous institution with 
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a separate budget under specialized psy- 
chiatric leadership and selected person- 
nel. Such an institution should house 
males and females and offer varied op- 
portunities for education and vocational 
training. It should be expandable and 
adaptable to allow for day programs and 
follow-up care. It should be an integral 
part of the continuum of services, in- 
cluding courts, protective services, fos- 
ter-care agencies and all others dealing 
with problems of adolescence. But above 
all, it should not be part of any state 
hospital. It is time for those in the men- 
tal health field to face the issue squarely 
and speak for a group which cannot 


speak for itself. 
—Anita Gilbert 
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SOME ASPECTS OF MENTAL RETARDATION* 


ARTHUR L. BENTON, Ph.D. 


University of lowa 
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HAVE CHOSEN THE topic of mental 
retardation as the subject of this 
Presidential Session for personal reasons. 
The choice is primarily a reflection of 
my longstanding interest in this area. 
However, I know you will agree that 
the selection of this subject is more than 
justified on objective grounds. Mental 
retardation poses one of the great men- 
tal health problems of our times. It is 
hardly necessary to cite exact figures on 
the prevalence of mental retardation to 
document the point. By even the most 
conservative estimate, the disability 
affects no fewer than three million per- 
sons in the United States alone. Thus 
mental retardation surely ranks in im- 
portance with any of the other major 
types of mental and psychosocial dis- 
order that face us; for example, the still 
largely unsolved puzzle of Schizophrenia 
or the regrettable psychic misery and 
waste of human potential covered by the 
not very informative term, “neurosis”. 
We all know that until fairly recently 
mental retardation was an area which 
was seriously neglected not only by the 
behavioral disciplines but also by the 
biological and medical specialties. More- 
over, it was an area that received very 
little interest and material support from 
the community. This professional, 


* Presidential Address delivered 


scientific and financial neglect stemmed 
from sources of both a social and an in- 
tellectual nature. On the one hand, it 
was an expression of the basically re- 
jecting and nonsupportive attitude of 
society as a whole toward mental de- 
fectives. On the other hand, the field 
posed problems which defied both scien- 
tific understanding and therapeutic en- 
deavors, and consequently professional 
workers were discouraged from enter- 
ing it. By and large, the scientific re- 
searcher wants to enter a field that offers 
substantial promise of reward in terms 
of advancing knowledge, and the doctor 
is attracted to those areas in which the 
exercise of his art has a clear therapeutic 
effect. 

In any case, the situation now has 
changed radically. Beginning just a few 
years ago, financial investment and pro- 
fessional interest in every aspect of the 
field of mental retardation have dramati- 
cally increased so that today we can 
hardly speak of a lack of activity or à 
lack of support for this activity. At the 
same time, although it must be conceded 
that the field of mental retardation still 
consists for the most part of a hetero- 
geneous mixture of unmodifiable con- 
ditions of unknown nature, there has 
been significant progress in both basic 
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understanding and therapeutic effective- 
ness during the past two decades. Ad- 
vances have been made along a broad 
front, ranging from genetics and bio- 
chemistry to special education and voca- 
tional rehabilitation. These advances 
give us hope that a vigorous attack on 
this formidable problem will yield sig- 
nificant gains in the near future. But, 
if the attack is to be successful, it must 
be rationally planned and well directed. 
Careful consideration must be given to 
selecting the more fruitful approaches to 
the problem, and provision must be 
made for the wise use of scientific and 
professional talent. The rather sudden 
increase in support of activity in the 
field of mental retardation during the 
past few years has been coupled with 
the demand that professional workers in 
this area “do something" about it. The 
implication is that all that was needed 
in the past was money. Faced with this 
demand, we have tended to respond by 
doing anything and everything, just as 
long as it was “something”. Thus our 
new affluence has brought with it the 
danger of diverting the energy and 
talents of professional and scientific per- 
sonnel in the field from those areas 
where they can make their most signifi- 
cant contribution to other types of 
activity for which they are not particu- 
larly well suited by either training or 
temperament. There is also the hazard 
that basic problems of a scientific and 
intellectual nature are being neglected in 
favor of more “visible” types of activity 
which are praiseworthy enough but es- 
sentially less important. These pitfalls 
can be avoided if we take time to reflect 
and resist the pressure to engage in ac- 
tivity for its own sake. 

Thus it seems desirable to pause and 
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analyze the present status of the field, 
review recent developments, take into 
account current trends and consider the 
best strategy to advance further. My 
personal contribution here will be 
limited to a brief consideration of two 
issues: first, some technical problems as- 
sociated with the assessment of intel- 
lectual subnormality; secondly, the un- 
solved problem of  cultural-familial 
mental retardation. In respect to these 
questions, I shall emphasize what we 
know, what we do not know and what 
we need to do. 

One of the most important advances 
in recent years (in one sense, the most 
basic advance) has been on the con- 
ceptual level. Not too many years ago 
most of us were sure that we knew what 
mental retardation was and also why it 
was not really worthwhile to devote time 
and effort to it. Mental retardation was 
due to a cerebral abnormality that pro- 
duced unmodifiable intellectual sub- 
normality and behavioral incompetence. 
The condition was either hereditary in 
nature or caused by disease in early life 
but in any case it was incurable. Classifi- 
cation in the field tended to be quite 
primitive, often in the form of dicho- 
tomous terms such as "hereditary" and 
“acquired,” "endogenous" and “exo- 
genous" and the like. 

This doctrine of an unmodifiable 
cerebral condition which led to incurable 
behavioral inadequacy shaped thinking 
in the field and had some curious con- 
sequences. Incurability became an es- 
sential criterion of the diagnosis of 
mental retardation. Thus if a person 
who had been diagnosed as mentally re- 
tarded showed adequate intellectual 
competence in later life the diagnosis 
was retrospectively changed since by 
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definition the individual could not pos- 
sibly have been a “true” mental re- 
tardate. Similarly, conditions of intel- 
lectual inadequacy which appeared to be 
related to factors other than cerebral 
abnormality were designated as “pseudo- 
feeblemindedness" rather than "true" 
mental retardation since the criterion of 
unmodifiable ^ cerebral ^ abnormality 
was not met. There can hardly be cause 
for wonder that professional workers 
were not attracted to a field which by 
its very definition was refractory to their 
efforts. * 

This sterile and logically indefensible 
formulation has now been supplanted by 
a broader conceptualization which is 
more in accord with the facts and which, 
more importantly, provides an impetus 
for investigative and therapeutic efforts. 
Mental retardation now is viewed as a 
state of global intellectual subnormality 
existing from birth or an early age which 
may appear as the result of the opera- 
tion of a variety of factors. Its course 
and outcome no longer are considered 
as entering into the definition of the con- 
dition but rather as questions open to 
empirical determination and possible 
modification. Nor is structural abnormal- 
ity of the brain any longer considered 
to be a necessary antecedent condition 
for the intellectual subnormality char- 
acteristic of mental retardation, Even 
though such abnormality may prove to 
be in fact, the most important deter- 
minant, the Possibility of the existence 
of psychologically and Socially deter- 
mined types of mental retardation is 
now acknowledged. 

This broader conceptualization is re- 
flected in the new Medical Classification 
Which has been adopted recently by the 
American Association on Mental De- 


. 


ASPECTS OF MENTAL RETARDATION 


ficiency. The classification is an achieve- 
ment of major importance. Based on 
etiological principles, it is (unlike pre- 
vious classifications) oriented toward 
prevention and treatment. Prognostic 
considerations find no place in it nor 
does the factor of heredity function as a 
primary principle of classification, as 
was the case in older systems. Perhaps 
most importantly, explicit provision is 
made for forms of mental retardation 
that do not result from structural defect 
of the brain but rather are the product of 
the operation of factors of a psycho- 
logical or social nature. 

Thus today mental retardation is es- 
sentially a developmental and behavioral 
diagnosis which does not carry specific 
assumptions about either etiology or 
course and ultimate outcome. Its nu- 
clear characteristic is considered to be 
a global intellectual subnormality which 
is responsible for the observed be- 
havioral or social incompetence of the 
tetardate. We customarily define this 
component of intellectual subnormality 
on an operational basis in terms of in- 
telligence test performance; we feel that, 
whatever be the limitations of objective 
Psychological tests, they are still in- 
finitely superior to other methods of 
evaluation. But this procedure, which is 
the very core of clinical evaluation 
here, never has been accepted by many 
European clinicians (including some 
eminent authorities in the field) and in 
addition has come under sharp attack 
in our own country. On the one hand, a 
number of clinicians have advanced the 
concept of a true mental retardation 
(defined in terms of inadequate intel- 
lectual mastery of the environment) 
Which is characterized by psychometric 
intelligence within normal limits. This 
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diagnostic category has been designated 
by some of them as “camouflaged” 
mental deficiency (i.e., camouflaged by 
a spuriously high IO) and by others 
simply as sots, which is the equivalent 
of the old English designation, “fools.” 
At first glance, this concept may seem 
quite alien to us. Yet every clinician has 
encountered individuals of middle-class 
background with IQs of 90 or higher 
who he knows are mentally retarded by 
every criterion except the psychometric 
one. On the other hand, it is clear that 
specific deficiency in intelligence test 
performance can be determined by cul- 
tural factors and in these cases the test 
results simply are not valid indicators of 
"real-life" intelligence. Because of their 
selective experience, many clinicians 
were not aware of the existence of this 
phenomenon until they encountered in- 
stances of serious discrepancy between 
"test" intelligence and “real-life” intelli- 
gence in evaluating military personnel or 
in other situations providing a more or 
less unbiased sample of the population. 


THE PSYCHOLOGICAL EVALUATION 
This points up the fact that in clinical 
work the formal psychological assess- 
ment (the evaluation which comes from 
psychological testing) leaves much to be 
desired. The typical test battery, consist- 
ing of a Stanford-Binet or a WISC, a 
Draw-A-Person or a Bender-Gestalt, a 
Wide Range Achievement Test, with 
perhaps a dubiously informative Rors- 
chach thrown in, is altogether too super- 
ficial and is too often uncritically inter- 
preted. A more extensive and intensive 
evaluation is required for an adequate 
description of the intellectual status of 
an individual. There are a number of 
available test procedures, which have 
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been developed on an empirico-clinical 
basis, that could be immediately incor- 
porated into the psychological examina- 
tion to make it more comprehensive and 
meaningful. I am thinking here particu- 
larly of measures of psychomotor abil- 
ities and perceptual capacities. More- 
over, new methods of' psychological 
assessment, derived from cognitive 
theory (which is now sufficiently mature 
to support the effort) need to be de- 
vised. Zigler recently has called atten- 
tion to the lack of communication be- 
tween psychologists engaged in clinical 
test construction and those whose 
primary interest is in elucidating the 
fundamental nature of intellectual opera- 
tions. He also has pointed out the de- 
ficiencies of conventional clinical test 
methods that, from the standpoint of the 
cognitive theorist, are “end-product” 
rather than “process” oriented. Surely 
the time has come for a coalescence of 
these two approaches in the develop- 
ment of tests of intellectual capacity. We 
need to develop a conception of intelli- 
gence and of intellectual operations that 
promises to be more meaningful clinic- 
ally than current formulations. Test con- 
struction and experimental investigation 
designed to probe the implications of 
the basic conception are called for. 
Finally, we need to apply the experi- 
mental findings to the clinic in order to 
determine whether they are truly help- 
ful in deepening our understanding and 
enhancing our practical effectiveness. 
These are tasks which psychologists 
in the field should be attacking vigor- 
ously. The crucial role which the com- 
ponent of global intellectual subnor- 
mality plays in our current concept of 
mental retardation demands that this 
component be assessed more effectively 
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and in greater depth than it is at the 
present time. Clinical application of a 
test battery that would provide for a 
broader sampling of abilities and permit 
inferences about intellectual mechan- 
isms ought to resolve the disturbing dis- 
crepancies between "test" intelligence 
and “real-life”? intelligence that we so 
often observe. It also should make un- 
necessary such unsatisfactory concepts 
as "camouflaged mental retardation" 
and “mentally subnormal but not men- 
tally retarded." Finally, it should go far 
toward enabling us to distinguish be- 
tween intellectual disabilities attribut- 
able to the operation of organic factors 
and those associated with social depriva- 
tion. 


THE PROBLEM OF 
CULTURAL-FAMILIAL MENTAL 
RETARDATION 

The new medical classification of the 
American Association on Mental De- 
ficiency lists eight broad categories of 
mental retardation. The eighth category 
consists of those conditions which are 
"due to uncertain (or presumed psycho- 
logic) cause with functional reaction 
alone manifest." Within this category 
there is provision for “cultural-familial 
mental retardation,” “psychogenic men- 
tal retardation associated with environ- 
mental deprivation” and “psychogenic 
mental retardation associated with emo- 
tional disturbance.” The subcategory of 
“cultural-familial mental retardation” is 
essentially descriptive in nature; no as- 
sumptions are made concerning the role 
of genetic or cultural factors in the eti- 
ology of cases falling in it. It is the clini- 
cal and social picture which used to be 
called “simple” or “garden variety” 
mental deficiency. There is usually no 
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evidence of structural cerebral defect 
by current standards of neurological 
judgment. Mental retardation, or at 
least mental dullness, is found in at least 
some other members of the family. 
Cultural background is poor, implying 
some degree of environmental depriva- 
tion. The degree of intellectual subnor- 
mality is relatively moderate, i.e., not 
more than 3 SDs below the mean of 
the general population. 

Now, although it is only one subcate- 
gory within one of eight major categories 
in the new classification, cultural-familial 
retardation is of overwhelming impor- 
tance since, in fact, the majority of men- 
fal retardates find their place in it. It 
therefore deserves to be the focus of our 
investigative and therapeutic efforts. 
What do we know about it? 

The traditional point of view is that 
cultural-familial retardation is an ex- 
pression of a genetically determined 
intellectual subnormality. The respon- 
sible genetic defect is considered to be 
pluralistic rather than unitary in nature, 
that is to say, it represents the effects 
of a number of genetic units and not 
the operation of a single unit. Since these 
are the same genetic factors that deter- 
mine the variation in intelligence to be 
found in the general population, they 
are not seen as abnormal. As a conse- 
quence, cultural-familial mental retarda- 
tion is not considered to be a true abnor- 
mality but only the necessary expression 
of the normal distribution of intelligence 
in the total population. Thus familial- 
cultural retardates are not “sick,” they 
are merely “stupid.” A contrast is drawn 
between these “normally stupid” retar- 
dates and those “pathologically stupid” 
cases which are produced by disease of 
either. genetic or exogenous origin. 
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In sharp opposition to the genetic 
point of view stand the “culturalists” (if 
I may call them that) who insist that 
cultural-familial retardation is the genet- 
ically normal product of social, emo- 
tional and maternal deprivation. In 
essence, they state that the genetic back- 
ground of persons in this category of 
mental retardation is not different from 
that of the population in general. Indeed 
some of them extend the thesis of genetic 
equality to the entire population and 
assert that observed individual differ- 
ences in respect to intelligence cannot 
be ascribed to genetic factors. They 
implicate the poor cultural background 
of the cultural-familial retardate as the 
essential basis for his deficient intellec- 
tual development. In company with the 
hereditarians, they contrast cultural- 
familial retardation, the product of social 
pathology, with other less common types 
of mental retardation which are consid- 
ered to be the product of physical 
pathology. 

Critical examination of each of these 
positions shows that both are still rather 
Weak. There are, of course, distinctive 
types of mental retardation that are de- 
termined by genetic defects. But these 
genetic defects are specific and unitary 
In nature and not the summation of an 
indefinite number of unidentified factors 
Such as is postulated in the polygenic 
theory of cultural-familial mental retar- 
dation. It is true that plausible models 
Showing how cultural-familial retarda- 
tion may occur as the result of the oper- 
ation of a relatively small number of 
unitary genetic factors have been devel- 
Oped, but these models still remain 
Purely speculative, Moreover, the con- 
trast between these presumably “normal” 
Tetardates and clearly pathological cases 
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is of dubious validity. One differentiating 
criterion has been said to be the absence 
of signs of physical pathology in the 
familial-cultural group and their pres- 
ence in the pathological types. However, 
when the variable of severity of retar- 
dation is controlled, this difference is 
not nearly as impressive 4s might appear 
at first glance. The fact is that on care- 
ful examination many cultural-familial 
retardates do show one or another type 
of physical abnormality. 

In order to strengthen the concept 
of a “biologically normal” category of 
mental retardation which is to be 
distinguished from various pathological 
types, much has been made of the ob- 
served “hump” in the lower end of the 
curve of the distribution of intelligence 
quotients in surveyed populations. This 
departure from the theoretical expecta- 
tions engendered by the concept of a 
normal distribution of intelligence in the 
population at large has been adduced as 
evidence for an admixture of “normal” 
and “pathological” cases at the lower 
end of the curve. But, as Gruenberg 
has shown, the phenomenon of the 
“hump” is quite possibly an artefact 
resulting from conventional methods of 
intelligence test construction and imper- 
fect standardization of the tests. 

Thus the multifactorial genetic hypoth- 
esis concerning the causaton of cultural- 
familial mental retardation, which has 
been with us these many years, does 
not seem to gain strength with time. 
However, it remains tenable and there 
is a fair chance that the rapidly develop- 
ing science of behavior genetics may 
soon be in a position to assess its 


validity. um ; 
The culturalist position is, if anything, 
weaker. Despite rather extravagant 
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glaíms, no substantial evidence has been 
‘adduced to support the proposition that 
cultural-familial mental retardation is in 
fact the product of experiential depri- 
vation. To date, cultural and educational 
enrichment programs applied to clinic- 
ally diagnosed mental retardates (as 
distinguished from socially disadvan- 
taged children in general) have pro- 
duced quite meager results. Moreover, it 
is a regrettable fact that the tenor of 
much of the discourse in this area is 
deplorable. While geneticists have kept 
up with developments in their science 
and have outgrown the crudities of 
the old nature-nurture controversy, 
many "culturalists" have not. The writ- 
ings of some of them are simply tenden- 
tious political tracts informed with an 
emotional tone that practically precludes 
rational discussion. It will be surprising 
if anything of basic value comes from 
investigative work that is handicapped 
by such intense bias. 

Yet the question is a real one. That 
early life experience and the cultural 
and familial background shape funda- 
mental behavioral dispositions is a 
truism and there can hardly be doubt 
that these factors exercise a formative 
influence on those aspects of mind which 
we call “intelligence.” Hence it is to be 
expected that socially disadvantaged per- 
sons will prove to be intellectually 
subnormal either in terms of group com- 
parisons or in relation to estimates of 
their “natural” potential. This circum- 
stance presents a psychosocial problem 
of profound importance and one to 
which developmental psychologists are 
devoting much attention.‘ But this prob- 
lem is by no means identical with the 
problem posed by cultural-familial men- 
tal retardation. We must keep in mind 
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that the degree of intellectual subnormal- 
ity associated with social deprivation is 
very much less severe than that which is 
characteristic of the clinical condition. 
This quantitative difference often is 
ignored in discussions of the topic, but 
it is crucial. Whether social deprivation 
is in fact a significant determinant of the 
major global intellectual deficit in 
cultural-familial mental retardation re- 
mains to be determined. 

Fortunately we are not restricted to 
the possibilities offered by these two 
extreme positions. Pasamanick’s fruitful 
concept of a continuum of reproductive 
casualty referable to prenatal and peri- 
natal events broadens the field of inquiry 
considerably to encompass a variety of 
factors which may be significant in pro- 
ducing the picture of cultural-familial 
mental retardation. Maternal malnu- 
trition, prematurity and complications 
of pregnancy are among the factors 
which may be implicated. From this 
point of view, cultural-familial retar- 
dation may be an expression of disease 
(in most cases, preventable disease) 
which itself is closely associated with 
poor cultural-economic status. Thus the 
concept provides a bridge between the 
organic and cultural approaches to the 
problem. And it must be kept in mind 
that consideration of the possible signif- 
icance of exogenous factors of this type 
as causative factors does not make it 
necessary or desirable to exclude genetic 
factors as codeterminants, as is some- 
times done. 

A few moments ago we had occasion 
to observe that in the past mental retar- 
dation was a relatively neglected field 
because it did not offer as great promise 
of reward to scientific investigators as 
did other areas of study. Today we see 
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something approaching the same situa- 
tion within the field of mental retardation 
itself. Relatively more research effort is 
devoted to a few special clinical categor- 
ies which account for about 10 per cent 
of the cases than to cultural-familial 
retardation which accounts for about 75 
per cent of the cases. Perhaps one reason 
for this is that although the special clini- 
cal types are clearly identifiable, the 
cultural-familial category is still rather 
amorphous from both the conceptual 
and descriptive standpoints. It is defined 
in terms of the absence of neurological 
abnormality or other physical defect, 
the presence of mental subnormality in 
other members of the family and poor 
cultural background. However, each of 
these criteria requires further specifi- 
cation and it is quite possible that care- 
ful taxonomic analysis would disclose 
distinctive syndromes within the broad 
category. If this should prove to be the 
case, attempts to identify the significant 
antecedent conditions of each syndrome 
may well lead to more significant results 
than have been achieved in the past. 

. The search for causative factors 
In cultural-familial mental retardation 
Should proceed along each of the lines 
We have discussed. Specific provision 
should be made for continued genetic 
Study which otherwise might languish 
because of its relative unpopularity in 
this country. Valid assessment of the 
Influence of early life cultural and inter- 
Personal factors is difficult but quite 
feasible. This calls for well designed, 
large scale studies of “high risk” cases, 
which are experimental rather than cor- 
relational in nature and which allow for 
Significant manipulation of the presum- 
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ably crucial variables. Above all, fülly 
adequate study of the interaction of 
genetic and exogenous factors, which 
modern research design now permits us 
to do, should be undertaken, for this 
may well provide the major answer to 
the question of the causes of cultural- 
familial mental retardation. That the 
condition occurs as the result of un- 
favorable exogenous influences of either 
a physical or social nature on individ- 
uals with a particularly susceptible 
genetic makeup is certainly a tenable 
thesis; indeed a fair case can be made 
that it reflects the most likely possibilty. 
We face the formidable task of probing 
the validity of the concept, and for this 
purpose an integrated investigative attack 
on both the genetic and exogenous vari- 
ables associated with cultural-familial 
mental retardation is a necessity. 
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MENTAL RETARDATION: SOME LEGAL AND 
MORAL CONSIDERATIONS" 


DAVID L. BAZELON E - 
Chief Judge, United States Court of Appeals for the District of Columbia Circuit 


This paper discusses ways in which our legal and social institutions need to 
adapt to the growing body of knowledge concerning mental retardation. 
Unless experts are willing to devote time and effort to making this knowledge 
intelligible to the public generally, to legislatures, courts, police, and social 
agencies, decisions of vital significance to the retarded will be based on 


ignorance and misinformation. 


HERE IS SOMETHING like a revolution 

in our national concern for mental 
retardation. We are devoting more of 
our national resources to it. There are 
significant advances in prenatal care, 
screening and diagnosis, employment of 
the handicapped, basic research and the 
establishment of teaching centers and 
service facilities. A vital interdisciplinary 
approach is emerging from research to 
treatment. And the current Poverty Pro- 
gram with its emphasis on education and 
the preschool child is a new hope for 
diminishing somewhat the economic and 
cultural deprivation which seems to be 


such a large contributing factor in re- 
tardation. 
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The forces which have contributed to 
this advance began years ago with the 
love, concern and understanding of the 
families of the retarded and the few pro- 
fessionals who then worked in the field 
of retardation. But as those people knew 
so well, love alone was not enough. 
Money—te-allocation of resources— 
also was needed. The zeal of a relatively 
few sparked vastly increased financial 
support from the government and the 
large foundations. The money and re- 
sources are still inadequate but the mo- 
mentum which has been gained offers 
much promise for continued improve- 
ment. 


One might almost say that the wheel 


: of the 1965 annual meeting of the American 
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has come full circle, and that it is love 
we need now more than money. But a 
love somewhat different from that of the 
afflicted families. A love which ignites 
a broad understanding and concern in 
the community and which is essential to 
meet the moral, social and legal prob- 
lems of retardation. These problems 
arise because the retarded are different 
—different from the “average” and dif- 
ferent from each other. We are con- 
fronted with the task of recognizing the 
differences in the endowments and ca- 
pacities of individuals and accommodat- 
ing our moral, social and legal institu- 
tions to these differences to the fullest 
extent possible. If height is an advan- 
tage, the short man may at least be given 
a box to stand on. 

Fashioning our moral, social and 
legal institutions depends much more on 
the work of individual people like our- 
selves than on the government and the 
large foundations. Individually as 
general practitioners, psychiatrists, psy- 
chologists, social workers, scientists, 
educators, lawyers, and not least as citi- 
Zens, we can have an impact by increas- 
ing public awareness of the particular 
needs and hopes of the mentally re- 
tarded. For despite advances at the 
national level, those who draft, interpret 
and enforce our state laws affecting the 
retarded remain woefully uninformed. 
George Washington Universitys three- 
year study of law and mental retarda- 
tion, financed by a substantial grant 
from NIMH, will help to focus attention 
on deficiencies in our laws and in the 
practices which surround them. Basic- 
ally, at the state and local levels, our 
legislators, judges, officials and citizens 
need to be educated concerning retarda- 
tion. They do not usually lack sympathy. 
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Nor are they usually men of limited 
vision. But they do frequently lack the 
information which is required for an in- 
telligent judgment. The result may be 
injustice to the retarded and a denial to 
society of the most effective participa- 
tion of a section of its citizens. 

The mental health and behavioral pro- 
fessions must help to fill the void in the 
law's understanding of mental retarda- 
tion. The professionals’ awareness that 
a void exists is apparent to me from con- 
versations in which they have pointed 
to injustices or arbitrariness of court de- 
cisions. Where they (and perhaps psy- 
chiatrists in particular) seem at fault is 
in keeping potentially constructive 
criticism to themselves. This stems from 
a misconcepton about the nature of law. 
There is a pervasive feeling that "the 
law" is something “up there"—im- 
mutable, impregnable, unchangeable. 
Certainly it is not seen as a social tool 
adaptable to changing knowledge and 
conditions. Although there may be some 
criticism of the law's apparent misdeeds, 
they are basically accepted as facts of 
life which one regrets but is powerless to 
alter. 

This, I believe, is an erroneous and 
unfortunate assessment. The law prob- 
ably will always lag behind many sorts 
of knowledge. By its nature, it is con- 
servative. Depending as it must in large 
measure on knowledge from experts in 
medicine, economics and the social 
sciences, it could hardly pioneer. It 
would not be fulfilling its function if it 
attempted to do so. But the common 
law has long prided itself on its ability 
to adapt and to change. It recognizes a 
responsibility to be receptive to opinion. 
Your responsibility is to make sure it is 
afforded the opportunity. 
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Let me start by using the criminal law 
to illustrate what I mean. Many courts 
which adhere to the narrow M'Naghten 
test of criminal responsibility now take 
pains to emphasize that experts may 
testify as broadly as they please instead 
of being limited to what the test would 
seem to make" relevant. In the District of 
Columbia, where M'Naghten was aban- 
doned 10 years ago, we like to think 
that the Durham rule enhances the free- 
dom of experts to give the jury their 
opinion as to why a defendant acted as 
charged. And there is no questionsthat 
we need information. We do not ask 
you to be experts in trial procedure, and 
you must not expect us to be experts in 
mental disability. On our side, there is 
real ignorance to conquer. I remember a 
few years ago discussing with a colleague 
the case of a defendant whose IQ was 
in the sixties. I was speculating as to the 
relationship between the man's history 
of deprivation and mental retardation 
and the act he had committed. “Dave,” 
my friend interrupted, *you've got to 
recognize that some people are just plain 
dumb.” This remark reflects a difficulty 
common to many lawyers when con- 
fronted with the issue of responsibility 
of a retarded person. If an expert ex- 
plains that a person has organic brain 
damage, then society may find that his 
acts were not really his “fault.” But 
most of the retarded are not known to 
have any organic brain damage. They 
are often mildly retarded, and their 
usual background of acute deprivation 
is typical of the vast majority of “aver- 
age” offenders, The behavioral scientist 
should attempt to explain the relation- 
Ship between retardation and the be- 
havior in question. If one of the things 
he points to is the excessive suggestibil- 
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ity of the retarded, then in the criminal 
law, for example, we may have to adjust 
our notions of intent (the rule that a 
crime is not committed unless the actor 
intended the results of his act). 

The task of adjusting the law to our 
growing knowledge about human be- 
havior and its causes will be complex 
and troubling. We are not dealing with 
simple problems or patterns of behavior. 
Calling the retarded "just plain dumb" 
seems such a comfortable way to avoid 
the disturbing problems of causality. If 
we can attribute delinquency to dumb- 
ness, immorality or wickedness, we have 
little incentive to search for the deeper 
causes. Yet the basic problems remain 
even if we blind ourselves to them; in 
fact, they grow worse. 

To our shame, it is not only the com- 
plex, borderline cases of retardation that 
we deal with in the traditional, punitive 
ways. Our prisons hold literally 
hundreds of people whose IOs are in the 
forties and fifties. 


In a 1962 Senate report on our national 
penitentiaries, Senator Hruska stated that he 
had talked to a 16-year-old boy, a first of- 
fender, who had been committed for stealing 
34 golf balls valued at $25 from the sports 
shop of an Air Force base. The youngster had 
an IQ of 40 and a mental capacity so low that 
he could not possibly benefit from the institu- 
tion's program. This offense was too trifling to 
warrant invoking the vast and expensive ma- 
chinery of federal justice, and in any event a 
boy so feebleminded should have been turned 
over to local agencies for care and treatment. 


In our well intentioned efforts to prevent 
the public from jumping to the con- 
clusion that the retarded are likely to 
commit crimes, I sometimes wonder if 
we have enough concern for the re- 
tarded who actually are charged with 
crime. Probably 10 per cent of people 
in prisons have IQs under 69. The pro- 


DAVID L. BAZELON 


cedures and practices which allow this 
would bear, I suggest, the closest 
scrutiny. 

On the whole, I think it is fair to say 
that judges and juries are increasingly 
achieving a degree of sophistication and 
concern which makes them ready to 
listen to more meaningful interpreta- 
tions of human behavior. It is the ex- 
pert witnesses who remain inhibited 
about telling in the courtroom what they 
learn in the clinic and hospital Too 
often they testify to what they think the 
courts want to hear. They are obsessed, 
for instance, with the legal terminology 
in which the standard of responsibility is 
couched. Experts are not required to 
testify in terms of the test of criminal 
responsibility. It is the function of court 
and jury to apply the test to the raw 
material supplied by the witnesses. But 
the raw material itself is too often lack- 
ing. I sometimes think that the psycholo- 
gist and psychiatrist like to testify in 
terms of legal conclusions because they 
have nothing else to say. If they have 
not had time to undertake an adequate 
examination, they should say so. If we 
are posing questions to which there is no 
competent expert opinion, or the 
particular expert has no opinion, we 
must know this too. 

The law needs your help not only in 
the courtroom. Consider the police and 
the delicate question of confessions to 
crime. In the Report of the Task Force 
on Law of the Presidents Panel on 
Mental Retardation, we pointed out 
that: 

A retarded person, even when not coerced 
in the usual sense, may be unable to under- 
stand police procedures and their conse- 
quences and therefore may be unable to make 


a genuine decision in relation to them. He is 
more likely than the average person to be un- 
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aware of his constitutional right to refuse to 
answer incriminating police questions and of 
his right to consult with an attorney; even 
where the interrogator advises him of these 
rights, he may be unable to appreciate their 
significance. . . . The retarded are particularly 
vulnerable to an atmosphere of threats and 
coercion, as well as to one of friendliness de- 
signed to induce confidence and cooperation. 
A retarded person may be hard put to dis- 
tinguish between the fact and the appearance 
of friendliness. If his life has been molded 
into a pattern of submissiveness, he will be 
less able than the average person to withstand 
normal police pressures. Indeed they may im- 
pinge on him with greater force, because their 
lack of clarity to him, like all unknowns, ren- 
ders them more frightening. Some of the re- 
tarded are characterized by a desire to please 
authority: if a confession will please, it may 
be gladly given. ‘Cheating to lose, allowing 
others to place blame on him so that they will 
not be angry with him, is a common pattern 
among the submissive retarded, It is unlikely 
that a retarded person will see the implications 
or consequences of his statements in the way 
a person of normal intelligence would. 


Information such as this needs to be 
brought to the attention of the police. 
Perhaps awareness of it would help to 
avoid situations such as occurred in the 
Whitmore case here in New York. Ac- 
cording to newspaper reports, some 
months ago a 20-year-old man of 
borderline intelligence was picked up by 
the police in connection with a murder. 
After police interrogation he con- 
fessed. He then was indicted and was 
still awaiting trial when a second, un- 
related person was arrested and charged 
with the same murder. The case against 
the first suspect has now been dropped. 
I do not know how the police obtained 
a confession from George Whitmore. I 
would feel easier, however, and I think 
you would too, if we knew that the 
police generally were aware of the un- 
reliability of confessions from retarded 
people. 

So psychologists and psychiatrists 
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have a professional obligation to pre- 
sent relevant information to those who 
enforce and interpret our laws. Although 
I believe that they underestimate the 
degree to which it will be welcomed, I 
do not imply that it invariably should be 
acted upon. In our law, it is for the 
comunity, represented by the jury or 
judge as fact-finder, to decide whether 
a defendant was responsible for his acts. 
The experts' function is limited to sup- 
plying the information which will make 
that decision a more educated one. In 
the civil area, too, the expert should 
supply the information, not attempt to 
take over the decision making. In a 
negligence case where an injured person 
is suing for damages, we all recognize 
that the doctor's testimony as to the 
amount of injury suffered is for the jury 
to weigh along with the other informa- 
tion in assessing compensation. 

This limited, though vital, role seems 
harder for doctors to accept in another 
area of civil law—commitment. Many 
people are critical, and with good 
cause, of court commitments of mentally 
disabled people to institutions. But they 
would throw the baby out with the bath 
water and turn the entire commitment 
question over to the experts. What do 
courts know of whether an individual 
requires confinement, they ask. To 
which I respond: what do the experts 
know of due process, habeas Corpus, 
protection of counsel and the like. Dep- 
rivation of liberty, especially if the per- 
son deprived is mentally disabled, re- 
quires some appropriate form of the 
traditional safeguards. 

Although he is not the decision- 
maker, the experts role remains vital. 
He must inform the court of the medical 
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or psychological need for confinement, 
but he also should tell us whether our 
procedures are as little disturbing as is 
reasonably possible to mentally disabled 
people. In fact you hardly need to be 
expert to recognize the incongruity of 
bringing severely retarded children on 
stretchers into the courtroom, as I have 
seen done in commitment proceedings 
in the District of Columbia. But what of 
less severe cases? Does the formality 
and solemnity of the courtroom have a 
traumatic effect on the moderately re- 
tarded? Or is it useful to make the in- 
dividual and the family recognize that 
a momentous step is being taken? Per- 
haps it would be more appropriate to 
have the judge visit the institution to 
which the retarded person is to be com- 
mitted than for him to be brought into 
court. But again, this is something on 
which your advice might be decisive. 
Your contribution lies not in trans- 
forming social decisions into clinical 
ones, but in insuring that we have the 
medical and psychological information 
needed to make better decisions, which 
at least justify confidence. Nor is it just 
the judges and lawyers who need educa- 
tion. The whole legislative process re- 
quires it. You have convinced me that 
many of our states have anachronistic 
statutes on their books. For instance, 
many states bar marriage between men- 
tally retarded and normal people with 
the retarded sometimes being defined as 
anybody who has lived in an institution 
for the retarded. It appears that these 
statutes are based on outdated theories 
Which give too great weight to the role 
which genetics play in retardation. How 
active are the experts in trying tO 
modernize marriage laws? Are you help- 
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ing to identify the genetic risk and 
drafting legislation to cover him rather 
than all the retarded indiscriminately? 

In one area education and understand- 
ing about retardation have been clearly 
offered and well received. There was a 
time when children from “poor stock” 
would have been ineligible for adoption 
by “better families." Neither public nor 
private agencies used to put new babies 
out for adoption if their older siblings 
or parents were retarded. The practice 
is changing as the agencies, and poten- 
tial adoptive parents too, are informed 
of the role that economic, social and cul- 
tural factors play in inducing mental 
retardation in young children. In truth, 
the babies from this background may be 
in urgent need of adoption if they are 
to avoid the fate of their natural family. 
Understanding and research in this area 
continue to grow. A project at Chil- 
dren’s Hospital in the District of 
Columbia will be aimed at demonstrat- 
ing that those babies who spend their 
first two or three years under the in- 
dividualized care offered by the project 
do not develop the retardation which 
their older siblings have shown. It is en- 
couraging to see an area where such 
information will be assimilated readily 
by the agencies concerned. Adoption 
and welfare agencies seem less en- 
lightened in failing to recognize that 
some people would like to adopt a re- 
tarded child. Too often insurmountable 
obstacles to adoption are encountered in 
the courtroom if not in the agency by 
adults who are willing and anxious to 
care for a child who is mentally handi- 
capped. 

But even educating the courts, the 
legislatures and the appropriate agencies 
will not reach the depth of the problem. 
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Each of these groups reflects the atti- 
tudes and understandings of the greater 
community. Unless the public itself is 
informed, there will not be a sound base 
on which to build. In fact, advances are 
likely to be delayed or upset if the public 
has an erroneous conception of the 
reasons behind them. I quéstion, for in- 
stance, how well the public has been 
prepared for its role in the mental 
health revolution. You and I know the 
importance of treating the mentally dis- 
abled in the community. But the benefits 
must inure not only to the individual 
who is being helped. Community treat- 
ment also will help the community itself 
to understand and to analyze its prob- 
lems. For this to happen, the community 
must accept the fact that the mentally 
disabled belong in the community. I am 
afraid we may not have gone much 
farther than persuading our well mean- 
ing citizens that institutions should be 
modern and uncrowded. 

The public must know, for instance, 
that retarded people are living longer 
now than formerly, and the public must 
realize the consequences of this. The 
natural protectors of the retarded, their 
parents, are not always able to supply 
lifetime care. When parents die, are re- 
tarded adults to be institutionalized even 
though they may have functioned well 
for many years in a protective milieu? 
This is surely what will happen unless 
the public is made to understand that 
most of the retarded (like almost every- 
one else) belong in the community, al- 
though the retarded require some special 
attention to keep them functioning well 
there. Once relatively simple concepts 
such as these are accepted, your work 
with lawyers, welfare people, legislators 
and so on will fall into place. Different 
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content will be given to traditional con- 
cepts such as commitment, competency 
and guardianship. As our adult retarded 
population increases, existing legal ab- 
solutes will become less and less appro- 
priate. It will become apparent that 
some mentally retarded people are com- 
petent for sóme purposes but not for 
others; that they need guardians for 
limited purposes to assist in some areas 
but not in others. Above all, we still 
shall have to take some chances—and 
let the retarded take some too. The fact 
that a person is retarded does not mean 
that he must not be allowed to make 
mistakes, nor that he cannot learn from 
his mistakes. 

The best suggestion I have yet heard 
for combining the required freedom and 
guidance is being developed by the 
President's Committee on Mental Re- 
tardation. The Committee is working on 
the concept of life planners for the re- 
tarded who must be trained to deal with 
the full range of problems faced by the 
retarded and their families. The planners 
would coordinate all the protective, 
medical and legal services required by 
the retarded. They would be responsible 
for steering the planning and handling 
of the retarded's needs. At present there 
is no mechanism for pulling together all 
the efforts which are being made on 
behalf of the retarded. Even the help- 
ing professions are inadequately in- 
formed about retardation and each 
other's work in the field. The life 
planners could be trained in the univer- 
sity-affiliated clinical and research 
centers now being developed. They are 
necessary at every level of work with the 
retarded, from the community service 
level to the state coordinating level. 

In this Association we all recognize 
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the need to work with related disciplines 
and to avoid a narrow professional out- 
look. Therefore I hope that you are re- 
ceptive to broadening your professional 
outlook even more. Personally, I should 
find it easier to stay in my office and 
write opinions than to make speeches 
even before a sympathetic audience such 
as this. In the same way, you may find it 
easier to function in the clinic setting 
than to meet with bar association com- 
mittees, testify at legislative hearings, 
write for popular magazines or hold 
public symposia. But think of the in- 
creased community understanding which 
would result if, for example, each clinic 
and center were to hold regular public 
meetings—perhaps even opening their 
facilities to the public during the first 
week of February, the anniversary of 
President Kennedy's mental health mes- 
sage to Congress. 

It is part of our professional, not to 
Say civic, duty to discuss these issues 
not only within our professions, not 
only with related professions, but with 
the outside world. I would be the first to 
admit that law is too important to be 
left to the lawyers; man's liberties are 
too important to leave to the experts, 
and public understanding is too im- 
portant to be left to professional propa- 
gandists or even politicians. 

The primary task of recognizing the 
differences in individuals and accommo- 
dating our moral, social, economic, 
clinical and legal institutions to these 
differences as far as possible requires the 
collaborative effort of every discipline 
in this Association. Each of us has à 
vital role to play in furthering this ob- 
jective, and each of us should ask him- 
self what he is doing to further the ob- 
jective. 
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This paper presents the preliminary findings of a longitudinal study entitled 
Early Identification of Mild Retardation in the First Three Years of Life. The 
study has accomplished the following (1) to identify a group of mildly re- 
tarded youngsters in the absence of specific physical signs; (2) to collect longi- 
tudinal information about these children, and (3) to delineate three specific 
types of counseling which may aid in the special problems in rearing the slow 


child. 


HE PURPOSE OF this paper is to pre- 

sent the preliminary findings of a 
longitudinal study entitled, “Early Iden- 
tification of Mild Retardation in the 
First Three Years of Life.” The impor- 
tance of early detection is obvious when 
mental retardation has an organic cause 
which is amenable to treatment. The 
value of early recognition is not as clear 
in instances of mental handicap where 
there is no physical treatment. Treat- 
ment in such instances consists mainly 
of prevention of superimposed emo- 
tional difficulties. This can best be done 
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by parents who are well informed, sup- 
ported and assisted in rearing their han- 
dicapped children. 

In order to understand better the de- 
velopmental difficulties of retarded chil- 
dren and the adjustment that parents 
must make to handle these differences at 
an early age, a continuous study of chil- 
dren who showed delayed social, motor 
and language development in the first 
three years of life was undertaken. The 
study had three aims: (1) to determine 
at what age and by what developmental 
signs one can detect mild forms of re- 
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tardation in the absence of specific physi- 
cal signs; (2) to collect longitudinal in- 
formation about these children, and (3) 
to delineate special problems. 

The significance of such a study must 
be considered in terms of both theoreti- 
cal and clinical aspects. First, there is a 
problem of validity of early develop- 
mental measures. Many practitioners be- 
lieve that psychological measures before 
the age of three years have no predictive 
value. However, there is evidence that 
children falling below average in early 
tests show greater consistency than those 
in the average or above average range. 
Recently, several articles have substan- 
tiated this viewpoint." ? ? Further light 
on this validity question will rest on 
longitudinal studies. Secondly, one can 
assume theoretically that the early rec- 
ognition of mental retardation in the 
absence of recognizable medical disease 
is important in bringing possible cause 
and effect relationships closer together. 
In addition, however, one is interested 
in the purposes served for the specific 
child in question. It is not sufficient to 
put the child through various physical 
and psychological tests and give the 
conventional brief interpretation of the 
findings. 

Prevalence studies of retardation in- 
dicate that less than 1 per cent of the 
under-five years of age population are 
reported to fall in the retarded range. 
There is a large increase in the percent- 
age of retarded in the school-age popu- 
lation with a peak in the 10-to-14 year 
range. One would suspect that this small 
percentage is primarily due to the diffi- 
culty of identifying the under-five popu- 
lation as retarded, rather than the fact 
that retardation does not exist under the 
age of five. A recent Screening project 
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in a pediatric setting showed that with 
the proper tools the under-five popula- 
tion can be detected. Early longitudinal 
studies have shown the relationship be- 
tween prenatal complications and subse- 
quent defects of the child. This has been 
especially true of the numerous papers 
describing the association of neurologi- 
cal sequelae and retardation of prema- 
ture infants.* 5 * These studies describe 
specific medical abnormalities found in 
these children and list the IO variations. 
These studies do not describe these chil- 
dren’s emotional development, nor do 
they describe their function in a home 
environment. Masland, Sarrason and 
Gladwin 7 in Mental Subnormality state 
that: 


When it is noted that there has not been a 
single comprehensive longitudinal study of 
subnormal individuals mentally retarded or 
mentally defective, it will probably be under- 
stood why throughout this report we have 
discussed the needs for such studies. It is as 
if there have been two implicit assumptions 
about the importance of longitudinal studies. 
A) The subnormal child is relatively un- 
affected by his environment and the longi- 
tudinal study, therefore, would not be too re- 
vealing; B) Odd behavior of the subnormal 
individual is explainable by his intellectual 
deficit—he is what he is because of his deficit 
and all other factors are secondary. There 1$ 
no evidence for either assumption. From the 
standpoint of any psychological theory, One 
would assume that the subnormal individual 
even the severely defective one, is influenced 
by and in turn influences the familial and 
social milieu into which he is born and in 
Which he develops. In terms of this assump- 
tion the study of the early development of the 
subnormal individual as a scientific problem 
needs no justification. In the case of a defec- 
tive child, for example, there is simply 2° 
available scientific basis for the guidance ° 
parents in the rearing of the child. 


Disagreement also has been expressed 
regarding both the possibility of early 
identification of mild retardation in the 
absence of clearcut medical diseases and 
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also regarding the value of early identifi- 
cation. Illingsworth 8 has stated an af- 
firmative case on both counts. He re- 
ported a follow-up study of 125 children 
diagnosed as retarded before the age of 
two years. Five years later repeated eval- 
uations substantiated the early diagnosis 
in the vast majority of cases. Further, 
Illingsworth stated his opinion that a 
mother should be informed as soon as 
possible so that she does not have to 
face a long period of anxiety and doubt. 
The negative case has been stated by 
Kirman ? who questioned the purpose of 
early identification. His study was based 
on children who had been institutional- 
ized at an early age following the diag- 
nosis. If the diagnosis of mental retarda- 
tion is assumed to carry with it the 
recommendation of institutionalization, 
Kirman's objections would have consid- 
erable validity in the face of what is 
known about retarded children whose 
infancy was spent in an institution versus 
those who remain at home. 

In general, pediatricians hold the 
opinion that if there is no cure it serves 
little purpose to disturb the parent with 
one's suspicions until the child ap- 
proaches school age. Another point of 
view is that the parents themselves 
recognize that the child is in some way 
different from others and that this recog- 
nition itself is upsetting. This awareness 
may lead to an estrangement in parent- 
child relationship or it may lead to 
actual conflict as the parent strives to 
force the child into behavior that is 
normal for his chronological age. 

It was our hope in this project to 
demonstrate positive values of early 
diagnosis when it is coupled with paren- 
tal guidance. 
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METHOD 

Obtaining and selecting subjects was 
a major problem in this study. It is dif- 
ficult to encourage referrals on the basis 
of questionable retardation in the first 
three years of life. Letters were sent to 
physicians and clinics in the community 
requesting their assistancé in referring 
young children who fit the project de- 
scription. Criteria for referral and ex- 
clusion included: sitting delayed beyond 
nine months of age; lack of imitative be- 
havior at one year; walking delayed be- 
yond 18 months; marked lack of in- 
terest in the usual toys, and delay in 
the identification of objects by verbal 
names. Exclusion criteria included mon- 
golism, structural abnormalities such as 
microcephaly, etc. Participation in the 
project involved: (1) initial diagnostic 
evaluation, including the usual history- 
taking methods, complete physical 
measurements, boneage determinations, 
developmental diagnostic tests and such 
special tests as seen indicated by the 
findings; (2) periodic developmental 
examination of the child using the Cat- 
tell Infant Psychological Test, or the 
Stanford-Binet Intelligence Test. The 
children and parents were seen at least 
every three months of age until the age 
of three and one-half, and then every six 
months until the age of five years; (3) 
parent guidance was an integral part of 
the visits. As was expected, some parents 
wanted or needed more assistance than 
could be provided on a three-month 
basis. Therefore, these parents were re- 
ferred to a caseworker assigned to the 
study-project and intensive parent coun- 
seling sessions were arranged. The pri- 
vate physician in no way relinquished 
his role in the medical care of the 
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patient. In 18 months a total of 97 
children was referred. Evaluations have 
been completed on 66 of these cases. A 
recent screening project for mental re- 
tardation in a pediatric clinic by the 
same project team showed that 6.5 per 
cent of the under-three population had 
IOs in the 50-to-84 range. This group 
of 21 children is now being incorporated 
into the current study, bringing the total 
number to 118. 


RESULTS 


IQ ranges were as follows: Below 50 IG—20 
50 to 84 IQ—34 
Above 84 IQ—12 


The following information concerns 
the 34 subjects included in the 50-to-84 
IO group: 26 of the children were male, 
eight were female; 25 were white, nine 
were Negro; four of the fathers were 
professional, four were in the manager- 
ial, semi-professional category, 14. were 
skilled workers, nine were unskilled, and 
three of the children came from foster- 
home placements. In six cases the etiol- 
ogy was definite or had an associated 
medical disease (one child had PKU, 
two had mild cerebral palsy, one De- 
lange syndrome, one rare chromosomal 
abnormality, one albino). Fourteen had 
a suspicious birth or neonatal history 
which is sometimes associated with re- 
tardation. These cases had no obvious 
physical stigmata. Fourteen of the chil- 
dren were 20 months of age, 20 were 
above 20 months of age at the time of 
referral. In this group study the average 
age of sitting without Support was 9.5 
months as compared to a previously de- 
termined control group of normals 
which was 6.8 months, and a more 
severely retarded group which was 13.5 
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months. (The normal and severely re- 
tarded group was determined from 
statistical analysis of all cases seen at 
the Mental Development Center over a 
five-year period.) The average age of 
those children who were walking was 
18.4 months as compared to a normal 
control group of 16.3 months and 19.8 
months for the severely retarded. 
Fifteen of the study children had some 
speech which included words other than 
“mama, dada.” The average age of talk- 
ing for this group was 20 months as 
compared to a normal control group 
whose age talking was 18 months and a 
more severely retarded group whose age 
talking was 33 months. There did not 
appear to be an excess of illnesses in this 
group, and only a few children had his- 
tories of hospitalizations. The most 
common physical defect was strabismus. 

The following case history illustrates 
some of the common problems found in 
counseling: 


Jimmy (18 months of age) was referred to 
the study by the private pediatrician because 
of the parents’ anxiety about his slow develop- 
ment. Mrs. R stated she first became con- 
cerned when at 15 months of age Jimmy 
would not put anything into his mouth. About 
this time the parents were also concerned 
about the child’s delay in walking. They 
blamed part of this on the fact that his eyes 
were crossed so that he couldn’t orient him- 
self. The physician referred them to an eye 
Specialist who recommended routine treat- 
ment for strabismus, Because of continued 
concern of the parents the physician then re- 
ferred them to the study. At the initial inter- 
view the mother said she was specifically in- 
terested in determining the child’s age level 
and wanted an IQ. She recognized that his 
sister (age 3) was more advanced at the 
same age. Both she and her husband were 
extremely anxious at the first interview. 

Past History. Both parents had finished the 
eighth grade of school and were 32 years of 
age at the birth of Jimmy. Pregnancy, de- 
livery and neonatal period were normal ex- 
cept for hyperbilirubinemia to 18 mgms %. 
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No exchange transfusion was done. During 
the first months of life the parents noted 
nothing unusual about the baby except that 
he was exceptionally quiet and slow to per- 
form motor tasks (sat at nine months). The 
first problem involved feeding. The mother 
felt that the child needed the bottle longer 
than average because of his slowness in de- 
velopment. At 18 months he could hold a 
glass but persisted in drinking from the bottle. 
The mother did not try table foods until age 
15 months. He made no attempt to feed him- 
self. They were concerned that their con- 
tinued feeding of Jimmy would result in his 
becoming too dependent on them. They had 
become involved in forcing the childs' hand 
to his mouth to teach him to eat. Jimmy had 
always been a good sleeper. The parents had 
made several feeble attempts at toilet train- 
ing but had given up when he showed no re- 
sponse. 

At the time Jimmy was initially seen (18 
months) the most remarkable part of his per- 
formance was extreme passivity. He had very 
little speech or speech comprehension and 
appeared to be slow in all areas of develop- 
ment. He achieved an IQ of 56 on the Cattell 
Infant Intelligence Scale and a Mental Age 
score of 10 months. 

During subsequent counseling sessions the 
mother asked questions about physical causa- 
tion and about getting further medical 
studies. Various medical tests were done. No 
specific medical etiology for the retardation 
was found. A mild hip dislocation was the 
only abnormality. This did involve applica- 
tions of casts and two short hospitalizations. 
The hip problem increased the mother's 
anxiety and tended to focus attention on the 
medical problem rather than the child's 
overall development. 

Subsequently, Jimmy continued to make 
progress. Suggestions were made concerning 
feeding, general development of independence 
and speech so that he began feeding himself, 
developed more motor agility and began using 
several words. His retardation was discussed 
in terms of general child management. As he 
became more active, the mother wondered 
how much and what type of discipline would 
be effective since she was afraid to restram 
him too much because she might discourage 
his curiosity. The mother also wondered if 
they had not overprotected him because he 
was slow. She questioned if allowing the sib- 
ling her rights and not giving in to Jimmy 
would slow him up. The current focus of 
counseling is on toilet training, which the 
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mother was reluctant to start because she 
thought he might not understand, though he 
had given many signs of awareness. 

Currently at age 34 months Jimmy is much 
more curious and responsive. He babbles and 
repeats words. He has made a great deal of 
progress in self-help and is currently trying 
to dress himself. On the Cattell Infant Scale 
he functions in the 60s with a Mental Age 
between 20-22 months. É 

There has been an evident change in the 
mother's attitude, She is no longer fearful and 
distraught, but is accepting of Jimmy's prog- 
ress and yet understanding of the problems of 
his slow development. 


DISCUSSION 


As was suspected, some of the chil- 
dren will not be permanently retarded. 
Some of the children may be showing 
retarded development because of emo- 
tional problems, maternal neglect, and 
environmental deprivation or parents 
who are unintentionally infantilizing 
their children and holding them back. In 
these instances we hope by intervention 
to “cure” the retardation. In other cases 
the developmental slowness may be of 
no permanent significance or limited to 
a single aspect of functioning. In still 
other cases the developmental retarda- 
tion will presage permanent retardation 
and here the goal is the avoidance of 
secondary complications. The period of 
follow-up is still too short to permit any 
statement as to the permanence or de- 
gree of handicap in these early diag- 
nosed cases of mild retardation. 

The results to date would indicate 
that it is possible to locate mildly re- 
tarded children under the age of three 
years of age, even in the absence of 
definite medical disease. This can only 
be done with energetic detection pro- 
grams which alert the pediatrician to 
these problems in his private practice 
and in outpatient pediatric clinics. 
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The initial phase of this project has 
served primarily to locate and identify 
a group of mildly retarded youngsters. 
We have been able to delineate some of 
the numerous characteristics that make 
up this heterogeneous group and to de- 
lineate some of the specific behavioral 
problems that ‘arise in such children. The 
next immediate problem is what to do 
after the early detection. 

The following patterns of parent 
guidance are emerging: 

1. Diagnostically oriented guidance 
for parents of children under two years 
of age who recognize that something is 
wrong. These parents are usually ade- 
quate to the task of rearing a normal 
child but are confused and bewildered 
when faced with a child who is conspicu- 
ously slower. At this early point the 
parents need support that they are doing 
all that can be done for the child and 
reassurance that the child will continue 
to grow and develop albeit at a slow 
rate. They are concerned about the diag- 
nosis and need someone to whom they 
can show their realistic anxiety, but they 
also need someone to relieve their mind 
of unrealistic worries. The specific ques- 
tions which they raise have to do with 
feeding, encouraging motor develop- 
ment, and stimulating interest in the en- 
vironment. It is important that they 
work with the child in an appropriate 
level to avoid frustration both for them- 
selves and for the child. This kind of 
counseling with the parents of this de- 
scription in children of this age is per- 
haps most easily done by the pedia- 
trician. 

2. Family oriented guidance for 
parents who are not aware of the child's 
developmental problems because of 
their own inadequacy (preoccupation, 
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depression, or whatever). These parents 
usually come from clinic populations 
and do not seek help on their own ac- 
cord. In these instances the child's re- 
tardation may stem in part from in- 
sufficiency of the environment and one 
may have some hope for primary pre- 
vention. This kind of guidance requires 
the worker to take the initiative lacking 
in the parent and represents a form of 
"reaching-out" family casework. 

3. Child oriented guidance for par- 
ents of retarded children in the pre- 
School range between two and four 
years. These children are in the begin- 
ning stages of language development, 
but usually are not ready to profit from 
group experiences and nursery schools. 
The questions raised by the parents are 
concerned with what to expect, how to 
discipline, questions around toilet train- 
ing and self-help and the stimulation of 
speech. Hopefully, the experience with 
the child and his parents in the first two 
years provides a relationship with the 
parents and a basis for understanding 
the child. At this point, secondary pre- 
vention is the aim. That is, the preven- 
tion of emotional problems to which 
these children are particularly vulner- 
able and reducing the degree of social 
and intellectual handicaps. One hopes to 
help the mother empathize with the 
child and to communicate with him in 
helping him achieve independence and 
mastery. The professional person in- 
volved may come from any one of a 
number of professions: pediatrics, psy- 
chology, education, social work—who- 
ever has a relationship with the parents 
on the special understanding of emo- 
tional problems of children with this 
degree of intellectual limitation. 

In summary then, this study has ac- 
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complished the following: (1) to iden- 
tify a group of mildly retarded young- 
sters in the absence of specific physical 
signs; (2) to collect longitudinal in- 
formation about these children and (3) 
to delineate three specific types of coun- 
seling which may aid in the special prob- 
lems in rearing the slow child. 
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PSYCHIATRIC ASPECTS OF MENTAL RETARDATION 
IN CHILDREN UNDER EIGHT" 


FRANK J. MENOLASCINO, M.D. 
Nebraska Psychiatric Institute, Omaha, Nebraska 


The type(s) and frequencies of psychiatric disturbances noted in 616 young 
children examined by a multidisciplinary team as suspected mental retardates 
are reported. Diagnostic and treatment guidelines are discussed within the 
context of the unique clinical challenges that these children and their parents 


present to the team. 


HE RELATIONSHIP BETWEEN emo- 

tional disturbances and mental retar- 
dation in children has a long end colorful 
history. The two have been thought of as 
distinct, coexistent and inseparable enti- 
ties. Since these divergent viewpoints can 
have profound influence over both the 
etiological-diagnostic and therapeutic 
approaches to these children, it may be 
timely to share our experiences with a 
relatively large group of young children 
who have been thoroughly studied as 
part of our outpatient mental retardation 
evaluation program. This report may 
shed some light on the type and fre- 
quency of emotional disturbances noted 
in our sample of children and may also 
offer some treatment guidelines. 


* Presented at the 1 
New York, New York. 
This investigation was Sup; 


the National Institute of Child Health and Hum: 
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Since 1958 a Mental Retardation 
Clinical Evaluation Unit has been in op- 
eration at the Nebraska Psychiatric In- 
stitute. This unit was designed as a pilot 
screening project with focus on children 
younger than eight years of age. Patients 
were referred by a variety of sources, 
but all children had one feature in com- 
mon: a clinical suspicion of mental retar- 
dation. 

During this five-year period (1958- 
1963) a total of 616 children from the 
ages of seven days to eight years was 
evaluated by a full clinical team consist- 
ing of a social worker, pediatrician, neu- 
rologist, psychiatrist, psychologist and 
speech therapist. , 

A routine radiographic survey 10- 
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cluded skull, chest and wrist films. An 
electroencephalogram with awake, hy- 
perventilation and sleep records was reg- 
ularly obtained. Laboratory examina- 
tions included routine blood and urine 
studies, metabolic screening and special 
tests when clinical suspicion suggested 
their need (e.g, urinary amino acid 
analysis, cytogenetic survey, etc.). 

Psychiatric examination of each child 
focused on the quantity and quality of 
emotional interaction in the child and 
the parent(s)-child unit. During the last 
year of our study, segments of a stand- 
ardized playroom interview with each 
child were videotaped. 

The family psychopathology noted in 
the parents of these children represented 
an interesting aspect of our study. The 
terms “normal,” “reactive psychopath- 
ology” and “structured psychopathol- 
ogy” were operationally defined and em- 
ployed descriptively to categorize the 
quality and quantity of family function- 
ing. The term “normal” refers to family 
interactional units which were flexible, 
realistic and empathic with the child's 
adaptational needs. Reactive family psy- 
chopathology refers to families who 
were viewed as both perplexed and un- 
able to adjust to their child's behavior 
and needs. Structured family psycho- 
pathology denotes family units in which 
one or both of the parents had promi- 
nent and severe personality problems to 
a degree that significantly hampered 
both their reactions to the child and 
their own ability to make successful au- 
tonomous interpersonal adjustments in 
areas outside of their interaction(s) with 
their child (e.g. social and vocational 
adjustments). 

The findings and impressions of the 
examiners were fully reviewed at a case 
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conference with all members of the clin- 
ical team. Diagnostic and possible treat- 
ment recommendations were the focal 
points of the case conference on each 
child. Whenever a problem of diagnosis 
or treatment could not be resolved, a re- 
evaluation (after a period of time) or 
inpatient evaluation was recommended. 
A previous report on this project reviews 
some of the clinical diagnostic problems 
that reached this impasse.° 

Thus, the psychiatric problems pre- 
sented by these children were seen as 
part of the total clinical picture that 
emerged from the evaluation considera- 
tions noted above. The etiological classi- 
fication employed was that of the Ameri- 
can Association on Mental Deficiency 
(A.A.M.D.). Our working definition 
of mental retardation is as follows: 

Mental retardation is a syndrome resulting 
from a variety of causes present from birth 
or early childhood, It is characterized by im- 
paired intellectual functioning and inadequate 
adaptation to the daily demands of society. 
Diagnosis is made on the basis of complete 


medical evaluation—including an assessment 
of intelligence and adaptive behavior.’ 


The psychiatric diagnostic entities are 
consistent with the nomenclature of 
the American Psychiatric Association 
(1952). General characteristics of the 
entire group of children studied have 
been reported.1° 

Since we do not have a randomly de- 
rived sample, generalizations to the uni- 
verse of mentally retarded individuals 
are not legitimate. In fact, there are cer- 
tain known biases affecting the sample 
we are analyzing. For example, since 
the Nebraska Psychiatric Institute is a 
public facility, referrals from upper so- 
cioeconomic status groupings tend to be 
infrequent. When the education and oc- 
cupation of the parents of these children 
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TABLE 1 


EMOTIONALLY DISTURBED CHILDREN 


Male Female 
Num- Num- 

Age ber | PerCent ber PerCent 
0-1.9 2 1.0 4 2.0 
2-3.9 2$ 13.6 11 11.5 
4-5.9 61 32.0 22 11.5 
6-7.9 (+) 38 19.0 27 14.1 

Totals 127 66.6% 64 33.4% 
(N=191) 


are interrelated in the Hollingshead Two- 
factor Index of Social Position,!? 70 per 
cent fall into the two lowest status cate- 
gories. Another example of bias stems 
from the consideration that only 2.6 per 
cent of the Nebraska population is non- 
white, and thus we would expect that 
compared to the nation, there is under- 
representation in this category. Further- 
more, the type of retarded child seen in 
our outpatient clinic may not represent 
the retarded in general; it is quite prob- 
able that the community takes care of 
many borderline or mildly retarded chil- 
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dren and thus excludes a large number 
of the less seriously retarded from our 
sample. 


DIAGNOSTIC ASPECTS 


It was the consensus of our clinical 
staff that 191 of the 616 children studied 
in this project displayed prominent psy- 
chiatric problems with and without an 
associated finding of mental retardation. 
TABLE 1 presents the age and sex of the 
children deemed to be emotionally dis- 
turbed. 

Thus the frequency of emotional dis- 
turbances noted tended to increase 
sharply in children four years of age 
and above. The boys displayed almost a 
twofold increase in the number of psy- 
chiatric problems noted both as a group 
and as compared to the girls at different 
age levels. 

Analysis of this group of 191 children 
revealed two distinct groups: (1) 151 
were considered to be both emotionally 
disturbed and mentally retarded and (2) 
40 children were considered to have pri- 


TABLE 2 


ErroLoGICAL DIAGNOSIS AND LEVEL OF INTELLIGENCE: EMOTIONALLY DISTURBED 
AND MENTALLY RETARDED GROUP 


A.A.M.D. Category 


Presence and Degree 


Total of Mental Retardation 
Border- In- 
line definite Mild Mod. Sev. 
I. Infection 8 T 
II. Intoxication 2 i h 1 o 9 
Til. Trauma or Physical Agents 17 6 0 6 3 2 
IV. Disorder of Metabolism, Growth, 
or Nutrition 0 
V. New Growth : E $ i 1 
VI. Unknown Prenatal Influence 20 1 0 4 7 8 
VII. Unknown or Uncertain Causes 
With Structural Reaction Manifest 68 5 
VII. Unknown or Uncertain Cause Y ; = 3 
With Functional Reaction Manifest 34 10 3 12 6 5 
Total 1518/95725 57 GUTES 
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TABLE 3 
PSYCHIATRIC ASPECTS: EMOTIONALLY DISTURBED AND MENTALLY RETARDED GROUP 


C.B.S. C.B.S. 


with with Ad- Psychiatric 
Behavioral Psychotic Functional Personality justment Disorder 
, A.A.M.D. Category Reactions Reactions Psychoses Disorders Reaction NFS 
I. Infection 6 0 0 0 1 1 
IL. Intoxication 2 0 0 0 0* 0 
III. Trauma or Physical 
Agents 14 1 0 0 3 1 


IV. Disorder of Metab- 
olism, Growth, or 


Nutrition 0 0 0 0 0 0 
V. New Growth 2 0 0 0 0 0 
VI. Unknown Prenatal 
Influence 17 1 0, 0 4 2 
VII. Unknown or Uncer- 
tain cause with 
structural reaction 
manifest 42 11 3 0 13 6 
VHI. Unknown or Uncer- 
tain cause with 
functional reaction 
manifest 1 14 2 1 18 1 
Sub-Totals 84 27 5 1 39 i 
(N=151) Total: 167 * 


* The “mixed” clinical pictures (e.g., a child with a Chronic Brain Syndrome, with associated 
behavioral reaction and an adjustment reaction) resulted in more final diagnosis (167) than the 


number of children (151). 


. mary emotional disturbances without 
mental retardation. For clarity the diag- 
nostic findings of these two distinct 
groups will be discussed separately. 
Emotionally Disturbed and Mentally 
Retarded Group. These 151 children 
presented a perplexing number and 
type(s) of clinical findings. In the ma- 
jority of these cases we had to await the 
results of further treatment and follow- 
up evaluations before the diagnostic 
problems cleared. This group of chil- 
dren tested both the diagnostic acumen 
of our clinical team and the ability of 
the team members to freely communi- 
cate and interdigitate their respective 
clinical impressions and treatment rec- 
ommendations, TABLES 2 and 3 review 


the etiological diagnoses, level(s) of in- 
telligence and psychiatric diagnoses on 
this group of children. 

Our team has come to refer to this 
group of children as “mixed cases” since 
they do present signs and symptoms of 
multiple disorders. The combined clini- 
cal findings (for example, of an under- 
lying cerebral dysfunction process with 
associated physical, neurological, emo- 
tional, intellectual and accessory symp- 
toms) all point to the major designation 
of a chronic brain syndrome with an as- 
sociated emotional problem (secondary 
to the underlying cerebral disorder and/ 
or reactive to the interpersonal environ- 
ment). Further, this group of children 
has forcibly focused our attention on 
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such problems as: reformulation of the 
behavioral aspects of a chronic brain 
syndrome in early childhood; the etio- 
logical factors of the *personality imma- 
turity" noted in some of these children 
(referred to as N.F.S. in TABLES 3, 4); 
the ever widening spectrum of causative 
factors noted in the autistic reactions of 
childhood, and relative interpretations 
of the interactive role played by. the 
family psychopathology in both the evo- 
lution and maintenance of a given child’s 
emotional problems. 

Data in TABLEs 2, 3 show that the 
A.A.M.D. diagnostic groupings one to 
six contain less than 25 per cent of the 
total number of mentally retarded and 
emotionally disturbed children in this 
sample (though these six diagnostic 
groupings contained 51.6 per cent of the 
total children examined in our project). 
The remaining two A.A.M.D. diagnostic 
groupings accounted for slightly more 
than 50 per cent of the entire group of 
children whom we deemed to be emo- 
tionally disturbed. These two diagnostic 
groupings contained 29.8 per cent of the 
total population studied by our project. 
Thus, it would appear that the more in- 
distinct the etiological-diagnostic factors 
noted (a common clinical characteristic 
of the last two A.A.M.D. diagnostic 
groupings) the more psychiatrically dis- 
turbed children were tabulated. Another 
trend noted in the comparison of these 
two clusters of etiologic-diagnostic and 
psychiatric findings is that the frequency 
of the more strictly functional disorders 
increased sharply in diagnostic categories 
seven and eight, as contrasted to the 
first six diagnostic groupings (e.g., 31 
adjustment reactions were noted in the 
last two categories, as compared to only 
eight adjustment reactions in the first 
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six categories). Thus, the majority of 
the emotional disturbances noted in the 
mentally retarded children in our sample 
clustered in categories seven and eight. 
This finding again underscores the need 
for careful delineation of the clinical 
findings in a given child lest any one as- 
pect of these mixed cases be unduly fo- 
cused upon. 

Primary Emotional Disturbance. Now 
we will focus on the remaining: 40 chil- 


dren of the total group of 191 emo- . 


tionally disturbed children, those who 
manifested primary emotional problems 
without an associated finding of mental 
retardation. The types of primary emo- 
tional disturbances noted are presented 
in TABLE 4. 


TABLE 4 


PRIMARY EMOTIONAL DISTURBANCES 
WITHOUT MENTAL RETARDATION 


Type of Disturbance Number 
Functional Psychosis 3 
Psychoneurosis 1 
Personality Disorder 2 
Special Symptom Reaction 8 
Adjustment Reaction 25 
Psychiatric Disorder, N.F.S. 1 

Total 40 

N=40 


These children were not mentally re- 
tarded yet they did come through a men- 
tal retardation project for evaluation. 
Here the concept .of pseudomental re 
tardation becomes a clinical reality. The 
relative paucity of psychoneurotic reac- 
tions noted may be a reflection of the 
age range studied in our sample. The 
children with functional psychoses noted 
in this group initially presented multiple 
signs of personality regression and thus 
could well have passed as “atypical” 
mental retardates. Further observation, 
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treatment and serial follow-up evalua- 
tions have clarified these diagnostic 
problems for us quite consistently. 

The largest subgroup of the primary 
emotional disturbance group was the 
Adjustment Reaction of Childhood (25 
children). The most frequent "chief 
complaints" of both the referral source 
and the parents of this particular group 
of children were behavioral and speech 
disturbances. Impulsivity, obstinancy 
and atypical language development were 
commonly viewed as indices of possible 
mental retardation in these children. 
Family evaluation revealed a rather uni- 
form willingness on the part of the 
parents of these children to view their 
child as mentally retarded. We were im- 
pressed by the fact that the psycho- 
pathology noted in these child-family 
units was similar to that of their coun- 
terparts who are referred to our child 
psychiatry section. The parents fre- 
quently had (or were seeking) unitary 
hypotheses as explanatory rationaliza- 
tions for their child’s adaptational prob- 
lems (e.g., “We feel that there must be 
something wrong with his brain,” or 
“We think he’s slow so we don’t expect 
too much out of him"). 


TREATMENT CONSIDERATIONS 


Treatment considerations begin with 
the initial contact with our social 
Worker, where the presenting problem is 
discussed; parental expectations of/from 
the evaluation are explored; and legal 
releases are obtained to allow for colla- 
tion of data from previous medical rec- 
Ords, evaluations or other significant 
Contacts. The findings at case confer- 
ence as to diagnostic impression(s) and 
recommendations are shared with the 
Parents in a series of two to four in- 
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terpretation interviews which focus on 
explanation, support and facilitation of 
our recommendations for their child. 
In our experience the manner in which 
these interpretations are undertaken is 
directly related to whether our recom- 
mendations are accepted and aug- 
mented, or rejected with subsequent 
further parental shopping for "the" 
diagnosis. : 

For the “mixed cases” (mental re- 
tardation with emotional disturbance) 
we have developed a variety of treat- 
ment approaches. Depending on the 
individual case, we have employed in- 
dividual, family and group psychother- 
apy; psychotropic medications (ranging 
from the amphetamines to the relatively 
new haloperidol derivatives); inpatient 
status on our child psychiatry service; 
specific training programs (e.g., special 
education, remedial training such as our 
central language disorder program), 
and long-range family guidance, The 
multiple treatment aspects of these 
“mixed cases” demands a multifaceted 
approach (for which one member of our , 
staff becomes responsible) lest the 
child and his parents get lost within the 
context of many professionals and pro- 
grams. In general our therapeutic philo- 
sophy for these emotionally disturbed 
and mentally retarded children (the 
“mixed cases”) has been: (1) cure for 
some (e.g., detection and definitive 
treatment of metabolic errors or crani- 
ostenosis); (2) treatment for many 
(e.g., psychotherapy and visual-hearing- 
speech remedial programs), and (3) 
habilitation for all (within the given 
child’s resources, plans are formulated 
for meaningful social and educational 
experiences with attention to vocational 
self-realization potentials). 
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The children with primary emotional 
disturbances were viewed as prime 
candidates for the outpatient or inpa- 
tient services of our child psychiatry 
unit. This transfer was facilitated by our 
close liaison with the child psychiatry 
staff. Again, the success of this transfer 
for augmentation of recommended care 
depends on the successful handling of 
the interpretation interviews. We have 
noted that the inclusion of the prospec- 
tive child's therapist in the initial inter- 
pretation interviews prior to transfer 
has been a positive influence for future 
parental cooperation and treatment 
goals. 


DISCUSSION 


There appears to be disagreement as 
to the relationships, types and fre- 
quencies of emotional disturbances in 
the mentally retarded child popula- 
tion.” 17 The differences seemingly in- 
volve concepts of the term “mental retar- 
dation,” the fluidity and incompleteness 
of the child’s development and the multi- 
ple theoretical interpretations pertain- 
ing to disturbed behavior in children. 

Our sample was taken from an outpa- 
tient clinic specifically established for the 
evaluation of young children suspected 
by a referral source to be mentally re- 
tarded. Although the frequency of emo- 
tional problems noted was high, rela- 
tively few types of emotional problems 
were observed. From the data already 
presented it is noted that 31 per cent 
of our total sample of 616 children dis- 
played prominent emotional problems. 
However, this percentage reflects two 
distinct groups of children in our group: 
the 25.3 per cent of the total project 
sample who were both mentally re- 
tarded and emotionally disturbed, and 
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the 6.5 per cent of the total proj 
sample who were emotionally disturb 1 
without mental retardation. These two 
distinct groups in our total proj 
sample will be discussed separately. 


with both mental retardation and emo- 
tional disturbance tended to cluster im 
A.A.M.D. etiological categories seven 
and eight, and they displayed a raf 
narrow band of the diagnostic specti 


the A.A.M.D. nomenclature have 
spiritedly debated as to whether 


ful debate underscores the symptomatic - 
nature of mental retardation since the 
etiological factors contained in these two 
categories (especially category eight) 
closely approximate the concept of 4 
final common pathway emerging from” 
diverse etiological factors. The high fre- 
quency of emotional problems noted 
these two categories is thus important - 
from both diagnostic and etiological 
viewponts. Diagnostically, one runs the- 
tisk of focusing on the emotional as- 
pects that are prominent to the ex- 
clusion of the role of the accompanying 
mental retardation. Or the mental 
fardation may be viewed as the singl 
operative factor without consideration 
and empathy for the child's emotional 
plight. We have termed these combined: 
diagnostic considerations (in the same 
child) as “mixed cases” and have been. 
most pleased by both the diagnostic. 
clarity that such a viewpoint produces 
and the specific treatment plans that - 
can be formulated for the child and his. 
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parents. Etiologically one must open his 
vistas to coexisting components such as 
the dynamic interplay between constitu- 
tional factors, validated cerebral trauma, 
the quality and quantity of mothering 
and more recent possible determining 
factors such as family crisis. 12, 14 

It is interesting to compare the fre- 
quency of emotional disturbances noted 
in this particular group of emotionally 
disturbed and mentally retarded chil- 
dren to the reported frequency of emo- 
tional disturbances in the under-eight- 
year general child population. An 
incidence of emotional disturbances of 
10 per cent has been reported for this 
age group in the general child popula- 
tion.15 18 Thus, our sample displayed 
a twofold increase over the expected in- 
cidence of emotional disturbances in 
children under age eight. The possible 
influence of the associated finding of 
mental retardation in these children on 
their susceptibility to emotional disturb- 
ances warrants further exploration. 

Turning now to the children who dis- 
played primary emotional problems 
without mental retardation, it is inter- 
esting to note both their frequency (6.5 
per cent of our total sample, and 22.5 
Per cent of the group of emotionally 
disturbed children noted) and the type 
of emotional disturbances observed. The 
relatively high frequency of primary 
€motional problems (one out of every 
16 children evaluated) prompts one to 
Wonder about both the parents' and the 
referral sources’ concept(s) of mental 
Tetardation in both developmental and 
behavioral aspects. The most commonly 
noted diagnostic entity in this group of 
children was the adjustment reaction of 
childhood. 

The parents of these children with 
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primary emotional problems tended to 
view their child’s behavior as secondary 
to physical pathology. It should be noted 
that the initial referral sources also 
shared this impression or suspicion of 
mental retardation in these children. As 
Work?" has written, many evalua- 
tion centers tend to apply similar unitary 
clinical hypotheses (“Something Wrong 
with his Brain," p. 219) to explain 
atypical behavioral syndromes in child- 
hood. These clinical diagnostic “habits” 
in conjunction with the high frequency 
of regressive and maladaptive behavior 
so commonly noted in the emotional 
disorders of childhood can lead to both 
parental and professional misconcep- 
tions of the child’s basic adjustment 
problems. 

The types of functional psychoses 
noted in this group were most interest- 
ing. One presented a classical clinical 
picture of early infantile autism, and 
the remaining were considered to rep- 
resent schizophrenic reactions of child- 
hood, The specific configuration of find- 
ings noted in the developmental history, 
clinical history and clinical examina- 
tion(s) of these psychotic children was 
striking and served to demarcate sharply 
these children from the other children 
in both this group of primary emotional 
disturbances, and in the other group 
who were emotionally disturbed and 
mentally retarded. 

Thus we note that these two groups 
of children (emotionally disturbed with 
/without mental retardation) confront 
the clinical team with quite different 
diagnostic and treatment tasks. These 
considerations with the mentally re- 
tarded child must take into account the 
concurrent emotional status of the child, 
and thus go beyond the tubric, “just an- 
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other retarded child," and its associated 
therapeutic nihilism.!? Indeed, recent 
theoretical contributions seriously ques- 
tion just what is mental retardation in 
the young child ?* and suggest therapeu- 
tic educational possibilities that may 
ameliorate the mental retardation it- 
self. 18 


FUTURE PLANNING 


As to future planning for mental 
retardation evaluation centers the fre- 
quency and types of emotional distur- 
bances noted in our study suggest Some 
possible guidelines. 

1. The need for a full clinical team 
evaluation of all children suspected 
to be mentally retarded is under- 
scored. The evaluation process 
must routinely assess emotional 
parameters. 

2. Having the evaluation done by a 
clinical team which has “built-in” 
procedures for comparison and dis- 
cussion of all findings not only 
improves the quality of the evalua- 
tion process itself, but stimulates 
clinical maturity of the team as a 
diagnostic and treatment group. 
Periodic reevaluations of a child, 
facilities for further inpatient study 
and treatment and ongoing family 
guidance efforts also fortify team 
unity and efficiency. 

3.It would appear that there is an 
increasing confluence of the fields 
of mental retardation and child 
psychiatry. The spectrum of mu- 
tual professional challenge ranges 
from the observed symptomatic 
nature of mental retardation to the 
Specific adaptational difficulties of 
these children and their parents. 


SUMMARY 


In 616 children younger than eight 
years of age who have been intensively 
studied as possible mental retardates a 
total of 191 (30.7 per cent) displayed 
emotional problems of a nature and 
extent to warrant a formal A.A.M.D. 
and/or A.P.A. diagnosis. Thus, nearly 
one of every three children who were 
evaluated displayed prominent psychi- 
atric problems. Those children with 
primary emotional disturbances (6.5 per 
cent) further underscore the need for 
routinely assessing emotional parameters 
in any child suspected to be mentally 
retarded. 

A full clinical team evaluation of 
these children results in specific diagnos- 
tic impressions that become meaningful 
therapeutic prescriptions. Treatment 
considerations have been discussed 
within the context of the mutual needs 
of both the children and their parents. 
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ACQUISITION OF OPERANT DIFFERENTIATION AND 
DISCRIMINATION IN INSTITUTIONALIZED 
RETARDED CHILDREN" 


BEATRICE H. BARRETT, Ph.D. 
Director of Behavior Research, Walter E. Fernald State School, Waverley, Massachusetts 


3 


A device for simultaneous measurement of free-operant response differentiation 
and stimulus discrimination demonstrated specific deficits in the two function- 
ally independent processes. A constant apparatus program revealed reliable 
individual differences in speed, sequence and efficiency of acquisition and in 
performance stability. Neither age, psychometric scores, verbal facility, nor 
duration of institutionalization accurately predicted individual performance. 
Continuum extremes were related to school progress. 


TS HAVE BEEN NO reports of 
laboratory investigations which sys- 
tematically follow the initial course of 
discrimination learning in individual 
mentaly retarded children. Early ac- 


clusion of subjects in later group ex- 
periments. Examples are found in the 
well known comparative studies of 
learning in normals and retardates by 


Es PARE Zeaman and House and their asso- 
quisition or "training" data are most  ciates.!" 16 With the more recent advent 


commonly used as a means of empiri- of free-operant investigations in this 
cally determining various criteria for in-  field,® 7. 14 "training" periods have 
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served to shape up behavior, to demon- 
strate schedule effects and to develop 
techniques for rapid production of 
stable baseline performances. In no in- 
stance has the focus been on individual 
patterns of acquisition shown in an ex- 
perimental environment which remains 
constant until stable performance is 
reached. 

The research reported here concerns 
the adequacy of a laboratory device for 
sensitively measuring individual be- 
havior patterns of institutionalized men- 
tally retarded children during acquisition 
of free-operant response differentiation 
and stimulus discrimination. Informa- 
tion on the widest range of retarded be- 
havior can be obtained only if the instru- 
ment is capable of continuous, reliable 
operation throughout the course of be- 
haviorally disturbed episodes for which 
many children have been institutional- 
ized. In addition, the device should be 
free from culturally determined effects, 
personal and theoretical bias, and lan- 
guage comprehension requirements. To 
be maximally useful in research on be- 
havior pathology, such a device should 
be sensitive to a variety of behavior pat- 
terns and should effectively distinguish 
degrees and types of functionally de- 
fined behavior deficits along a continuum 
from normal, efficient responding to 
severely defective behavior. 

Retarded individuals are so labeled 
because of limitations in the scope or in 
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the rate of development of their ability 
to acquire new response repertories. A 
sensitive laboratory measure should pro- 
vide ample opportunity for character- 
istic acquisition defects to emerge. Ex- 
amples of selected defective patterns in 
individual children were described 
earlier.? An overview of acquisition pat- 
terns within the total subject group is 
presented here. 


METHOD 
Experimental Enclosure 


Since the child's behavior changes are 
the focus of interest, potential unknown 
sources of distraction and recording 
errors are eliminated by use of an auto- 
matically controlled environment. A 
small cinderblock chamber, with mask- 
ing noise and a hidden periscopic ob- 
servation system ! contains a condition- 
ing panel which presents two lights, a 
plunger manipulandum beneath each 
light, and a reinforcement delivery tray 
inset to the right of the plungers 
(FIGURE 1).* 


Experimental Design 


Most discrimination tasks require the 
subject to respond to the “correct” 
stimulus with the “correct” response. 
Differentiation of responses is a prere- 
quisite assumed to be within the child’s 
repertory. Should the subject appear un- 
able to tell the stimuli apart, he may be 


Lindsley, Ph.D., Professor of Educa- 
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Ficure 1, Device for simultaneous measurement of differentiation and discrimination. 


considered to have defective discrimina- 
tion when his more basic problem, un- 
measured by conventional designs, may 
be a current inability to tell responses 
apart. Defects in either or both of these 
behavior processes may underlie some 
of the “learning” problems of retarded 
children. 

The behavior of some retarded chil- 
dren is characterized by marked vari- 
ability, both from day to day and from 
moment to moment. For this reason, a 
device which separately measures both 
response differentiation and stimulus dis- 
crimination in a single subject during 
a single session should disclose vari- 
ations and interactions which would be 


obscured by the subject’s behavior vari- 
ability if the processes were sequentially 
measured in successive sessions. 

A program for simultaneous measure- 
ment of response differentiation and 
stimulus discrimination 2: % 11.12 pre- 
sents the child with two stimulus con- 
figurations: left light on (C1), right 
light on (C2), alternating at one- 
minute intervals. The two plungers (M1 
and M2) may be pulled separately or 
simultaneously at any time. With two 
stimulus configurations and. two avail- 
able responses, four reflexes may be 
measured. 

Reinforcement—payoff—was pro- 
grammed for only one of these reflexes. 


d 
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Pulling the left manipulandum with the 
left light on (CIMI) was reinforced on 
a fixed-ratio 10 schedule; i.e., every 10th 
occurrence of CIM1 would produce a 
penny or a piece of candy. (There was 
a random mixture of one penny to every 
six candies.) The other reflexes, CIM2 
(right manipulandum responding with 
left light on), C2MI (left manipulan- 
dum responding with right light on), 
and C2M2 (right manipulandum re- 
sponding with right light on), were 
programmed on extinction; ie. they 
never produced candies or pennies. 
Since the purpose was to reveal rather 
than to eliminate deviant or unusual re- 
sponse patterns, no reflex attenuation 
procedures were used in this phase of 
the research. Reflexes were functionally 
recorded by separate tallying and cumu- 
lative recording of each plunger opera- 
tion with respect to the light configura- 
tion under which it occurred.* 

By programming payoff for only one 
reflex, we are able to separate the proc- 
ess of response differentiation (telling 
the plungers apart) from the process of 
stimulus discrimination (telling the lights 
apart) and to describe these processes 
functionally in terms of a subject's be- 
havior patterns. (See diagram of func- 
tional description.2) The presence of 
both response differentiation and stimu- 
lus discrimination is indicated by a high 
C1MI rate, with little or no emission of 
the reflexes which do not pay off. Ab- 
sence of response differentiation is 
shown by the child who continues to 


* Counters tallied the 
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pull both plungers, but the same child 
may demonstrate discrimination by pull- 
ing them only when the left light (C1) is 
on. If he pulls only the left plunger irre- 
spective of which light is on, he has 
formed a response differentiation but is 
not discriminating the lights. If he has 
formed the differentiation and the dis- 
crimination but continues to pull the 
right plunger when the right light is on, 
he is limited by excessive reflex general- 
ization. 


Subjects 


Initial subject selection was guided by 
the related strategies of individual dif- 
ferentiation and functional calibration. 
To be maximally useful in defining pat- 
terns of deficit, our device should be 
capable of distinguishing among indi- 
viduals within a recognized deficit popu- 
lation considered to be relatively homo- 
geneous by other less sensitive criteria. 
In selecting an institutionalized popula- 
tion, we sought maximum deficit as de- 
fined by society’s consignment to a 
special, segregated environment, The 
uniformity of the immediate surround- 
ings for most residents, the absence of 
multiple-agent, intensive treatment and 
training, and the practice of long-term 
institutional residence provided some ap- 
proximation of environmental control 
not found in the community. 

To determine if our method could 
pick up behavioral differences within a 
group of institutionalized retarded chil- 


se under each light condition (i.e., CIMI, 
tes of each of these reflexes were auto- 
rders, The cumulative response recorder 
plunger-operation moves the recording 
es have been recorded, the pen automati- 
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dren, we selected 25 residents repre- 
senting a wide range of medical diag- 
noses, ages (7 to 20 years), psycho- 
metric scores (IO 33 to 81, MA 2-11 
to 10-6), educational levels, verbal 
skills, institutional ward placements, and 
durations of  institutionalization (2 
weeks to 11 syears). Included in the 
group were two sets of siblings, each 
representing a subgroup with remark- 
able homogeneity of medical, social, be- 
havioral, educational and demographic 
features. Also included were a number 
of children on anticonvulsant medica- 
tion.* Two noninstitutionalized, non- 
retarded children, ages 4 and 6, were 
included to define the normal end of the 
behavioral continuum. 


Procedure 


Each child had individual, one-hour, 
weekly sessions. At this stage of the re- 
search, since we were not concerned 
with “shaping” nor with the effects of 
instructions or demonstrations, a child’s 
introduction to the experiment was 
minimal. He was shown the two plungers 
and the candy-delivery aperture, and he 
was told that he could learn how to work 
the machine to get candies and pennies 
which he could keep. He could start 
when the lights went on and he could 
continue until the machine shut off. No 
further explanation was given, the ex- 
perimenter departed, and the experi- 
mental room was locked until the hour 
was up. If by the end of 10 minutes a 
child had not operated one of the 
plungers, he was reminded that he 
would have to “work” on the machine 
for his candies.+ 


* A more detailed desi 
+ In two cases with 
manipulanda and he w. 


cription of these children 
questionable motor control, the child’s 
as shown how to pull it while the app: 


OPERANT DIFFERENTIATION AND DISCRIMINATION 


Each child continued his weekly ses- 
sions under the previously described 
program of differential reinforcement, 
until his performance had stabilized 
over a number of sessions. No experi- 
mental changes were introduced against 
the moving baselines developing during 
acquisition. The number of experimental 
sessions for each child was determined 
by his session-to-session reflex stability 
irrespective of the nature or amount of 
acquisition that had occurred. 


EXPLORATORY RESULTS 
Case Illustration 


To facilitate interpretation of the 
summarized data, we present the cumu- 
lative records of the first five experi- 
mental sessions (ES 1—5) of one re- 
tarded child (FIGURE 2). These records 
illustrate the recording system; the 
functional description of both response 
differentiation and stimulus discrimina- 
tion; and the gradual, regular develop- 
ment of maximally efficient performance. 
Throughout his first experimental ses- 
sion (ES 1) this boy pulled the 
plungers randomly during both light 
conditions; thereby he showed that he 
neither differentiated the plungers nor 
discriminated the regularly alternating 
light configurations. During sessions 2 
and 3 his reinforced reflex (CIM1) 
rate increased while his C1M2 rate suc- 
cessively decreased to almost zero; thus, 
he was telling the plungers apart. The 
zero C1M2 rate, concurrent with the 
high reinforced reflex rate maintained in 
Sessions 4 and 5 shows the stability of 
his response differentiation. Although 


appears in Barrett & Lindsley, 1962.2 
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eventual cessation of overgeneralization. Hatch marks. i 
for every tenth M1 operation under the C1 condition. Independent recording from each 


plunger (M1 and M2) occurs separately under each of the light configurations (C1 and C2). 


the C2M1 rate had been slowly decreas- that this boy showed he had discrimin- 
ing relative to the reinforced CIMI ated the light configurations. However, 
rate, it was not until the fourth session he was still overgeneralizing (pulling the 
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plunger under the light) as indicated 
by his still relatively high C2M2 rate. By 
the middle of the fifth session, it was 
clear that he had formed the discrimina- 
tion and that he had stopped over- 
generalizing: his C2M2 rate dropped to 
zero. The fact that he maintained this 
high level of efficiency throughout an- 
other five sessions (records not shown) 
indicates the clear stability of these 
processes in this child and assures that 
our conclusions about him are based on 
reliable behavior patterns. 

The above sequence, beginning with 
undifferentiated behavior and  suc- 
cessively showing differentiation of the 
plungers, followed by discrimination of 
the lights, and finally cessation of over- 
generalization, is that shown by normal 
adults within the first 20 minutes of 
working for nickels under the same ex- 
perimental conditions.” 


INITIAL STATE EINAL STATE 
c ce Ca ce 
Mi M2 Ml M2 Mi M2 M1 M2 


Ri 
32) 
a) 
ul 


aL AAAA 3 


——— n) 


Cen ed PAV AS 3 A w 


Hu a) 


—-—— (2) 
Dae 4 Vans, Dem 
5 eddy 
—————————m 

FIGURE 3. Initial nondifferential behavior 
patterns (A-D) and their final states of differ- 
entiation and discrimination (1-5). Solid lines 
under Initial State represent initial reflex rates 
during the first 10 to 20 minutes of the first 
session. Arrows and dashed lines indicate the 
direction and relative amount of change which 
occurred before the end of the first hour. Un- 
der Final State, solid lines represent the most 
stable reflex rates over at least five consecutive 
Sessions. Dashed lines and arrows show the 
relative amount and direction of variability in 
certain reflex rates of Some subjects, 
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FiGURE 4. Initial differential behavior pat- 
terns (E-H) and the terminal performances 
developed from each (2-6). Solid lines, ar- 
rows, and dashed lines are used as in Figure 3. 


Summary of Operant Data 


The initial and final performances of 
all subjects are summarized in FIGURES 
3 and 4. Stylized cumulative records of 
each of the four reflexes (CIMI, 
C1M2, C2M1, and C2M2) are cate- 
gorized according to the patterns (A 
through H) shown during the first ex- 
perimental session (Initial State). The 
final states shown by children with each 
initial state are numbered to represent 
six types of asymptotic acquisition: (1) 
normal differentiation and discrimina- 
tion without overgeneralization, (2) dif- 
ferentiation and discrimination accom- 
panied by excessive generalization, (3) 
differentiation without stable discrimina- 
tion, (4) discrimination without differen- 
tiation, (5) nondifferential behavior, 
and (6) “shirking” or cessation of 
plunger pulling. Bracketed numbers in 
the last column indicate the number of 
Subjects who showed each type of final 
performance. 

Since no other data of this nature 
were available on retarded behavior, the 
criteria of performance stability were 
empirically developed as the data un- 
folded from individual children during 
Successive weeks. The device was pro- 
grammed to define differentiation and 
discrimination functionally as relation- 
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ships between the rate of the reflex that 
pays off (C1M1) and the rate of each 
of the reflexes that do not.? This sum- 
mary focuses on changes in relationships 
among rates rather than on absolute 
reflex rates. 

Full acquisition of a given process, 
e.g., differentiation, was reached when 
the difference between the CIMI pay- 
off operations and the C1M2 operations 
was 80 per cent or more of their total 
for each of at least five consecutive ses- 
sions. If more than 25 per cent of a 
child's total CIMI and CIM2 opera- 
tions occurred as C1M2 (nonpayoff) 
plunger pulls, he was not considered to 
have demonstrated response differentia- 
tion. With children showing consider- 
able session-to-session variability in any 
of the three processes, the number of 
sessions was extended to obtain a more 
reliable sample of their fluctuations. 

Initial — Nondifferential Behavior. 
Eighteen (72 per cent) of the retarded 
children and both normal children 
initially emitted all four reflexes at 
similar relative rates. Within this group, 
four distinctly different patterns de- 
veloped before the end of the first ses- 
sion. These patterns (FIGURE 3) will be 
described and their relationship to final 
acquisition will be discussed. 

Five retarded children and both 
normals maintained the reinforced re- 
flex while all three nonreinforced reflex 
rates were markedly reduced or absent 
during the last 15 to 25 minutes of the 
first experimental session. This rapid ac- 
quisition of differentiation and dis- 
crimination (Initial State A in FIGURE 
3) resembles the performance of normal 
adults working for nickels under identi- 
cal conditions.’ Three of these retarded 
children and both normals further im- 
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proved their performance efficiency 
through six subsequent hours (Final 
State 1). Thus, their acquisition dur- 
ing the first experimental hour was con- 
sistent with that shown during subse- 
quent hours. 

Two retarded children, whose first- 
hour performances showed apparently 
normal, rapid acquisition of differentia- 
tion and discrimination, did not main- 
tain this pattern. One child learned to 
differentiate without overgeneralizing by 
his seventh hour. Although he acquired 
and maintained stable discrimination 
from the third through the fourteenth 
session, slow loss then began to occur 
without recovery in 16 subsequent hours 
(Final State 3, representing fluctua- 
tion in C2M1 rate). The other child 
stopped overgeneralizing in the third 
session, but his behavior was subject to 
occasional loss of differentiation. His in- 
itial level of discrimination was slowly 
lost and not permanently regained in 34 
hours (Final State 3, 4—a combination 
of patterns 3 and 4). 

Rapid acquisition of discrimination 
without differentiation (Initial State B) 
was shown by one retarded child. Al- 
though this subject eventually reached 
complete acquisition of both differen- 
tiation and discrimination without ex- 
cessive generalization (Final State 1) 
after 25 hours, the sequence of ac- 
quisition could not have been predicted 
from his first hour. Despite early signs of 
rapid discrimination without differentia- 
tion, maximal performance stabilized in 
the reverse order. 

Rapid differentiation and discrimina- 
tion limited by excessive generalization 
(Initial State C) was shown during the 
first hour by two retarded children. Al- 
though one of these children managed to 
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stop overgeneralizing by the fifteenth 
session, his initial progress toward dis- 
crimination became markedly variable 
from session to session throughout the 
next 30 hours. 

Ten retarded children (40 per cent) 
showed relatively high behavior output 
but no acquisition (Initial State D) dur- 
ing the first hour. All four reflex rates 
remained substantially nondifferential 
throughout the first hour. Two of these 
children began to show differential rates 
by the third hour and eventually ac- 
quired the differentiation and the dis- 
crimination (Final State 1), one child 
in five hours of slow but very regular 
progress (FIGURE 2), and the other in 
19 hours of erratic progress. 

One child gradually formed the dis- 
crimination in nine hours through suc- 
cessive reacquisition at the start of each 
session. However, in 17 hours she had 
not differentiated the two manipulanda 
(Final State 4). Her characteristic pat- 
tern was rapid, simultaneous pulling of 
both manipulanda only under C1. 

Seven of the children who showed 
nondifferential behavior throughout the 
first experimental session (28 per cent 
of the total group) retained this pattern 
without change for as long as 16 hours 
(Final State 5). They showed no evi- 
dence of forming either the plunger dif- 
ferentiation or the light discrimination, 
but their high rates indicated adequate 
motivation. Included in this group were 
two children who demonstrated an in- 
itial and persistent stereotypy of pulling 
the two manipulanda in regular alterna- 
tion regardless of the light conditions, 

_The normal pattern of initial non- 
differential behavior characterized the 
majority (72 per cent) of these retarded 
subjects, Rapid acquisition of either dif- 


ferentiation or discrimination or both 
was shown by eight (32 per cent) of the 
retarded subjects within 35 to 45 
minutes of the first session. However, 
subsequent fluctuations and/or losses, 
which occurred in most cases, required 
from 3 to 30 hours to reveal a final 
stable baseline which, in many cases, 
was not related to performance during 
the first hour. Six children in this group 
(24 per cent of the total) eventually ac- 
quired differentiation and discrimination 
without overgeneralization (Final State 
1). Of these children, five showed the 
clearly definable acquisition sequence 
shown by normal subjects: response dif- 
ferentiation first, stimulus discrimination 
second, and gradual elimination of ex- 
cessive generalization as the last phase 
of acquisition. 

Initial Differential Behavior. Seven 
(28 per cent) of the retarded children 
showed behavior marked by differential 
reflex rates, immediately evident during 
the first few minutes of the first hour 
(Initial States E through H in FIGURE 
4). The most striking was the prepotent 
pattern of pulling only the plunger under 
the light (Initial State E) at very high 
rates. In as many as seven sessions, the 
only acquisition shown by these four 
subjects was rate increase. Under the 
contingency arrangements commonly 
used in two-manipulanda, successive- 
discrimination experiments, these chil- 
dren would have shown a pattern inter- 
Preted as immediate acquisition of 
discrimination. 

Another deviant pattern was pulling 
Primarily one manipulandum at very 
high rates irrespective of light con- 
ditions (Initial State G). The only child 
who displayed this initial behavior de- 
veloped a pattern frequently found in 
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chronic psychotic adults.) After the 
first hour of high-rate responding 
primarily on M1, his behavior dropped 
off so sharply that from the fourth hour 
on, no reinforcers were earned (Final 
State 6). This subject was the only child 
who displayed clinically evident psy- 
chotic symptoms. 

The most unexpected initial per- 
formance (H) was that of pulling at 
high rates predominantly with the right 
hand on the right manipulandum (M2, 
which never earned candies) by a child 
with residual right hemiplegia. Although 
the dominance later shifted to the payoff 
manipulandum, this child also developed 
a double pulling pattern in which she 
persistently worked against her handicap 
on a plunger which never paid off. In 
17 hours the rate of simultaneous pull- 
ing under C1 eventually declined, but in 
33 hours it had not permanently dis- 
appeared. 

Not one of the children showing in- 
itial differential behavior reached the 
maximally efficient final performance 
state. In contrast with initial nondif- 
ferential patterns, the initial presence of 
differential behavior in these children is 
associated with continuing deviance and 
limited acquisition. Their prepotent be- 
havior patterns, generated outside the 
laboratory, are remarkably resistant to 
modification by differential reinforce- 
ment. In addition, it seems that an ap- 
parent motor handicap does not neces- 
sarily preclude use of the impaired limb 
in this particular low response-force 
(300 gm.) free-operant situation. 


Functional Definition of 

Reinforcement jor Nonlearners 
Throughout the above, we have re- 

ferred to a variety of behavior reactions 
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under exposure to a pattern of differen- 
tial “reinforcement.” Those children 
who show clear evidence of stable dis- 
crimination (Final States 1 and 4) have, 
by definition, demonstrated that their 
behavior is controlled by the differential 
availability of candy and pennies under 
the two light conditions. Qut of the total 
group, only 7 (28 per cent) clearly dem- 
onstrated by their acquisition patterns 
that the candy-penny mixture was func- 
tioning as a reinforcing consequence. 
Although most of the other children 
maintained substantial output under the 
conditions programmed, this fact alone 
gives no clear indication that their high 
rates were a function of the programmed 
consequence. 

An operant reinforcer is functionally 
defined by its demonstrated control of 
behavior. In 72 per cent of our children, 
and most particularly the 32 per cent 
who persisted in nondifferential lever- 
pulling, the data summarized in FIGURES 
3 and 4 present no empirical basis for 
claiming that their plunger-pulling move- 
ments were generated or sustained by 
delivery of candy and pennies. In addi- 
tion, these data show no evidence that 
these 18 children have discrimination 
deficits until we have determined what 
sustains their behavior on our device. 
We can not properly use the term "re- 
inforcer" until we have empirically tested 
its operant function of behavior control. 
Since individual preferences for different 
reinforcers vary greatly, the function 
of a given agent should be tested indi- 
vidually on each child. 

Subsequent individual analysis was 
undertaken to determine whether the 
candy-penny mixture was functioning as 
a reinforcer for those children who 
showed no acquisition (Final State 5). 
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The most direct evidence of the "effect" 
of a variable necessitates its withdrawal 
and subsequent re-presentation. The op- 
erant function of a response-contingent 
consequence is tested by programming a 
period of total extinction followed by 
reconditioning or reinstatement of the 
original reinforcement conditions. 
FiGURE 5 illustrates the typical result 
of reinforcer-testing in our retarded non- 
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learners. This boy's random pulling of 
both plungers, irrespective of light con- 
ditions, throughout the first experimental 
session (Initial State D) persisted with- 
out change throughout seven consecutive 
sessions. However, his total reflex out- 
put increased during these sessions from 
1,000 to more than 5,000 plunger oper- 
ations per session, and his payoff rate 
(C1M1) from approximately 200 to 1,200 


|< REINFORCEMENT +/+ EXTINCTION ——+rl— REINFORCEMENT ——— 


5000} 


3000 


T 


RESPONSES PER SESSION 


2 MONTH EXPERIMENTAL INTERRUPTION 


o=o Toto! R/ 
eas CIMi/sl 


FIGURE 5. Functional d. 


5 10 15 
EXPERIMENTAL SESSIO 


T- 
20 


NS 


25 


RCE 


- efinition o i i P : 
only increased rate of nondifferential r A pedal reinforcer in a retarded child who acquired 


zl 


"V 


— 


BEATRICE H. BARRETT 


per session. The mere fact that his rate 
increased and that candies and pennies 
were earned by some of his plunger- 
pulling is no assurance that any func- 
tional relationship exists between these 
variables. He may just as likely have 
been responding for some unknown 
(nonprogrammed) consequence, such as 
the smile of a technician or the trip to 
the laboratory. 

The following 10 sessions (8 through 
17) were programmed on total extinc- 
tion. When no candies or pennies could 
be earned, this boy's output slowly de- 
creased until, by session 13, he emitted 
only 61 C1M1 plunger operations. After 
a two-month experimental interruption, 
the rate increase in session 14 gave clear 
evidence of spontaneous recovery, with 
rapid decrease in rate during the subse- 
quent three sessions. Following extinc- 
tion, re-reinforcement (beginning in ses- 
sion 18) produced a rate in excess of 
7,000 per session (higher than any pre- 
vious hourly output) and a median out- 
put of 4,895 per session for the next 
seven sessions. 

This empirical test demonstrated that, 
although no differentiation or discrimi- 
nation acquisition occurred, the candy- 
penny mixture Was functioning as à 
powerful reinforcer to control this boy's 
high behavior output in a very lawful 
manner. Similar results Were obtained 
with the other children showing the final 
no-acquisition state. For these particular 
children, the two plungers were func- 
tionally one, and there was no functional 
difference between the two light con- 
figurations. However, we cannot attrib- 
ute their deficits in response differentia- 
tion and stimulus discrimination to an 
inadequate reinforcer. 


873 


Relevant Nonoperant 
Observations 


Since the majority of social, medical, 
psychometric, and demographic data 
have not yet proved successful in pre- 
dicting how individual retarded children 
learn, we did not design this stage of the 
research to examine the ‘operant behav- 
ioral correlates of nonoperant variables. 
To provide the number of subjects re- 
quired for an extensive statistical analy- 
sis, we would have had to sacrifice the 
intensity required for eventual experi- 
mental analysis of each child's acquired 
performance levels. However, in seek- 
ing clues to the potential heuristic value 
of our measuring device, we inspected 
some available institutional data. 

When grouped according to initial 
and final behavior patterns (TABLE 1), 
the extent of overlap in the ranges of 
age, psychometric scores, and duration 
of institutionalization are so great that 
none could adequately predict or explain 
the operant acquisition data. Only a few 
suggestive descriptions emerge. Those 
children showing jnitial differential be- 
havior and those who acquired the dif- 
ferention and the discrimination but con- 
tinued to overgeneralize tend to be 
among the older children in the total 
group. Also, the latter group does not 
score as low in MA as the other sub- 
groups. While some loose relationship 
to IO may be suggested by the progres- 
sive decreases in median score for the 
Final State subgroups 1 through 6, here 
again the extent of overlap in ranges 
precludes definite statement. 

Diagnosis, ward placement, and extent 
of verbal behavior were unclearly re- 
lated to operant behavior patterns. Four 
siblings whose charts reported no posi- 
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Table 1 


AGE, PSYCHOMETRIC, AND INSTITUTIONALIZATION DATA DESCRIBING INITIAL AND FINAL 
i ACQUISITION STATES OF 25 RETARDED CHILDREN 


C.A. (Yrs.) M.A. (Yrs.) ) 0 d Duration of Instit. 
Initial state N MDN. Range MDN. Range MDN. Range MDN. Range 
id | i j LAU 
S oe 8 9.5 7-15 6.4,3.0- 8.2 60.5 52-72 2.5 2Wks.- 7Yrs. 
Undiff. behavior E 
TD) | 10 11.5 7-17 5.0 2.9-9.0 49.0 33-69 6.0 2Wks.-11 Yrs. 
Initial diff. behav. f 
(E-H) 7 14.0 10-20 6.3 3.1-10.5 59.0 34-81 3.0 2Wks.- 8 Yrs 
Final state i 
1 6 9.5 7-15 7.0 3.6-9.0 66.5 52-72 2.5 2Wks.- 8Yrs. 
2 5 15.5 13-20 8:3 7.8-10.5 62.0 59-81 2.0 2 Wks.- 7 Yrs. 
3&4 5 10.5 7-12 4.9 3.0-7.3 56.0 44-65 3.0 1Yr. 8 Yrs. 
S 8 10.5 7-17 4.8 2.9- 5.5 44.5 33-67 6.0 2Wks.-11 Yrs 
6 1 15.0 4,7 34.0 8.0 


* Primary Binet L. 


tive medical findings showed patterns 
ranging from state 1 to state 5 in final 
acquisition, thus overlapping most cate- 
gories shown by children with varieties 
of medical diagnoses.? Formal diagnoses 
on the only child exhibiting the most 
severely defective pattern (Final State 
6) associated with severe chronic psy- 
chosis * 14 contained no mention of his 
psychiatric status. One year after our 
initial study reported here, his psychotic 
condition became evident to the per- 
sonnel of his dormitory. 

Ward placement and general level of 
verbal behavior also overlapped among 
the categories of initial and final states. 
However, neither of these variables was 
systematically studied. Clear-cut criteria 
for ward placement were not obtainable. 
Early efforts to get oral and gestural re- 
ports from each child on what he did 
during each session in the experimental 
room, e.g., which plunger(s) he pulled, 
what the lights were for, etc., resulted in 
wide intrasubject variability from ses- 
Sion to session and a broad range of re- 
plies that most often bore no relation- 
ship to what a given child actually did. 


School progress was checked inform- 
ally through brief interviews with the 
teachers of children showing selected 
behavior patterns. Although no attempt 
was made to rate the teachers’ verbal 
reports, the ends of our laboratory-de- 
fined behavior continuum were clearly 
associated with teachers’ global state- 
ments of classroom progress. Our sub- 
ject showing the most regular and stably 
maintained acquisition (FIGURE 2) pro- 
Bressed two grade levels in one academic 
year. The child in our group who per- 
sisted in the longest period of completely 
random, nondifferential behavior was 
Said to have made no progress during 
three years in the same class. Shortly 
after this phase of our study, he was 
dropped from the School program. 

Four of our subjects persisted in ex- 
tremely low-rate behavior (less than 300 
tesp./hr.). Subsequent analysis ^ dem- 
onstrated that their low rates were not 
due to a weak reinforcer. A check of 
their histories and current treatment re- 
vealed that all four children in our group 
who persisted with rates below 300 per 
hour following the first Session were on 
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anticonvulsant medication. (usually Di- 
lantin and phenobarbital), some since 
infancy or early childhood despite ab- 
sence of convulsions for many years. 
Three other children on anticonvulsants 
emitted higher-rate behavior. None of 
the 18 children without anticonvulsant 
medication showed the low-rate pattern. 
Only one child initially refused to re- 
main in the experimental room with the 
door closed and locked. During his first 
two sessions the door was left slightly 
ajar with no apparent distracting effects 
on his operant behavior. Toward the 
end of the third session this child was 
interrupted by an older boy who entered 
the room, shoved him out of the way, 
and proceeded to operate the machine 
for what our subject would otherwise 
have earned, Following this intrusion, 
our subject requested that the door be 
locked during subsequent sessions. 


IMPLICATIONS AND CONCLUSIONS 


An instrument reliable enough to per- 
mit detailed, automatic measurements 
on each retarded child continuously 
throughout his course of acquisition has 
revealed a number of behavior charac- 
teristics pertinent to both the methodol- 
ogy of laboratory behavior analysis and 
to the design of evaluation and training 
procedures. Ideally, laboratory analysis 
and practical application should mutually 
nurture each other’s progress toward in- 
creased specificity and effectiveness of 
behavior description and techniques for 
its modification. The following sections 
will suggest some of the implications of 
our initial findings both for the remedi- 
ally-oriented experimental researcher 
and for the experimentally-oriented (em- 
pirically-oriented) habilitator of retarded 
children. 
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Characteristics of Retarded 
Discrimination Acquisition 

Variable acquisition time and course. 
Retarded learning is most often described 
as "slow." The implication is that speed 
of acquisition is the primary dimension 
distinguishing the acquisition process of 
the retarded child from that of the more 
nearly average child. Accordingly, the 
training of such children is most often 
a geared-down, diluted version of what 
the average child of younger chronologi- 
cal age can handle. The expectation is 
one, of uniformity in level of perform- 
ance, both intrasubject across tasks and 
intersubject on the same task. This no- 
tion has been amply supported by refer- 
ence to the usual absence of "scatter" 
in the performance of retarded subjects 
on single time-sample standard tests of 
general intelligence. It has not been sup- 
ported by unbiased, careful observation 
of the daily behavior of retarded chil- 
dren or by the exceptionally high sub- 
skills so frequently overlooked in many 
members of the adult retarded popula- 
tion.'? 

To describe retarded learning as 
“glow” is to mask a wide range of highly 
varied behaviors with convenient over- 
simplicity. Only one child (RC1 FIGURE 
2) in our group of 25 displays the 
gradual, orderly, but very slow progres- 
sion traditionally represented by the 
negatively accelerated learning curve 
fitted to averaged group data. Multiple, 
continuous measurements disclose 
marked intersubject differences in both 
the course and the final level of acquisi- 
tion. Some retarded children acquire the 
maximally efficient final state as rapidly 
as normal “average” adults. Others show 
high and stable behavior output but no 
acquisition in 30 hours of exposure to 
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the same training contingencies. Between 
these extremes are children who form 
the differentiation, the discrimination or 
both within a wide range of acquisition 
times. Neither verbal facility, psycho- 
metric score, age, nor duration of institu- 
tionalization can predict either the final 
performance levels or the time required 
by individual children to reveal their 
own enduring performance characteris- 
tics. 

Varied sequences of reflex formation 
occur during the course of acquisition. 
Many children display marked irregular- 
ities in rate of reflex formation. Nonre- 
tarded adults and children acquire the 
response differentiation first, followed by 
discrimination of the differences between 
the light configurations, and, last, con- 
trol of overgeneralization. Although 
many of our retarded subjects follow this 
acquisition sequence, 20 per cent deviate 
from the expectation derived from “nor- 
mal" data. Some suffer apparently spon- 
taneous losses of various durations, with 
and without recovery, before reaching a 
final state.? 

Wide intersubject differences in ac- 
quisition time within the constant, auto- 
matically controlled environment par- 
allel the individuality of progress made 
by retarded children in training and edu- 
cational environments. Provision for a 
wide range of individually different learn- 
ing rates has long been stressed in dis- 
cussions of teaching methods and cur- 
riculum design for nonretarded but 
otherwise. specifically handicapped chil- 
dren. The extremes demonstrated within 
our group of retarded children suggest 
even greater need for individualized 
training expectations of and techniques 
for students from the retarded popula- 
tion. On certain tasks some retarded 


children acquire the performance level 
of normal adults even more rapidly than 
average children of the same age. Unless 
their teachers observe and differentially 
respond to the nonretarded and even 
superior aspects of their performance, 
their potential competence in specific 
subareas may remain undeveloped due 
to neglect. Other children whose behav- 
ior appears unmodifiable may either be 
truly very “slow,” and thus require spe- 
cial environmental modifications, or 
may demonstrate extreme irregularity in 
their protracted course toward a well 
defined performance level. If prema- 
turely terminated in a training or inves- 
tigative program, the level of their event- 
ual performance never will be known. 
Age, quality of verbal behavior, and 
psychometric scores are risky selection 
criteria which may well exclude children 
capable of performing well beyond the 
expectations traditionally associated with 
norms derived from data on nonretarded 
children. 

Unreliability of Initial Behavior Pat- 
terns. A child's initial pattern and rate 
of change do not predict the course or 
final state of his performance. Con- 
Versely, we cannot assume a common 
initial state from similar final perform- 
ance characteristics. A number of chil- 
dren who appear to show rapid acquisi- 
tion during the first hour of conditioning 
subsequently develop variable patterns, 
inconsistent with their initial progress. 
Some children who achieve the most effi- 
cient pattern of final performance start 
With no evidence of acquisition through- 
out their first hour. Although the pres- 
ence of differential behavior from the 
outset is associated in these data with a 
truncated upper limit of final perform- 
ance, here again the initial patterns of 
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three out of the seven children in this 
subgroup are not clearly related to their 
eventual performance efficiency. 

Observant teachers and clinicians have 
long commented on the dangers of edu- 
cational placement and remedial treat- 
ment based on the brief evaluations so 
common in psycho-educational assess- 
ment practice. Our data underscore the 
need for a more intense, long-term, in- 
dividual evaluation of retarded behavior 
under conditions which provide ample 
opportunity for each child's abilities and 
deficits to emerge, to be objectively re- 
corded, and to be appraised with respect 
to their demonstrated modifiability un- 
der specified conditions, rather than 
their static level at initial assessment. 
Quite clearly, the modifiability of their 
behavior is not predictable from a brief 
assessment of their current behavior 
repertory. 

While most teachers of retarded chil- 
dren have learned to withhold appraisal 
of a child's behavior pending its stabili- 
Zation over an extended time, the re- 
searcher frequently neither familiarizes 
himself with the teacher’s practices nor 
questions the reasons for them. Selection 
and evaluation of children for research 
purposes are routinely based largely on 
short-term exposure to pretraining tasks, 
brief pretests, and/or psychometric 
Scores. Our data suggest that short-term 
criteria for selection may result in train- 
ing results that are confounded with the 
Subject’s natural course of acquisition. 
By excluding children who show no im- 
mediate acquisition, one risks omitting 
a number of the most efficient learners. 
If only the children showing rapid ac- 
quisition are selected, their subsequent 
highly variable patterns may create suf- 
ficient “noise” to cancel out the potential 
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effects of training variables. Although 
initial differential responders may ap- 
pear already well equipped with the be- 
havior components necessary for a spe- 
cific task, these children may turn out 
to be among the most resistant to dif- 
ferential reinforcement. Also, the pres- 
ence of prepotent behavior patterns 
could confound results in multiple- 
response situations designed on the as- 
sumption of equally distributed response 
probabilities. 

Instability of ‘Acquired Behavior. In 
addition to individual differences in time 
and course of acquisition, the range of 
final performance stability differs mark- 
edly among retarded children. The ma- 
jority of our subjects eventually acquire 
enough stability in their relative rates of 
reinforced and nonreinforced reflexes to 
make their behavior patterns readily pre- 
dictable from session to session. How- 
ever, temporary variations occurring 
within hourly sessions are more the rule 
than the exception, not only during ac- 
quisition, but also as an enduring fea- 
ture of eventual performance efficiency. 
Some children with repeated sessions of 
generally nondifferential reflex rates may 
cease emitting a nonreinforced reflex for 
10 to 15 minutes or even a good part of 
an hour, only to resume its emission 
after a temporary hiatus. Other children 
who may emit only the reinforced reflex 
for 45 minutes or even an hour or two 
may relapse into temporary episodes of 
emitting any one or more of the non- 
reinforced reflexes. If a child is provided 
with a sufficient number of sessions, the 
variability in most of our retarded sub- 
jects is eventually reduced to intersession 
differences in relative rates of less than 
20 percentage points. However, some 
children continue to show marked intra- 
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session variability and intersession dif- 
ferences in relative rates exceeding this 
range. Although their discrimination and 
differentiation patterns are variable, each 
child's range of variability eventually be- 
comes stable. 

To determine the most reliable (pre- 
dictable) pattern of naturally acquired 
performance, it is necessary to “wait 
out” each child until his own range of 
variability becomes clear. Children with 
the widest range of session-to-session 
variability necessarily require the great- 
est number of sessions to reveal their 
naturally developed asymptotes and thus 
to define individually their maintenance 
baselines of previously acquired behav- 
ior. 

Thus it appears that brief periods of 
differential behavior emission rates may 
be quite deceptive in the functional defi- 
nition of a reliable versus a transient be- 
havioral state. A retarded child who 
today may initially respond without er- 
ror on a given task may show errors on 
the same task tomorrow or even later 
today. Short samples of performance, 
commonly employed in assessment and 
selection procedures, are thus likely to 
yield unreliable information on the spe- 
cific abilities of many retarded children. 
Performance increments under repeated 
exposure to criterion tasks and individ- 
ual test items will disclose an often 
higher and always more reliable level of 
behavior competence than is yielded by 
a single presentation. Simple repetition 
of test items may reveal changes in scores 
Similar to those obtained with “coach- 
ing” and other training techniques whose 
apparent effects may be confounded 
with natural acquisition that might have 
occurred in their absence, 

In the classroom, repeated checking 


of previously generated behavior may 
confirm our finding that the variables 
sufficient for acquisition to occur are 
not always sufficient to sustain the ac- 
quired behaviors. A child who learns 
certain behaviors under one set of condi- 
tions may require a different combination 
of variables to maintain those behaviors. 
After initial learning, some children may 
perform more accurately without all the 
trappings considered necessary for their 
instruction. On the other hand, many 
retarded children may need additional 
“props” to sustain their use of newly ac- 
quired behaviors. It has been amply 
demonstrated in research on small ani- 
mals that behavior acquisition and main- 
tenance require different conditions. As 
an example from research on humans, 
one of our retarded subjects (RC 16) 
reported earlier? acquired no differen- 
tial behavior pattern until he was rein- 
forced for every third, rather than every 
tenth, “correct” reflex emission. Once 
having acquired both differentiation and 
discrimination without overgeneraliza- 
tion under a very small reinforcement 
Tatio, he was later able to maintain effi- 
cient responding under a more inter- 
mittent schedule of reinforcement. The 
implications of these findings for the 
prosthesis of retarded behavior have been 
discussed by Lindsley.12 

In the methodology of laboratory re- 
search, selection of suitable criteria of 
stability in ongoing behavior often has 
neglected the mounting evidence of in- 
dividuality and inconsistency in human 
behavior emission. While our data on re- 
tarded behavior reveal considerably less 
Variability in most subjects’ behavior 
than Lindsley’s 1° free-operant data on 
chronic psychotic patients, both bodies 
of data show greater intraindividual vari- 
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ability in pathological subjects than in 
normal subjects under identical inter- 
mittent schedules of reinforcement. 

When coupled with a wide range of 
individual differences in both the time 
and the sequence of acquisition, the in- 
stability of retarded performance reem- 
phasizes the danger of selecting a priori 
criteria of learning based on data from 
any other subject group, either human 
or animal. A given level of performance 
maintained for 15 minutes or even a 
few hours may, under extended study, 
turn out to be simply a temporary pla- 
teau in a highly erratic course toward a 
higher level. A predetermined number 
of sessions or a preselected duration of 
behavior stability used as arbitrary limits 
may truncate the range of acquisition 
and thus obscure the final product from 
many children. Unfortunately, many 
Studies of retarded learning have not 
given adequate opportunity for full ac- 
quisition to occur or for individual de- 
fects in behavior maintenance to be 
revealed. Unless criteria of behavior sta- 
bility and determination of final acquisi- 
tion states are reached empirically for 
each child, demonstrations of perform- 
ance improvement under selected varia- 
bles and selected programs are likely to 
confound experimental effects with be- 
havior in the process of spontaneous 
change. 

Specific Deficits in Independent Proc- 
esses. The mere fact that the apparatus 
was programmed for separate, simul- 
taneous measurement of three different 
behavior processes in no way substantia- 
ates their difference. Only the interaction 
of the subject with the apparatus can es- 
tablish the functional independence of 
the emitted behaviors. 

The sequential characteristics of ac- 
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quisition shown by our child subjects 
(retarded and nonretarded), as well as 
by Lindsleys? normal and psychotic 
adults, reveal different rates in formation 
of response differentiation, stimulus dis- 
crimination, and control of overgeneral- 
ization. Normal subjects acquire these 
processes in the above sequence, but usu- 
ally so rapidly that their independence is 
not clearly demonstrated. In many re- 
tarded subjects, acquisition is sufficiently 
slow and the temporal dimensions of 
behavior change are so expanded that 
the activity of component processes may 
be 'easily observed. Different sequences 
in formation of the three measured proc- 
esses are clearly demonstrated. 

As a more reliable indicator than ac- 
quisition time, the varieties of final levels 
of performance among the retarded chil- 
dren again show independence of and 
specific deficits in each of the processes 
functionally defined by the child's inter- 
action with the apparatus and its pro- 
gram. Furthermore these deficits are not 
a function of an inadequate reinforcer. 
The child who discriminates the lights 
may not have formed the response differ- 
entiation (Final State 4). In this case the 
physical presence of two plungers is un- 
related to their functional use. The child 
pulls them as if they were a single 
plunger, but only under the light condi- 
tion signaling availability of reinforce- 
ment. Having learned the difference be- 
tween the “payoff” and “nonpayoff” 
plungers, a child still may not discrimi- 
nately respond to the differences between 
the light configuration (Final State 3). 
Thus, although the lights are positioned 
differently, for such a child they are 
functionally identical. He operates only 
the “payoff” plunger, irrespective of the 
light signals delivered by the device. 
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Excessive generalization or deficient 
generalization-testing may occur inde- 
pendently of response differentiation and 
stimulus discrimination (Final State 2). 
It appears that for the most efficient per- 
formance a third process is necessary to 
check on the appropriate emission of 
previously formed reflexes. In its ab- 
sence, children who have acquired both 
response differentiation and stimulus 
discrimination may continue to overgen- 
eralize (“pull the one under the light") 
under conditions that never have rein- 
forced their behavior. It also should be 
noted that each of the three processes 
is independently subject to session-to- 
session variability within individual chil- 
dren. A child with stable differentiation 
may have highly variable discrimination, 
while the reverse may characterize an- 
other child's final performance. 

Location of specific deficits in three 
of the independent component processes 
in discrimination learning raises consid- 
erable question regarding the adequacy 
of many conventional assessment and 
training procedures which assume a uni- 
tary process.* Tasks which require a 
choice between two or more responses 
to indicate a difference or similarity be- 
tween two or more stimuli may con- 
found these processes. Failures then may 
be attributed to a deficit in whatever the 
task-designer thinks he is measuring or 
teaching: discrimination, generalization, 
concept formation, language comprehen- 
sion, object recognition, and the like. 
Both clinical and laboratory assessment 
procedures which assume the presence 
of component processes in mentally re- 
tarded subjects likely will ascribe defec- 
tive functioning to one of the higher 
order processes, when a more basic def- 
icit may remain unmeasured, 
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In the classroom a child who appears 
deficient in his current ability to dis- 
criminate two or more simultaneously 
presented forms actually may be unable 
to differentiate the movements required 
to indicate his correct choice. Any re- 
quest such as “show me,” “point to,” 
“where is,” “which one,” etc., with re- 
spect to an array of different stimuli de- 
mands execution of the previously dif- 
ferentiated movements. The child who 
responds in random fashion most often 
is thought to be deficient in his discrimi- 
nation of the component stimuli. His 
more basic deficit may be a current ina- 
bility to differentiate one response from 
another within the same response class. 
One wonders how often apparent defi- 
ciencies in discrimination of simultane- 
ous stimuli might disappear as a result 
of training in so-called response learn- 
ing. To select the training methods most 
suited to the current abilities of each 
child and thereby to prevent the experi- 
ence of repeated failure so often encoun- 
tered by both retarded students and 
their teachers, the component behaviors 
involved in each task should be demon- 
Strated rather than assumed. In view of 
marked interindividual differences and 
the degree of intraindividual variability 
found in the performance of retarded 
children, behavior-component demon- 
Strations should be done independently 
on each child and at frequent intervals 
Prior to use of training procedures de- 
manding these basic skills. 

Similar precautions apply in the de- 
sign of experimental laboratory tasks 
and devices for programmed learning.* 
Operating switches under stimuli in se- 
quentially different positions involves 
elements of both “response learning” 
and “stimulus learning.” The behavior 
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process is different from successive- 
stimulus discrimination requiring opera- 
tion of only one of two or more avail- 
able switches. Further analysis also may 
show that simultaneous-stimulus dis- 
crimination is a process independent 
from response differentiation within the 
same response class. If so, those animal 
studies in which the response spectrum is 
experimentally limited to use of a single 
effector (e.g., pigeon beak) or by the 
availability of two or more physically 
incompatible response choices (e.g., two 
or more alleys in a maze, when only one 
may be entered at a time) should be 
reappraised with respect to their rele- 
vance to the behavior of humans with 
multiple effectors, capable of simultane- 
ous and synchronized functioning. In 
any event, since retarded subjects show 
differential acquisition of and specific 
variability in response differentiation and 
stimulus discrimination, more thorough 
experimental analysis of their current 
learning abilities should yield data of in- 
creasing relevance to the remediation of 
specific deficits in the behavior of 
individuals. 

Some comparisons with psychotic be- 
havior. The most frequent question 
raised by these data concerns the differ- 
entiation of psychosis from mental re- 
tardation. The area of differential be- 
havioral diagnosis by fully-controlled 
free-operant techniques deserves far 
more lengthy consideration than current 
Space permits. However, a summary 
overview of the findings on psychotic 
patients 9; 11,12 compared with our ini- 
tial findings reported above should yield 
a hopeful note to all workers in the field 
of mental retardation. 

Twenty-five per cent of our retarded 
children showed no deficits in their cur- 
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rent discriminative and differentiative be- 
havior as compared with approximately 
10 per cent of psychotic adults, seniles, 
and psychotic children. Twenty-seven 
per cent of Lindsley’s psychotic adults 
(with previous histories of more than 
100 responses per hour in a single- 
plunger, simple free-operant situation) 
stopped responding in the discrimination 
situation requiring more complex behav- 
ior processes. Only one (4 per cent) of 
our subjects withdrew in this manner. 
A more dramatic comparison is revealed 
in the differential reaction of adult psy- 
chotic patients and mentally retarded 
children in the simple single-plunger op- 
erant and the more complicated multiple- 
reflex situation. Eighteen per cent of the 
psychotic adults either initially or event- 
ually refused to enter the single-plunger 
experimental enclosure. None of the re- 
tarded children refused to enter the more 
complex discrimination enclosure. On a 
single plunger, only 65 per cent of the 
psychotic adults emitted enough behav- 
ior for experimental analysis. In the 
more complex task, 96 per cent of the 
retarded children (including those on 
anticonvulsants) emitted sufficient be- 
havior to permit experimental analysis 
of their discrimination and differentia- 
tion abilities. In total absolute rate (re- 
sponses per hour), most of the retarded 
group, in the complex discrimination en- 
closure, maintained an output consider- 
ably greater than the majority of psy- 
chotic children and adults. 

Our institutionalized retarded children 
emit far more adjustive behavior than 
the chronic psychotic patients or the 
institutionalized psychotic children stud- 
ied by similar methods. They are more 
responsive in a novel situation and are 
much more amenable to behavior modifi- 
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cation by consequential events within 
their immediate environment. Their be- 
havior deficits in a controlled environ- 
ment are far less debilitating than those 
of the psychotic adults and children. 
Given sufficient time in a novel learning 
environment with a consistent pattern 
of differential reinforcement, institution- 
alized retarded children are far more 
likely to develop complex behavior rep- 
ertories than are psychotic children and 
adults. 

While these comparisons may be wel- 
come to the habilitators and teachers of 
retarded children and criticized as irrel- 
evant by the therapists of psychotic pa- 
tients, they sound a thought-provoking 
note for clinical and educational admin- 
istrators in institutions for the retarded. 
Despite low and often unobtainable psy- 
chometric scores, schools failures, ab- 
sence of current verbal repertory, and 
varieties of organic involvement, most 
retarded children respond more sensi- 
tivly to environmental manipulation 
than do psychotic patients whose be- 
havior disorders popularly have been at- 
tributed to environmental factors. Many 
of the children considered untrainable 
and left to fixate a television set, to rock 
in a corner, or to mutilate themselves or 
others may be acutely responsive to the 
Consequences their behavior produces 
from their inordinately barren ward en- 
vironments, Their daily behavior pat- 
terns may be more a product of their 
immediate Surroundings than of their 
pathogenesis. As such, their current rep- 
ettories, as sampled by brief evaluative 
Procedures, are unlikely to represent 
their current amenability to behavior 
change under more appropriate environ- 
mental conditions. The wide range of 
individual patterns developed through 


time in a constant, controlled environ- 
ment strongly supports the notion that 
more individualized training environ- 
ments and procedures will furnish, in 
the long run, more efficient and thus 
more economical assistance to the devel- 
oping retarded child. The results may 
be far more convincing in training 
Schools for retarded children than in 
hospitals for psychotic patients. 


FUTURE DIRECTIONS 


The different behavior patterns gen- 
erated within a constant, automatically 
controlled, and thereby reliably respon- 
sive environment provide a starting point 
from which to pursue increasingly spe- 
cific delineation of individual deficits 
and abilities. Two general strategies as- 
sist in the tactical decisions governing 
further development of the method: 
functional analysis of the obtained be- 
havior deficits and functional calibration 
of the deficit measurement procedures 
for broader applicability. 


Functional A nalysis of 
Defective Processes 


Our initial group of institutionalized 
retarded children presents us with a 
broad array of naturally acquired “term- 
inal” performances. To describe a deficit 
in terms that may assist in its remedia- 
tion or prosthesis requires more than 
measurement of its severity in one “test” 
environment. A single, uniformly con- 
Stant conditioning environment is not 
likely to generate or sustain maximum 
performance in children with very differ- 
ent behavior requirements. The most 
heuristic description of a behavior deficit 
includes not only its degree of severity 
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under known conditions, but its differen- 
tial reaction to various manipulations of 
these conditions. 

Thus far we have seen that the imme- 
diate learning environment consisting of 
the experimental chamber, the device, 
and its program can be used not only as 
a vehicle for observation but as a means 
of sorting individual behavior patterns 
into reliably defined deficit categories. 
Our next questions: How amenable are 
these deficits to modification by discrete 
changes in the conditioning environ- 
ment? What changes in this environment 
are not only sufficient but necessary to 
produce more efficient performance in 
children with known experimental his- 
tories and specific deficits? Is the be- 
havior change permanent or only tem- 
porarily prosthetized by the presence of 
certain environmental "props"? Do 
children with identical deficits react 
similarily to identical “treatments”? 

Starting with the final states acquired 
by each child, we will determine the 
functional relationships between his 
current performance and those variables 
in the immediate learning environment 
Which either sustain or modify his de- 
ficits. For those children with normally 
efficient final-state performance, we will 
present a new problem which may locate 
à deficit not yet revealed. In such cases, 
our analysis will focus on the new de- 
ficit. 

With functional analysis of individual 
behavior deficits, it should be possible 
to evolve a set of specific behavior- 
deficit categories described not only by 
their severity but also by the conditions 
under which they appear and, hopefully, 
disappear in each child. Functional pre- 
Scriptive descriptions of individual de- 
ficit patterns should be of greater use to 
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the teacher, the programmer of training 
material, and the habilitator than the 
static quantification system employed in 
current assessment techniques.* 


Functional Calibration for 
Individual Differentiation 


The method of simultaneous measure- 
ment of response differentiation and 
stimulus discrimination permitted the 
emergence of individual patterns of 
speed, sequence, and asymptotic per- 
formance. More important for purposes 
of individual behavior description, when 
employed as a vehicle for automatic be- 
havior observation and measurement, 
the method disperses the obtained inter- 
subject differences along a very broad 
continuum from the efficient, economic 
performance characteristic of most 
normal adults to the most debilitating 
behavioral deficiency found in severely 
ill chronic psychotic patients. The styl- 
ized, summary cumulative records pre- 
sented here are not meant to dem- 
onstrate the full extent of behavioral 
individuality obtained by this method.? 5 
Hourly rates; local rates; the number, 
duration, and distribution of pauses and 
spurts of behavior (those aspects of be- 
havior that are continuously, cumula- 
tively recorded with this method) re- 
veal characteristics that are readily 
identifiable for each child.?: 5 As the re- 
search proceeds, more detailed descrip- 
tions of individual patterns will be 
presented. 

The temporal distribution of con- 
tinuously measured behavior, freely 
emitted within a constant, controlled 
environment, is acutely sensitive to those 
idiosyncratic variations and irregular- 
ities of human behavior that defy ac- 
curate recording or description by the 
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human observer. The use of multiple 
and simultaneous continuous measures 
provides the advantage of recording on- 
going interactions among the reflexes 
under investigation and thereby aug- 
ments the spectrum available for more 
precise laboratory description of indi- 
vidually different behavior patterns. 
Since the method is designed to delineate 
individual differences within a recog- 
nized deviant segment of the population, 
the extremes of the spectrum it yields 
should be defined not by the a priori 
judgment or assumptions of the investi- 
gator, but functionally by the data’ ob- 
tained from individuals representing 
clearly agreed “normalcy” at one end 
and severe behavior pathology at the 
other end. Unless the device is to be 
used for comparative study, little will be 
achieved by extensive balanced samp- 
ling from nondeviant (normal) popula- 
tion subgroups. 

The normal end of our continuum 
closely follows the patterns shown by 
Lindsley’s group of normal (nonhos- 
pitalized) adults.” The pathological end 
needs further clarification. Our initial 
sample of retarded children does not 
adequately represent the Scope and 
severity found in institutionalized popu- 
lations. If our device and/or its program 
are to be most useful in a functional 
analysis of retarded behavior, they 
should be capable of application to the 
entire range of this population. 

Further research will focus on those 
children popularly described as severely 
and profoundly retarded. Modifications 
in the device and/or in its program (if 
they are found not only sufficient but 
necessary to measure the differentiation 
and discrimination of these children) 
will further specify the functional de- 


scription of the children's behavior. At 
present, severely defective behavior is 
defined primarily by its exclusion from 
more average educational and social en- 
vironments with instruments designed 
precisely for this screening-out purpose. 
Maximally defective behavior is thus 
subject to the greatest homogenization 
via instruments calibrated on normal 
children. One of our future tasks is to 
differentiate the types of individually- 
specific behavior deficits and abilities 
within this subgroup of retarded children 
by permitting their behavior to function- 
ally calibrate our measurement devices 
and procedures. 


SUMMARY 


A method for simultaneous and con- 
tinuous measurement of free-operant re- 
sponse differentiation and stimulus dis- 
crimination was employed as a vehicle 
for exploring the varieties of patterns 
shown by institutionalized retarded chil- 
dren as they acquire their own stable 
performance levels. Specific deficits in 
functionally defined behavior processes 
Were located. Response differentiation 
and stimulus discrimination were demon- 
Strated to be independent processes dif- 
ferentially vulnerable both to deficit and 
to spontaneous fluctuations and loss. 
High intraindividual variability in many 
children required long-term evaluation. 

Intersubject differences in acquisition 
Speed, sequence, and efficiency, as well 
as in performance stability, were dis- 
tributed over a broad continuum rang- 
ing from performances characteristic of 
normal adults to the behavior de- 
ficiencies of many chronic psychotic 
patients. Neither age, psychometric 
Scores, duration of institutionalization, 
verbal facility, nor diagnosis could ac- 
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curately predict individual performance 
efficiency; however, the ends of the 
laboratory-defined continuum were re- 
lated to school progress. Some implica- 
tions both for training and for labora- 
tory research were suggested. 

Clearly, retarded learning is more 
than simply "slow" learning. Its multi- 
faceted complexity deserves increasingly 
more specific functional description and 
analysis before remedial techniques can 
be designed for optimal effectiveness 
with individual children. Culture-free, 
nonverbal, fully controlled, free-operant 
techniques hold considerable promise 
for revealing properties of retarded be- 
havior hitherto shrouded by insensitive 
measures standardized on nonretarded 
populations. The results may upset 
many long cherished beliefs and expecta- 
tions. Habilitation oriented experimental 
analysis of each child's interaction with 
a bias-free, reliably responsive measur- 
ing environment may give his behavior 
à chance to "speak" more dramatically 
and surely more functionally than words. 
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PREVENTION OF MENTAL RETARDATION* 


JOSEPH WORTIS, M.D.1 
Director, Division of Pediatric Psychiatry, Jewish Hospital of Brooklyn, New York 


Since the current practice of diagnosing mental retardation depends so often 
on intelligence quotients, it is important to realize that low IQs, especially in 
the mild and borderline range, are often due to social-psychological lacks, 
while the more severe grades are likely to involve biological defects. For this 
reason prevention must depend on better education in the broadest sense and 
the relief of poverty and its accompaniments. Comprehensive medical services, 
especially maternal and child care, must be emphasized; and research is needed 


to uncover the many unknown and undiagnosable conditions that produce 


mental defect. 


Mex" RETARDATION IS a relative 
term. It generally is defined as a 
degree of arrested intellectual develop- 
ment that disqualifies a child for or- 
dinary education or an adult for ordi- 
nary employment. For present purposes 
we quickly can acknowledge that both 
biological handicaps and social-psycho- 
logical vicissitudes may render a child 
or adult intellectually unfit or unpre- 
pared for the ordinary demands of life, 
For effective prevention we have to in- 
fluence an extraordinarily wide Tange of 
factors (social, Psychological, medical, 
genetic, etc.) that contribute to the 
i ELMAR. 
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problem. Moreover, since the concept of 
retardation is relative, we must realize 
that broader opportunities and fewer de- 
mands reduce the problem, while higher 
standards and demands will magnify it. 
That is why the diagnosis of retardation 
is made most often during the school 
years, when academic demands are 
greatest, and least often in infancy and 
in adult life, when the demands are less 
intense. Conversely, the lack of educa- 
tion in the broadest sense can retard an 
individual's mental development even if 
he were born with normal potential, 
while inborn defects can hinder develop- 
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ment even in the best of circumstances. 
The more severe the retardation the 
greater is the likelihood that we are deal- 
ing with a biological handicap. The 
milder and more common degrees of re- 
tardation are more likely to be caused 
altogether or in part by lack of educa- 
tional opportunity. 

There is unfortunately still a good deal 
of ambiguity about the term, mental re- 
tardation, even among some of the pro- 
fessional people who work in the field. 
Some think it always implies a kind of 
innate or biological deficiency that limits 
the individual's capacity for mental de- 
velopment. Others think the term also is 
meant to encompass individuals of nor- 
mal capacity who have fallen behind for 
social-psychological reasons. This con- 
fusion can be resolved very simply: I 
shall use the term mental retardation to 
denote all those whose IOs are below 
two standard deviations from the mean 
on one of the commonly used tests, such 
as the Stanford-Binet, WISC or Arthur 
Scale. This will generally be an IQ just 
below 70. Our definition thus certainly 
will implicate some individuals with 
normal and some with defective bio- 
logical equipment. Binet and Simon, 
who can be fairly credited with the first 
Systematic development of intelligence 
tests, never believed that retardation 
merely reflected biological endowment. 
Quite the contrary. “Half a century ago 
they wrote: 


As a general rule, the children classed as 
Tetarded are the victims of disease, constitu- 
tional debility or malnutrition. We find in- 
cluded in our lists some who are the children 
of migratory parents; some who have been 
kept from school; some who have attended a 
religious school, where they learned little but 
sewing and writing; some who have changed 
their school too often; some also who are 
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foreigners and understand little French, and 
lastly, some who have been kept back in their 
studies by unrecognized myopia . . . 


That is why they proposed very 
cautious methods of diagnosis, including 
not only an intelligence test but also a 
careful consideration of history and cir- 
cumstances, as well as a medical ex- 
amination, before they ‘would place a 
child in a special class for defectives. 

On the basis of these considerations 
there should therefore be at least three 
elements in a program for the prevention 
of retardation. 

First, we have to do as good a job in 
education as we possibly can, not only 
to allow the handicapped to develop to 
their fullest capacities, but also to pre- 
vent developmental failures. 

Second, we already know that the 
health of the mother, particularly in 
pregnancy; the conduct of the birth act, 
and the health care of the child can 
greatly affect the child’s mental equip- 
ment. We therefore have to provide the 
best possible health care for mother and 
child. 

Third, we have to know much more 
about the causes of mental retardation. 
In at most half of the cases of retarda- 
tion we can diagnose the disease, define 
the condition or make plausible guesses 
about what might be involved. In the 
rest we frankly admit ignorance or can 
make only the vague and general sur- 
mise that there is something wrong with 
the brain (“encephalopathy”) without 
knowing the cause; and even at autopsy 
we usually cannot do much more than 
describe the lesion or defect. We there- 
fore require research to increase our 
knowledge of such cases before we can 
set about preventing them. 

I shall say very little about research, 
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but I want to emphasize the need to 
apply the knowledge we already have in 
the two areas of education and health 
services. 

What has education to do with mental 
retardation and its prevention? A great 
deal. It is commonly said that 3 per cent 
of the population is retarded. Where 
does that figure come from? The distri- 
bution curve for the Stanford-Binet 
Form L is so plotted, or to put it differ- 
ently, the test is so constructed that in a 
random population IOs below 70 should 
be found in close to 3 per cent of the 
population. On this particular distribu- 
tion curve IOs in the range of 50 to 69 
should occur 10 times more frequently 
than IOs below 50. This means that if 
our schools depend on IQ tests to 
classify their pupils (as they do) about 
90 per cent of the retarded population 
is mildly retarded, educable or in the 
older terminology can be described as 
morons. The interesting thing, however, 
is that it is precisely in this range of the 
mildly retarded that we find the closest 
relation between social status and re- 
tardation. By almost every available 
measure: correlation with family in- 
come, with social class, with parent's 
vocation, by comparison of white with 
Negro, white with Puerto Rican, white 
with Mexican-American, white with 
native Indian, we find this same marked 
tendency to higher concentration of the 
retarded in the more disadvantaged 
sections of our population, 

In the last war Negro registrants re- 
jected for so-called mental deficiency 
outnumbered white rejected registrants 
by six to one. The rejection rates 
throughout the country, however, paral- 
leled the per capita expenditures for 
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education, so that the whites from the 
South did worse than the Negroes from 
the West. 

About 10 years ago in Syracuse, N.Y., 
a census was taken of all children under 
the age of 18 who had been found or 
were suspected to be retarded by any 
responsible child-care agency in the 
city. It was found that about 3 per cent 
of the children were so regarded with a 
peak of cases in the age range 10 to 14, 
where they amounted to about 7 per 
cent, If we focus our attention on chil- 
dren in this age group in four districts 
of low economic level we find that the 
percentage of ascertained cases in these 
districts was more than twice as high 
(15.2 per cent) for the white children, 
compared with the rest of the city, and 
more than four times as high (31.8 per 
cent) for the Negro children in these 
districts in this age group compared with 
the rest of the city. Thus nearly one- 
third of the Negro children in these poor 
districts between the ages of 10 to 14 
had been regarded by some responsible 
city agency as a diagnosed or suspected 
case of retardation. Gruenberg, who 
directed this study, concluded “that both 
the physical and cultural environments 
create a higher risk of impaired intel- 
lectual development for the children of 
these areas—more so for the nonwhite 
than for the white child.” In New York 
City Saenger also found that though only 
7 per cent of the city population lives in 
the two areas with lowest median in- 
come (under $2,500 per annum) these 
two areas contributed .33 per cent of 
the high-grade retarded who remained 
in the community. These two areas are 
inhabited mostly by Negroes and Puerto 
Ricans. This relation to ethnic and 
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economic status relates only to the 
population with IOs above 50. Below 
that no relation was found to ethnic or 
economic groups. However, with regard 
to institutionalization, we find the dis- 
advantaged sections of our population 
again contributing  disproportionately 
high numbers to our institutions in all 
IO ranges with this poor 7 per cent of 
the population accounting for 39 per 
cent of the institutionalized cases. Thus, 
while 1 out of every 21 known low- 
grade, retarded Jewish children was 
committed to a state institution, and 1 
out of every 11 white, low-grade, re- 
tarded Protestant or Catholic children, 
we find that 1 out of every 5 low-grade, 
retarded Negro children, and 1 out of 
every 2 low-grade, Puerto Rican re- 
tardates was sent to an institution. 

But it might be argued that the de- 
fectives are found in larger numbers in 
our depressed social classes because that 
is where they drift. But suppose we 
could raise some of these children pre- 
destined to retardation, in better circum- 
stances? How would they turn out? This 
is precisely what was done recently with 
adopted children whose mothers were re- 
tarded, as Skeels recently reported. 
Findings to date indicate that these chil- 
dren are quite normal and that their 
Children in turn are average or better 
though the original mothers all had IOs 
from 32 to 75. Moreover, if known re- 
tarded children are taken from ordinary 
institutions and given enriched pro- 
grams, their IOs go up quite significantly, 
While their companions who are left be- 
hind deteriorate and decline. Obviously, 
retardation and intelligence depend on 
other things besides biological equip- 
ment. 
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A serious scientific obstacle to prog- 
ress in the mental retardation field has 
been Galton’s old concept of a normal 
distribution curve for intelligence with 
all its implications. The assumption was 
that intelligence was one of those natural 
or God-given attributes you were born 
with; if you had it you were part of an 
intellectual elite; the less fortunate mem- 
bers of our society were then treated 
with more or less kindly solicitude by 
their superiors while the very defective 
idiots were put away for safe-keeping. 
Even if we all had equally good educa- 
tion’, the concept might at best be valid 
for the middle ranges, but in the lower 
ranges we are dealing not with normal 
variation but with products of both 
social and medical pathology: there is 
every reason to believe on clinical and 
empirical grounds that the true intelli- 
gence distribution for the population is 
not Gaussian but negatively skewed to 
the left, or lower, ranges. Moreover, it 
should be kept in mind that the Stanford- 
Binet Form L was standardized in 1937 
on a white population and that the most 
recent revision, Form L-M (1960), was 
standardized on a population "some- 
what biased in the direction of superior 
social and economic status.” 

It is true that the poor tend to be in- 
tellectually undernourished (we see them 
every day in our clinic in Brooklyn, es- 
pecially the Negro poor). For them the 
conventional family unit is usually not 
known; the father is often nonexistent or 
absent; the mother is out working or the 
child lives with a grandmother, aunt or 
neighbor; books are rarely seen at home, 
or indeed any reading matter; toys are 
seldom used, and there is the constant 
intellectual stultification produced by the 
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long hours before the television screen. 
It is not surprising that in this atmos- 
phere the reading skills of New York 
City public school pupils have declined 
to the point where more than a third of 
the junior high school children (aged 12 
to 14) are two or more years behind in 
their reading ability. 

Better and tarlier and more compre- 
hensive school education could help a 
great deal, but with the serious social dis- 
location now developing in these slums, 
the children come to school with few in- 
tellectual or cultural interests or aspira- 
tions, little preparation or capacity for 
organized group work and with re- 
bellious and combative attitudes that 
overtax the teacher's ability to maintain 
order and leave her little time, energy 
and opportunity to teach. It is obvious 
that even here it will take more than the 
Schools to promote optimal educational 
opportunities. What is needed is a 
change in the total life situation of these 
children, starting with (but not limited 
to) the alleviation of their poverty. Let 
us have no illusions: there is much more 
to the educational process than the ac- 
tivities in the classroom. 

Further down toward the lower end 
of the intelligence distribution curve, 
three or more standard deviations away 
from the mean (IQ below 50) we find 
a miscellany of backward individuals; 
some of them may have been biologi- 
cally normal but they never had much of 
a developmental chance. However most 
of these backward individuals are bio- 
logically handicapped. Nobody knows 
exactly what the proportions are of these 
two groups respectively, but even after 
we have faced up to the fact that a dis- 
tressingly large proportion of our popu- 
lation is uneducated, we are still left 


with a substantial number, perhaps 1 to 
2 per cent of our general population, who 
are biologically handicapped in a way 
that significantly affects their intellectual 
capacities. If we leave the major re- 
sponsibility for the first group to the 
educators and social reformers, what 
can we say about prevention of mental 
defect involving the biologically unfit? 

But here too we must first ask: what 
are the main biological causes of mental 
defect? We know something about this, 
but not enough. Yet we can make some 
reasonable surmises. 

If three per cent of our population 
is retarded, and we make the plausible 
assumption that half of these are mostly 
educationally deprived, we are left with 
a possible one and a half per cent whose 
mental retardation is presumably of non- 
psychological origin. Of these about one- 
seventh, or 15 per cent, are mongoloid. 
The diagnosable chromosomal anomal- 
ies other than mongolism do not now 
comprise more than one or two per cent 
of the retarded population, while other 
genetic metabolic defects (phenylke- 
tonuria, galactosuria, sucrosuria, his- 
tidinuria, homocystinuria and other 
aminoacidurias) are quite rare and al- 
together probably do not comprise more 
than another 1 or 2 per cent of this re- 
tarded population. A miscellany of other 
Specific causes (brain infections, brain 
trauma, certain rare dysplastic syn- 
dromes, heavy metal poisoning and the 
like) also do not comprise in their total- 
ity more than a few per cent. A some- 
what larger group is made up of those 
children whose development has been 
hampered by general weakness, chronic 
debilitation, malnutrition and neglect. 

The big remaining category thus com- 
prises the so-called encephalopathies. 
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These are the biologically abnormal 
cases that present us with a compromis- 
ing history of impaired pregnancy or 
gestation, prematurity, complicated or 
traumatic births, or who on direct 
clinical examination show signs of faulty 
neural integration either in terms of very 
early developmental lags or demon- 
strable impairments of neurologic func- 
tion. 

Seventy per cent of the retarded cases 
in our clinic were designated as some 
form of encephalopathy, and in the 
majority of these cases we had no idea 
what the cause might be. The two diag- 
nostic categories, encephalopathy of 
unknown cause and mental retardation 
of unknown cause, together comprise 
more than half of our retarded clinic 
cases. In time no doubt we shall discover 
new metabolic and genetic entities 
among them (and the large preponder- 
ance of males in this group suggests im- 
portant genetic mechanisms), but for the 
present it is safe to assume that these 
two large miscellaneous categories will 
be found to consist mainly of four kinds 
Of cases: (1) directly inherited con- 
ditions, (2) induced genetic mutations, 
(3) products of disturbed or abnormal 
Bestation and (4) products of perinatal 
complications or injuries. 

To define these groups is almost auto- 
matically to define the preventive 
Measures they require. I shall comment 
on each. 

With several conditions known to us 
We can tell parents quite accurately what 
the probabilities are of having another 
affected child. It is now also possible to 
detect the heterozygotes for both galac- 
tosuria and phenylketonuria, and 
methods for detecting heterozygotes for 
Other genetic metabolic disorders no 
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doubt will be found. But in other known 
congenital syndromes and for genetic 
conditions still unknown we will need 
more knowledge of genetic mechanisms 
and modes of transmission; we need 
more and better diagnostic facilities, 
more and better genetic counselling, 
more knowledge of the rélationship be- 
tween genetics and chemistry and better 
nongenetic methods for treatment and 
correction of genetic faults. 

Such enlarged facilities would provide 
some more or less specific measures that 
could reduce the incidence of certain 
genetic diseases. But what can we say 
about general eugenic measures de- 
signed to limit the productivity of the 
unintelligent by compulsory (or volun- 
tary) sterilization? The Nazis tried it, 
but there is no indication that it helped. 
Thousands of defectives have been 
sterilized in recent decades in the U.S.A., 
but the social usefulness of such a step 
is highly questionable to say the least. 
Penrose says: 

It is difficult to justify compulsory steriliza- 
tion of defectives on genetic grounds. . . . 
Owing to the fact that the great majority of 
defectives of all grades are born to parents 
who cannot be classed as defective them- 
selves, the reduction of defect in the com- 
munity by preventing all known cases from 
having children would not be spectacular. . . . 
There is no precise genetics of social in- 
efficiency, so that the idea that it can be pre- 
vented on the basis of genetic theory is 
essentially invalid. 


But if eugenics, in Galton's original 
sense, no longer can be regarded as an 
important tactic in prevention, genetics 
is opening up new possibilities for social 
improvement by affording us oppor- 
tunities for correcting the genetic fault 
by chemical means. I again quote 
Penrose: 

Many people consider that identification of 
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abnormal karyotypes in mental disability 
makes alleviation seem out of the question. 
I do not find this so myself. The effects of 
aneuploidy in plants are not necessarily un- 
favorable. The distortions of growth which 
can follow may be simply a question of water 
balance in the cells, not of the production of 
abnormal enzymes. The existence of a new 
aspect of human pathology has now suddenly 
been demonstrated and at present almost 
nothing is known about it. The fact that 
cytologically anomalous individuals can exist 
in the population and be perfectly healthy 
indicates that there are compensatory factors. 
These must be investigated. 


The basic error in the eugenics of the 
past was the assumption that mental re- 
tardation like intelligence was a genetic 
entity that was transmitted along 
classical genetic lines. The assumption 
was false: mental retardation is a com- 
plex entity, only partially genetic, where 
specific genetic diseases transmitted 
along classic lines play only a partial 
role in the total problem. Most chromo- 
somal anomalies so far discovered are 
associated with mental defect, but ex- 
cept for mongolism they are rare. Com- 
pulsory sterilization involves serious 
dangers to civil rights; but voluntary 
sterilization and contraceptive birth con- 
trol, if supported by sound genetic coun- 
selling, can reduce the incidence of such 
cases as translocation mongolism, 
tuberous sclerosis, galactosemia, phenyl- 
ketonuria, gargoylism, Tay-Sachs dis- 
ease, etc. 

In addition to direct inheritance there 
is the problem of induced mutation. 
Hiroshima and Nagasaki revealed in an 
appalling but impressive way what 
ionizing radiation can do to produce 
fetal death, deformity and mental re- 
tardation. We need to minimize all ex- 
Posure to radiation, including X-Ray 
and background radiation. The nuclear 
test ban was a step in this direction, but 
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much more must be done. Aside from 
radiation there are many other agents 
that can induce gene mutations and tera- 
togenic deformities: drugs, dietary de- 
ficiencies, mechanical insults, anoxia. 
The thalidomide scandal has raised the 
index of suspicion for all drugs, and no 
doubt new sources of trouble now will 
be discovered. 

Our obstetrical practices are being re- 
viewed and corrected in the light of de- 
velopmental studies of children delivered 
in different ways. The crude method of 
judging the safety of an obstetrical pro- 
cedure by relating it to survival rates or 
gross injury is now inadequate. The 
greatest risk in obstetrical practice is 
that of diffuse and minimal brain 
damage, and only developmental studies 
will disclose which obstetrical practices 
thus impair the child. There is good 
reason to suspect that some widely used 
obstetrical methods (anesthesia, induced 
labor and other practices) may prove to 
be more harmful than is now realized. 

Now that we know that not only 
German measles but at least several 
other virus diseases can adversely affect 
the developing fetus, we have begun to 
think of protective immunizations of 
Prospective mothers. In one recent sur- 
vey nearly one-fifth (17.5 per cent) of 
the women had no demonstrable anti- 
body against the rubella virus. This is 
the virus which wiil damage one-fifth of 
all offspring if the mother is infected in 
the first trimester of pregnancy. A 
promising protective vaccine is now 
being developed which could be given 
to young women prior to pregnancy. 
Low placental estrogen production rates 
are now known to endanger the fetus, 
and remedial measures can be under- 
taken here. Attempted abortions prob- 
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ably play a significant role in some fetal 
defects, since the mechanism of induced 
abortion is invariably to kill the fetus. 
Three per cent of our own clinic patients 
admit attempted abortion; the true per- 
centage is undoubtedly higher. 

Other specific examples could be given 
of ways in which prenatal care could 
prevent fetal damage, but they all would 
lead to the same conclusion: pregnant 
mothers need prenatal care. It is well 
known that there is a direct relation- 
ship between pregnancy risks and pre- 
natal care, That is why the President's 
Panel on Mental Retardation strongly 
urged the creation of maternity clinics 
for the high-risk mothers. 

The present state of health services 
for pregnant women is deplorable. Dr. 
Arthur L. Lesser, for example, has re- 
cently cited a report by Dr. John D. 
Thompson, professor of obstetrics and 
gynecology at Emory University School 
of Medicine, Atlanta, Georgia, who says: 


On the obstetrical services of these large 
charity hospitals. . . . It is simply impossible 
to give adequate prenatal care. . . . 23 per cent 
of all patients delivered came to the hospital 
first when they were in labor, having had no 
prenatal care. Only 11 per cent .. . came ... 
in the first trimester of their pregnancy. 


In Dallas one-third of the low-income 
patients received no prenatal care; at 
the Los Angeles County Hospital in 
1958, 20 per cent; at the D.C. General 
Hospital in Washington, D.C., 45 per 
cent, etc. 

It is for such reasons that the Presi- 
dent's Panel strongly emphasized the 
Breat importance of maternal care (in- 
cluding genetic counselling) and recom- 
mended increased expenditure for this 
Purpose on all government levels with 
an emphasis on the needs of the low- 
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income, high-risk mothers. The Panel 
called for more laboratory facilities for 
the diagnosis of genetic anomalies, Rh 
and other blood anomalies, the detection 
of metabolic types of retardation, de- 
tection of maternal infection, etc. It 
called for renewed emphasis upon and 
expansion of the educational oppor- 
tunities of the underprivileged, and quite 
correctly stated that poverty hurts both 
body and mind. The corrective process 
must start early, and school should start 
at three years. 

The Panel also made a number of 
specific recommendations to reduce the 
danger of teratogenic drugs, ionizing 
radiation, head injuries in children, etc., 
but it must be said to their credit that 
the two major areas of emphasis were 
prenatal care and education, and both 
of them in turn were especially related to 
poverty. The management and care of 
pregnant women, they said, are “too 
often based on economics rather than on 
medicine." 

The Panel was not asked to propose 
changes in our system of medical care, 
and its recommendations are strictly 
within the framework of existing ar- 
rangements: more money to the Chil- 
dren's Bureau for its state aid program 
for maternal and child welfare, more 
money to various USPHS departments 
for demonstration, training and research 
purposes, enlarged public health labora- 
tory and diagnostic facilities, more pub- 
lic education and the like. It has, how- 
ever, become clear to many that our 
existing arrangements for medical care 
are both disorganized and inadequate. 

By almost every measurable standard, 
American medical services for the gen- 
eral public are extremely poor: we are 
eighth in the world in perinatal mortal- 
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ity, seventh in congenital malformations, 
and ninth in the world in infant mortal- 
ity rate (just a little better than 
Singapore). Of all the 13 countries listed 
in the most recent Vital Statistics report 
of the World Health Organization (No. 
1-2, 1964) the United States had the 
worst record for infant deaths due to 
birth injury, postnatal asphyxia and 
atelectasis (1961), a rate nearly twice 
as high as Norway's. But even these 
figures do not tell the whole story be- 
cause the fair level of services to our 
middle classes obscures the picture of 
the extremely inadequate services to the 
poor. In New York City, for example, 
the prematurity rate in one white, 
middle-class district is 6.2 per cent and 
in another poor Negro district, 16.5 per 
cent. Last month (February) the Ameri- 
can Journal of Public Health declared 
editorially: 

An effort to break the vicious cycle linking 
poverty and ill health has to take account of 


various elements, but one of the most impor- 
tant must be a system of health services. 


But the paying patients do not always 
fare better. In that same issue Dr. Ray E. 
Trussell, commissioner of hospitals in 
New York City, gives an appalling 
picture of the medical inefficiency of the 
proprietary hospitals in New York City: 
45 per cent of their laboratories could 
not diagnose a bacteriological specimen 
correctly; 25 per cent could not do ade- 
quate chemistries and in blood typing 
errors ran as high as 5 to 7 per cent. 
When we consider our enormously rich 
productive capacities, our high techno- 
logical development, high per-capita in- 
come and high level of medical training 
and competence, this is especially strik- 
ing and points up the need for vastly 


improved methods for the distribution of 
medical services, including maternal and 
child care. 

In summary, the prevention of mental 
retardation in the years just ahead will 
depend on two things: (1) the allevia- 
tion of poverty together with a vastly 
expanded and improved educational, 
cultural and social welfare program for 
the underprivileged and (2) a much ex- 
panded, better coordinated and greatly 
improved program of medical services. 

It should be emphasized that any 
piecemeal program of improved mater- 
nal care, mental health centers, well 
baby clinics, etc., however useful each 
may be, will not prove to be a satis- 
factory substitute for rationalized, com- 
prehensive and universally available 
health services. 

If both these things come to pass, we 
can accept the conservative statement of 
the President’s Panel that with present 
knowledge at least half of the mental 


retardation now known to us is prevent- 
able. 
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SOME BASIC CONSIDERATIONS IN REVAMPING 
INSTITUTIONAL PROGRAMS FOR THE 
MENTALLY RETARDED* 
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Psychological aspects of the traditional hospital model for residential care of 
the mentally retarded are explored and found to be wanting. Desirability of 
modifying administrative philosophy in the direction of a child-care model 
focusing on the needs of the individual is discussed. It is suggested that in- 
service training programs should focus on developing a cadre of child-care 
workers to replace the institution aide. Modification of the living units should 
be in the direction of breaking down large ward areas into smaller ones 
through the use of partitioning and construction of bays. The psychological 
advantages of these changes are presented. 


qo ue THE COUNTRY large 
public institutions for the retarded 
frequently use the congregate ward plan 
in which 20 to 100 patients are housed 
in a single unit attended by a variety of 
nursing personnel. Many patients spend 


each day without any form of organized In the institution parental roles are 
activity or stimulation, and the amount 


f strung out over a variety of parent sub- 
of time spent Off the congregate ward stitutes. Attendant-child interactions on 
often is very limited. Care in the institu- the ward are molded by the need to 
tion is extremely routinized, and there- maintain efficient levels of patient hand- 


for novel experience and opportunity to 
explore the environment are rare in the 
life of the patient. Wards often are tiled 
to facilitate housekeeping; decorations 
may be minimized. ‘The result is a neat 
and clean but barren environment. 


* Presented at the 1965 ann 
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ling. Activities such as feeding, dressing 
and toileting are carried out on a mass 
production basis. This results in minimal 
opportunity for ward personnel to pro- 
vide appropriate forms of stimulation 
necessary for the development of adap- 
tive behavior. Therefore, it should be no 
surprise that institution patients exhibit 
high rates of personality maladjustment, 
excessive fantasying, stereotypy, fear of 
new situations and overdependence. 

One problem impeding progress in 
patient management has been that care 
for the retarded often has followed a tra- 
ditional hospital model rather than a 
child-care model. As a result the atmos- 
phere of the institution is oriented 
toward producing a highly antiseptic and 
physically safe environment rather than 
toward meeting the psychological needs 
of the individual. Such an orientation re- 
sults in an overly restricted and con- 
trolled living situation. It is true that 
some children because of their handicaps 
require something akin to the traditional 
hospital arrangement; however a major- 
ity do not need round-the-clock, medi- 
cal-nursing supervision. What is needed 
is an updating of residential facilities 
consistent with our knowledge of the 
needs of children. We must broaden the 
administrator’s perspective and we must 
be less willing to perpetuate mediocre 
care programs. The talents of profes- 
sional and ward personnel have to be 
used more creatively. Finally, the men- 
tal health professions must take a more 
active part in contributing to the solu- 
tion of institutional problems. 

A number of specific recommenda- 
tions can be made in considering what 
can be done in the immediate future to 
improve institutional care. These rec- 
ommendations fall into two categories: 
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(1) changing the traditional ward staff- 
ing patterns and (2) modifying the 
physical aspects of the living units. 

With regard to staffing patterns, re- 
cent federal and state grants have pro- 
vided great impetus for the development 
and improvement of in-service training 
programs. These programs can have a 
significant impact on the modification 
of staff training programs in the direction 
of developing a cadre of child-care work- 
ers who would replace institution aides 
as the chief caretakers of the children. 
Such a program needs to recognize that 
any care is only as good as the moment- 
to-moment relationships offered in the 
living unit. 

Use of child-care workers should fo- 
cus upon the following: (1) providing 
opportunities for greater psychological 
cohesiveness and interpersonal related- 
ness by allowing smaller patient group- 
ings within the living units; (2) develop- 
ing more consistent supervision for the 
children by centralizing basic responsi- 
bilities for care in the hands of fewer 
child-care workers; (3) providing the 
child-care worker with a continuous 
flow of information about the child’s 
physical and psychological needs through 
more frequent conferences with the pro- 
fessional staff. Thus the patient’s train- 
ing and specialized therapies can be di- 
rectly implemented by the child-care 
worker by extending them into the 
child’s total life pattern rather than hav- 
ing them restricted to only a few hours 
a week of intensive professional atten- 
tion. 

Modification of the living unit is based 
on the premise that living in a large, 
congregate ward environment has a sig- 
nificantly negative effect on psychologi- 
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cal development of the individual. A 
large ward unit should be broken down 
into smaller units through partitioning 
and construction of bays, and the cost 
of conversion of existing facilities need 
not be exorbitant. Smaller units provide 
the individual child with a more com- 
prehensible psychological world. Diffuse, 
distracting stimulation constantly pro- 
duced on the larger wards can be sig- 
nificantly reduced in the smaller units. 
Liberal use of acoustical materials can 
cut down the “echo chamber” effect 
which seems to be characteristic of some 
of the newer congregate wards. An addi- 
tional advantage of intelligent subdivi- 


sion is that structured activities are easier 
to organize; also a greater degree of 
privacy is possible. Modification of the 
living areas would include not only the 
day rooms, but also partitioning in the 
dining and sleeping areas as well. 

The writer is fully cognizant of some 
of the difficulties inherent in fostering 
institutional change. These difficulties 
range from insufficient operating budg- 


ets, political patronage in hiring ward 


personnel, administrative inflexibility 
and fear of change. However, we must 
begin to move more rapidly to bring all 
of our residential institutions into the 
twentieth century. 
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Present private and governmental efforts to improve services for mentally 
retarded children tend to isolate them rather than to bring them into the 
mainstream of community care. Programs that provide the best possible health 
and educational services for all children will best meet the needs of the mentally 


retarded. 


AUS A CENTURY ago there was 
great enthusiasm in the field of 
mental retardation. Interested citizens 
formed many groups to develop better 
care for the handicapped child. This was 
perhaps best expressed by Dr. S. G. 
Howe in 1848 in a report to the 
governor of the Commonwealth of 
Massachusetts: 

. . no idiot need be confined or restrained 
by a force; that the young can be trained to 
industry, order and self respect; that they can 
be redeemed from odious and filthy habits, 
and that there is not one of any age, who may 
Dot be made more a man and less of a brute, 
by patience and kindrfess directed by energy 
and skill. . 1 

This enthusiasm continued for at 
least two decades, only to be followed 
by a period of marked apathy that con- 
tinued almost until the present time. 
Mental retardation, an area of great 
public health concern, was neglected by 
all professional groups: medical, psy- 
chological, educational, social welfare, 
Public welfare and governmental insti- 


tutions. The retarded were considered 
different, in need solely of institutional 
care, and generally were isolated from 
their peers and family. The retarded be- 
came segregated citizens lacking serv- 
ices, generally isolated in their com- 
munities, or institutionalized far away 
from their home. Little was expected of 
them by society and consequently they 
accomplished little. This philosophy was 
exemplified by the situation in World 
War IL, in which the retarded were 
hardly used in this country either in the 
Armed Forces or in a much needed civil- 
jan war effort. In contrast, in Great 
Britain pioneer battalions manned by 
retarded people were formed to perform 
vital functions, e.g., fire fighters, dairy 
and farm workers, cleanup crews, etc., 
in both urban and rural centers. 

After World War II, the citizenry of 
this country was aroused by the general 
neglect and poor care of both the men- 
tally ill and the mentally retarded. 
Periodic hospital scandals resulted in the 
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awakening of a lethargic public. In our 
more affluent society there was now 
time to be attentive to the needs of the 
handicapped. Righteous indignation was 
expressed with increasing recognition 
that the population who supported these 
institutions supported them poorly and 
with minimal budgets. There was little 
recognition tha? the hard working civil 
servants who were employed at these in- 
stitutions were giving their patients the 
best care possible with the limited funds 
available. Minimal standards of care 
scarcely could be met in most hospital 
settings. 

The organization of parent grolps 
gained great impetus, and these exerted 
pressure for change. Redress was sought 
for the many grievances that were ap- 
parent in all states. The pendulum, too 
long stationary, was beginning to move. 
This movement was climaxed by the in- 
terest of the late President John F. 
Kennedy, who called for the passage of 
legislation to develop better care and 
facilities for the retarded population. 
This public health concern, once an area 
of neglect, now was publicized as an 
area requiring close scrutiny. Attention 
was being paid to the development of 
better and coordinated services to help 
the retarded lead more successful and 
productive lives when possible in their 
community. National panels and state- 
wide study groups were organized to de- 
velop better and more fruitful programs. 
For instance, the Governor of the State 
of California appointed a study commis- 
sion to formulate long-range plans for 
the retarded. This commission recom- 
mended a program board of lay and 
professional persons, subsidized by a two- 
million-dollar expenditure, to recom- 
mend and coordinate programs for the 
retarded. It also recommended appro- 
priate statewide diagnostic and counsel- 
ing centers for the retarded. The depart- 
ments of health, education and welfare 


of many states examined their own 
participation in the field of mental re- 
tardation in an effort to develop better 
programs. Federal legislation has furn- 
ished funds to implement programs for 
the retarded. Professionals who neglected 
this area for many years now began to 
vie for control of funds and the develop- 
ment of programs for the retarded 
population. The retarded are thus be- 
coming a “popular” area of professional 
concern! 

There is a paradox in this concern. 
Needless to say, the historical neglect of 
the retarded demands correction. It is 
necessary to educate society, to reduce 
prejudice and misinformation concern- 
ing retarded people. The retarded popu- 
lation must be brought into the main- 
stream of the community. However, the 
efforts of many state commissions and 
departments, although laudable in their 
intent, tend to move the retarded into 
still greater isolation by recommending 
and developing many programs specific- 
ally related only to the retarded popula- 
tion. This serves to emphasize the dif- 
ferences between the retarded and their 
more favored peers thereby enhancing 
still further isolation. This not only 
maintains but exaggerates the fiction that 
few if any similarities exist between the 
child with intellectual defect and the 
child with normal intelligence. Esquirol 
in the early nineteenth century remarked 
that “mental retardation is a condition 
Not a disease.” Retardation is a con- 
dition which is prirharily first noted in 
childhood and only one of many belong- 
ing to childhood. But the great clamor is 
for help for the retarded as a preferential 
group. 

As programs develop, there will be 
many services for people who are re- 
tarded but little provision for the many 
other needed services for children. For 
example, in California there are plans 
for the development of a Bureau of 
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Mental Retardation in the Department 
of Mental Hygiene. Services for children 
other than the retarded will be relegated 
to the bureau of that department which 
deals with clinical services for all age 
groups. Federal legislation has provided 
for the separate development of both 
mental retardation and mental health 
centers. In some cities, counties and 
states these facilities will exist as sepa- 
rate entities. Duplication of personnel, 
facilities, programs, funds, training and 
research will thereby needlessly develop 
in an area in which funds and skilled 
manpower are in short supply. The best 
Service would be secured not by such 
competition but by integrated, co- 
ordinated planning to meet the broad 
medical and paramedical needs of all of 
our citizens. 

With the development of separate 
programs for special groups the specific 
condition of a child will determine what 
sort of services he will get. For example, 
if he *passes" the implicit means test of 
intellectual deficiency, a wide gamut of 
services will be available to him. If his 
intelligence quotient is normal, however, 
his opportunities for help will be more 
limited and he will have to compete for 
the few available services and probably 
will be placed on one of the long waiting 
lists to secure vital health needs. What a 
child is labeled will determine what he 
gets. 

If we instead develop programs pro- 
viding for all the particular services chil- 
dren need, in the long run we will de- 
velop the best services for all children, 
including the retarded. The retarded are 
most in need of services that all children 
need with the addition of some special- 
ized services. Programs should provide 
for all areas of concern, without isola- 
tion of particular diagnostic groups. 
Better and more comprehensive pro- 
grams for our total child population, re- 
gardless of their condition or severity of 
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their disorder, should be the aim of any 
program. Plans should be discussed to 
meet the needs of children which would 
include, for example, such facilities as 
children's hospitals, children's centers, 
School programs and recreational and 
rehabilitation facilities. This would be 
consistent with sound medical care and 
would stimulate programs to benefit all 
children. The needs of the child and his 
family and his neighborhood must be 
considered if we are best to provide and 
secure the benefits of good health to all 
children so that they may develop their 
fullest capability within their innate 
potential. 

In planning programs another con- 
sideration deserves attention. The re- 
tarded form a diverse group. Eighty-five 
per cent of them are only mildly re- 
tarded; most of them come from urban 
and rural pockets of poverty and 
economic deprivation. Unfortunately, 
the programs already developed and 
those being designed will reach pri- 
marily that 15 per cent of the retarded 
who are moderately and severely re- 
tarded. The great pressure for care has 
been traditionally directed towards the 
severely retarded who need primarily 
medical and rehabilitative care through- 
out their lives. This group poses major 
problems to their families. Medical re- 
search may result in the prevention of 
many conditions which comprise this 
group. The 85 per cent group, the mildly 
retarded, are often neglected. There is 
too little if any voice to speak for their 
needs. This group is often doubly segre- 
gated both because of their socio- 
cultural situation as well as their intel- 
lectual condition. Few programs are 
developed for this large fraction of the 
retarded. Active organizations of parents 
most frequently represent the 15 per 
cent group. As a result of justified re- 
quests and publications they demand 
and tend to obtain services for this seg- 


902 


ment of the population with resultant 
neglect of the mildly retarded. No child 
should be without adequate care but we 
must consider all groups and not over- 
look major areas of concern. The 85 per 
cent group present a serious problem to 
Society and may comprise a significant 
number of school dropouts, chronic un- 
employables, recidivists and social out- 
casts. Early and intensive efforts may 
bring great rewards to this group and 
society. 

The pendulum is swinging too far to 
one side and in two dimensions, the 
separation of the retarded from the 
mainstream of community care as a pre- 
ferential group and the neglect of the 
vast majority of the mentally retarded 
in planning programs. We should not 
and must not develop programs that 
will further isolate already isolated 
groups. Comprehensive planning must 
include all children who need care re- 
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gardless of their condition. Facilities 
must be developed and supported at 
levels consistent with good medical prac- 
tice. We must not short-change our de- 
prived and handicapped citizens, espe- 
cially during their developmental years 
when they most need the best programs 
we can offer and our imagination can de- 
velop. These programs will cost money, 
but we must not compromise the con- 
cept of adequate care. We must consider 
all of our population in need of treat- 
ment and not preferential groups. We 
must consider the totality of childhood 
and not particular conditions that occur 
in children. We must look at the child 
in this society and help him reach the 
fullest development of his potentiality. 
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SHARED RESPONSIBILITY OF THE MENTALLY 
RETARDED—ONE APPROACH TO THE . 
PREVENTION OF INSTITUTIONALISM " 


MARTIN B. LOEB, Ph.D. 


Professor of Social Work, University of Wisconsin, Madison, Wisconsin 


When the state guarantees life-long care, the community develops resources 
and the family assumes as much responsibility as it can for itself and its re- 
tardate member, when the responsibility is shared, life-long institutionalization 


can be prevented in many cases. 


The OVERWHELMING IMPACT of a need 
to assume life-long care for a men- 
tally retarded child has moved many 
parents to seek early institutionalization. 
Such parents are often encouraged by 
physicians, lawyers, friends and relatives 
to apply for institutional commitment. 
Without knowing what institutions are 
like, these advisors point out that the 
child will be better off with all that 
trained personnel to look after him; the 
jeers of neighborhóod children can be 
avoided; siblings will be better off not 
having to bother with or be bothered by 
someone unable to look after himself. 
Besides, caring for the retardate is too 
difficult a task for a mere family. To 
add to the pressure of the argument 


there is the final punch of, “Who will 
take care of him after you’ve gone?” In 
spite of these admonitions, there are 
those parents who carry their burden 
bravely, heroically and without any help. 
Neither of these choices will maximize 
the development of the retarded child 
nor of the parents and siblings. Yet these 
are frequently the only choices: either 
give over custody and complete care to 
the state or sustain the responsibility 
alone. In most instances, legal and social 
institutions allow only for this either- 
or approach. Given the shortage of bed 
space, any chance to get the retarded 
child into an institution is an added pres- 
sure on the parents. 

Of course, there are also experts to 


* Presented at the 1965 annual meeting of the American Orthopsychiatric Association, New 
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help the family make the decision on in- 
stitutionalization in a more studied man- 
ner. Social workers, particularly, often 
help parents sort out their feelings and 
face up to realities. Yet in times past the 
social worker has floundered about in a 
psychotherapeutic pond, assuaged guilt 
feelings and neglected the realities of 
the social situation. Most often, however, 
even with the best of social workers 
involved, the feelings remain in mas- 
sive confusion, and the realities are over- 
whelming. The problem is to find useful 
alternatives to permanent or long-term 
institutionalization which realistically'can 
meet the needs of the retarded child, 
the family and the community (and 
which can also be clear and straight- 
forward enough to reduce a sense of 
panic). 

In planning for the mentally retarded 
we have tended to deal in rather strict 
categories and to let these rigidities de- 
termine the limitations of our programs. 
Out of trying to avoid this rigidity, we 
now have come up with a proposal 
which looks as if it might be able to 
overcome some of the worst features of 
either present-day institutionalization or 
overardent home care. We call this new 
concept shared responsibility. 

The proposal is that children who are 
clearly in the severe mentally retarded 
group and who ordinarily would be con- 
sidered for institutionalization should be 
given a status by the state government 
which would guarantee life-long care. 
The parents would be asked to assume 
as much responsibility as they could with 
the help of professional staff provided 
by state and local agencies. Parents need 
to know the details of their responsibili- 
ties and learn how to care for their spe- 
cial child and how to get along with 
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relatives, neighbors and friends. As they 
are taught how to do these things they 
can continue to assume many of the 
usual parental responsibilities. A major 
help for the parents is directing them to 
the community resources and directing 
them to ways of helping their communi- 
ties develop new and better resources 
as needed. Parent groups are an impor- 
tant resource. In this way the state, the 
community and the family share the 
responsibility both for the child and for 
developing resources to provide for his 
needs in some planned way. 

We are firmly convinced that present 
institutions are poor places in which to 
be brought up. We are further convinced 
that institutional living, at least as pres- 
ently carried out, is deleterious and in 
effect inhumane. The disorder caused 
by the “total institution” is often worse 
than the original defect. This “institu- 
tionalism" is a disease about which we 
can do something. To be sure, some 
children are so crippled mentally and 
physically that they require the constant 
care and protection that a hospital can 
afford, and we are not proposing that we 
prevent institutionalization by eradicat- 
ing institutions. Those not severely phys- 
ically handicapped (this includes most 
retardates) have a better chance of de- 
veloping their potentials in a family in 
a community, especially during their 
formative years. The modern family, 
however, has some great vulnerabilities, 
and the stress of a mental retardate in 
the home can be too great unless some of 
the stress can be diffused. The urban 
American family is not closely tied to 
an extended kin group which can be 
helpful when needed. It lives in rather 
cramped quarters in an environment 
which is essentially dangerous. The men- 
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tally retarded child is then a constant 
burden, and there are only the parents, 
mostly the mother, to carry the burden. 

If the family is to assume its respon- 
sibility for the retarded child, the com- 
munity must develop resources which 
can give the family relief from its con- 
stant burden. If it does not, then these 
families will demand more and more 
colonies and training schools. 

What is needed? First, good consult- 
ing service consisting of well trained 
professionals in the hospital when the 
baby is born and from that time on to 
help the family make its decisions. Every 
court needs the services of such consult- 
ants before commitments are made. Day 
care services and nursery schools are 
needed which take children when quite 
young (about 18 months). These should 
not be of the cooperative variety as it is 
necessary to let the mother have her re- 
spite. A nursery school with trained 
teachers and volunteers from the rest of 
the community is one successful type. 

For children who are over four there 
should be some residential center to pro- 
vide intermittent care so that families 
can enjoy vacations or house guests Or 
deal with other crises and can at those 
times leave their crippled child in good 
hands. These can be special units, or 
other local resources can be used. In 
Wisconsin we have county mental hos- 
pitals; some commuhities have built spe- 
cial residences. There also may be a 
select list of foster families. 

Special classes in the public schools 
Should be available for both the educa- 
ble and the trainable. There could be 
better use made of dormitory type 
Schools for some periods of the forma- 
tive years, especially adolescence. There 
should be sheltered workshops for the 
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older mental retardates. These well might 
have attached to them some kinds of 
hostels for supervised living of the adult 
retardate. Many adult retardates will 
need economic subsidy in one form or 
another hopefully without a means test. 

There are, of course, many other pos- 
sibilities, and many communities have 
some of these services now. The parents 
at the very outset should know about 
these possibilities and what they them- 
selves can do to promote the devel- 
opment of needed services. The de- 
cision-influencers, such as physicians, 
psychologists, social workers, lawyers, 
ministers, teachers and counsellors, also 
need to become aware of the community 
potentials and family strengths. 

In shared responsibility the state as- 
sumes the responsibility for life-long 
care, the community develops its re- 
sources and the family assumes respon- 
sibility for its child to the greatest extent 
possible. It seems to be a simple solution 
but to make it work laws have to be 
changed, attitudes of professional peo- 
ple have to be changed and both the 
potentialities and the limitations of fam- 
ily life have to be realistically assessed. 

The alternative is more and bigger 
institutions. The pressure for these will 
be great, especially as there is even less 
chance for the retardate to assume a 
more or less normal place in the job 
market and the suburban neighborhood, 
with increasing automation and the 
virtual urbanization of the whole popu- 
lation. Institutionalization cannot be pre- 
vented simply by keeping people out and 
on waiting lists. The demand for more 
institutions will be clamorous and suc- 
cessful if there are not other pathways 
available such as shared responsibility. 


EFFECTS OF EMOTIONAL DISTURBANCE IN 
CHILDHOÓD ON INTELLIGENCE 


MARTIN G. WOLF, Ph.D. 


Staff Psychologist, Cleveland Guidance Center, Cleveland, Ohio 
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Nonpsychotic, nonorganic, nonretarded emotionally disturbed children from 
lower and lower middle-class families did not differ significantly from their 
"normal" control siblings on standardized intellectual measures at either the 
kindergarten, second grade, or fourth grade level. 


LARGE NUMBER of children have no 
detectable organic abnormalities 
yet exhibit behavior that is maladaptive 
in terms of facilitating their acceptance 
by our current society. When these chil- 
dren find their way to a child guidance 
clinic they are typically considered to 
have a “personality disorder” or to be 
“neurotic.” While there is very little spe- 
cific research evidence as to the effects 
of emotional disturbance on children’s 
intellectual functioning, it is a common 
clinical belief that emotional disturbance 
has an inhibiting effect. 3 4,5 and dis- 
turbed children are often said to be 
“functioning below their intellectual po- 
tential.” For example, Davids 1 writes: 
It is a well known fact that emotionally dis- 
turbed children rarely ar 


t i e able to function at 
pi optimal level on intelligence tests (p. 
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This study was undertaken to test ex- 
perimentally this common hypothesis. 


PROCEDURE 


The emotionally disturbed children 
were located by examining the records 
of the Cleveland Guidance Center for 
the period 1957-1963. Siblings were 
chosen for controls as they had grown 
up in the same home under basically 
similar conditions aad were equated on 
the relevant variables of race, socioeco- 
nomic status, and cultural and ethnic 
background. All cases were selected 
Prior to any knowledge of their test 
Scores, using the following criteria: 

1. The child must have a sibling rea- 

sonably near in age. 

2. The child must have been seen at 

the Cleveland Guidance Center and 
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have received a diagnosis of “neu- 
rosis" or "personality disorder," 
ie., functional emotional disturb- 
ance. All cases where there was 
any question of organic brain dam- 
age, psychosis or mental deficiency 
were eliminated from the sample, as 
were all children in a special class 
for slow learners at the time of 
testing. (This served as the opera- 
tional definition of an emotionally 
disturbed child.) 

. The child's control sibling must not 
have been seen for personality or 
behavior problems by any psychi- 
atric facility and must not be in a 
special class. (This served as the 
operational definition of a *nor- 
mal" sibling.) 

. The child and his control sibling 
must have resided together through- 
out their lives prior to the time of 
testing. 

. The child and his sibling must have 
attended the Cleveland Public 
School System and must have been 
between the first and ninth grades 
as of the fall, 1963, term. 


v 
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All children who met these criteria 
Were included in the sample, a total of 
80 pairs. The sample was representative 
of the City of Cleveland children at the 
Cleveland Guidance Center with respect 
to age, race and sex: 
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FINDINGS 


The performance of the E and C 
Groups was compared on each of the 
standardized intellectual measures which 
are routinely administered by the Cleve- 
land Public School System to all chil- 
dren. The program of testing consists of 
the Lee-Clark Reading Readiness Test 
(highly correlated with intelligence) 
near the end of kindergarten, the Kuhl- 
man-Anderson (a group test of intelli- 
gence) in the second grade, and an al- 
ternate form of the Kuhlman-Anderson 
in the fourth grade. Because of the re- 
quirement that both members of a pair 
have taken a test, a variable-sized sub- 
sample of the total sample of 80 pairs 
was compared on each test. For this rea- 
son, the number of pairs being com- 
pared is shown along with the achieved 
scores in Table 1. The Lee-Clark is in 
raw score form, while the Kuhlman data 
are in the form of IO scores. 


RESULTS 


A statistical comparison of the two 
groups was made, the results of which 
are presented in Table 2. Inspection of 
this table reveals that there is no signifi- 
cant difference (p>.05) between the 
test scores of the emotionally disturbed 
children and their “normal” siblings on 
the kindergarten Lee-Clark, the second 
grade Kuhlman, or the fourth-grade 
Kuhlman. Since the Lee-Clark is very 


Table 1 
Scores or E AND C CHILDREN ON THE VARIOUS TESTS 
E Group C Group 
Test N 

Pairs c M c 
Lee-Clark 46 44.6 11.6 47.5 9.6 
Second-Grade Kuhlman 57 97.8 10.2 99.7 10.4 
Fourth-Grade Kuhlman 32 97.4 8.7 99.7, 10.9 
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Table 2 
TEST OF DIFFERENCES BETWEEN E AND C GROUPS 
Test M» oD M cd df p 
Lee-Clark 2.9 10.0 1.49 45 N.S. 
Second-Grade Kuhlman 1:9 10.3 1.39 56 NS. 
Fourth-Grade Kuhlman 2.2 10.7 1.16 31 N.S. 
highly correlated with intelligence, this SUMMARY 


means that thete is no significant differ- 
ence between the groups in their intel- 
lectual functioning at either the kinder- 
garten, second-grade or fourth-grade 
level. 


DISCUSSION E 


Thus, on the basis of the research evi- 
dence gathered in this study, it appears 
that emotionally disturbed children do 
not differ from their “normal” siblings, 
who are statistically *average." Interpre- 
tation of, this finding must take into ac- 
count that fact that only nonpsychotic, 
nonorganic, nonretarded children from 
lower and lower middle-class families 
compose the emotionally disturbed 
group. However, these results do suggest 
that it would be worthwhile to recon- 
sider the stereotype that all emotionally 
disturbed children would test higher if 
they were not disturbed. Some would 
(and some have), but many are doing 
as well as might be expected in light of 
their environmental background. 


In the study of 80 pairs of emotion- 
ally disturbed children and their “nor- 
mal” siblings, no significant differences 
in performance on intellectual measures 
were found. This finding, while still ten- 
tative, was felt to challenge the stereo- 
type of the disturbed child as “function- 
ing” below his potential. 
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AMERICAN YOUTH IN A SOCIAL STRUGGLE: 


THE MISSISSIPPI SUMMER 


PROJECT" 


ROBERT COLES, M.D.,f and JOSEPH BRENNER, M.D. 


T= STUDENT SIT-IN MOVEMENT İs five 
years old.2?:*° The willingness of 
four Negro students to ask for service 
from a cafeteria in Greensboro, North 
Carolina, soon developed into the deter- 
mination of hundreds of students to en- 
gage in similar nonviolent assertions or 
requests throughout the South and in the 
North, too. Although for a number of 
years there had been a slow progression 
of decisions in the federal courts * which 
indicated that the high tide of legally 
sanctioned segregation embodied in the 
“separate-but-equal” decision of Plessy 
vs. Ferguson had long passed, it was the 
postwar climate itself along with the 
1954 school desegregation decision 
which set the stage for the various pro- 
test actions we have seen in the South 
these past few years. 2% 28 Indeed, a 
Negro woman’s refusal to yield her seat 
to a white man started a chain of events 
Which progressed from a. boycott in 
Montgomery, Alabama, to the emer- 
gence of a national leader, Dr. Martin 
Luther King, and his eventual designa- 
ton as a Nobel Award winner for his 
contributions toward world peace." 


* Presented at the 1965 annual meeting 
March, 1965, New York, New York. — 
+ Research Psychiatrist, Harvard Unive! 


1 Psychiatrist, Medical Department, Massa 


Such events illustrate the way indi- 
vidual lives can engage with a ripe his- 
torical moment to produce significant so- 
cial change.!^ 11, 17,22 No view of the 
nature of social struggle in the South can 
ignore the history of the region, the po- 
litical and economic climate there, and 
the longstanding consolidation in the 
section of an essentially rural caste sys- 
tem.* 6, 12, 18, 14, 25, 31, 82, 34 Psychiatrists 
looking at the motivations and adjust- 
ment of those taking on such a formida- 
ble social system must keep these con- 
siderations in mind. To walk into a 
cafeteria and ask for coffee (and be a 
Negro) or to walk into a county court- 
house so as to register to vote (and be a 
Negro) requires a certain kind of person 
and a certain kind of psychological prep- 
ration and endurance; but to realize what 
such acts mean to the white people re- 
quires placing the desires and deeds of 
private people in the context of what 
they have Jearned in their family rear- 
ing, and what generations of southern 
families, white and Negro, have learned 
about themselves and one another.” 9 ? 
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9, 18, 31, 32, 33, 34,38 As one Negro student 
reminded us: 


When I go near a voting registrar in Missis- 
sippi I feel I’m dueling with the whole history 
of my race and the white race. It gets you 
just like that, in your bones. You're not just a 
person who is scared. You're doing something 
for the books; for history, too. 


BACKGROUND OF THE PROJECT 


Similarly, the state of Mississippi must 
be looked at in some historical depth, so 
that its current racial struggle fits into a 
larger significance: a whole way of life. 
We cannot here do justice to the re- 
markable series of events which have 
seized that state over these past decades. 
Its beautiful land has been touched with 
the blood of warriors fighting against 
the North, soldiers fighting for the pres- 
ervation of the Union, men lynched for 
the color of their skin, or other men 
dead prematurely out of a poverty which 
persisted for them even though they 
were white, even in the face of their 
hatred of Negroes. 

Particularly relevant are the descrip- 
tions of Mississippi’s political structure, 
its social system, the cherished ideals of 
its white leaders, the grim living of its 
white yeomen, and the almost unbeliev- 
able conditions of existence endured by 
its Negro sharecroppers.^ 13 Faulkner’s 
novels 1% 2% 21 are eminently heroic 
works of literary art, but they are also 
an incredibly accurate storehouse of psy- 
chological and sociocultural information 
about life in Mississippi as it is differ- 
ently yet mutually lived by white and 
Negro people. Nor does Faulkner stand 
alone; from George Washington Cable 5 
M Welty Ai a long and fine 

ry tradition has illustrated the agony 
of the state; the muted, often sad hu- 
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mor; the poverty; the desolation; the 
loneliness of its people—afraid of the 
rest of the country, sometimes even of 
the rest of their own South, always of 
themselves; split into dark and light, few 
rich and many poor, or suspicious, hard- 
pressed farmers and self-consciously re- 
cent city folk. 

The intersection of private lives with 
an enabling time in our national life has 
its parallel in the meeting of Mississippi's 
increasingly guarded, aloofly defiant pos- 
ture in respect to desegregation with the 
momentum of the student civil rights 
groups. There was a special quality to 
the state’s resistance to national laws 
and pressures, a firm, unrelenting 
opposition described by political scien- 
tists, journalists, and its own leaders.® * 
25, 27, 28, 32, 33, 35 No other southern state 
ever has committed itself so totally to so 
unyielding a stand, and no one studying 
the white and Negro youth in confronta- 
tion with such a stand can overlook the 
psychological climate of fear and hos- 
tility likely to arise on both sides. 

Relatively isolated forays had been 
made into Mississippi before in the few 
short years of increasingly organized stu- 
dent protest. Several of the organizing 
leaders of the 1964 project had experi- 
enced the threats, jailings, beatings and 
injuries that can go hand-in-hand with 
an attempt to work for the voting rights 
of Negroes in the state. The segregation- 
ist, racial customs in those towns are so 
Solidly established (and that aspect of 
their living is so effectively removed from 
the will or practices of the rest of the 
nation) that centuries of difference seem. 
to separate the one from the other. 

Such attempts had inevitably per- 
Suaded these young men and women 
that they were no match (as small 
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groups of committed civil rights work- 
ers) for the power of those deeply south- 
ern states which were set for last-ditch 
resistance to federal laws or pressures to 
obey those laws. Since Mississippi 
seemed the bastion of such unyielding 
opposition, and since some of the stu- 
dents were tired of seemingly discon- 
nected expeditions often culminating in 
futile attempts and prolonged arrests, it 
was decided to attempt a specific, care- 
fully planned project which would try to 
work toward desegregation in the tough- 
est state of the nation in a large-scale 
fashion. This project would draw upon 
the national support of sympathetic stu- 
dents and take on not simply a town or 
county here and there, but the segrega- 
tionist laws, frame of mind and resolu- 
tion of the state of Mississippi itself. 
Well before the summer project be- 
gan these youths travelled over the coun- 
try making their plans known to student 
groups in the various colleges and dis- 
cussing them with various sympathetic 
educators or religious and political lead- 
ers. By the spring of 1964 recruitment 
on college campuses was well on its way, 
and plans had become firm for a pre- 
liminary, two-week period of orientation 
followed by a summer's project likely to 
see hundreds of students from over the 
nation converging on dozens of Negro 


communities in the state. 
€ 


OUR ROLE IN THE PROJECT 


Our role in the project was defined by 
the students and the ministers of the 
National Council of Churches, which de- 
cided to support their efforts and for- 
mally affiliate itself with them. We were 
asked to help evaluate applicants; be 
available for any medical or psychiatric 
advice needed during the two-week ori- 
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entation period in Oxford, Ohio, and 
continue such work during the rest of 
the summer in Mississippi. One of us 
had had four years of experience work- 
ing with southern youth involved in the 
sit-in movement, as well as with Negro 
and white children involved in the de- 
segregation of the elementary and high 
schools of the region. The other is an 
internist with long experience in general 
medical problems as well as a psychi- 
atrist particularly practiced in working 
with college students. 

We both went to Oxford several days 
befóre the summer volunteers were to 
arrive so that we might talk with or- 
ganizers of the project. For several 
months before that, however, we had 
been sharing in the preliminary process 
of interviewing, group discussions, and 
selection which took place at several 
New England colleges where students 
were especially interested in civil rights. 

From those first meetings in the early 
spring of the year, to our work in Ox- 
ford, Ohio, and then in the experiences 
of the one of us who spent the summer 
with the project in Mississippi, records 
were constantly kept of individual and 
group interviews. Some of the interviews 
were taped. Photographs were made to 
illustrate the preparation in nonviolence 
at the workshops and the living condi- 
tions and activities of the students in 
Mississippi. Our intention has been to 
document with clinical material the man- 
ner of survival of a group of American 
youths embarking upon a serious en- 
deavor to change the nature of part of 
their nation. 


THE ONSET OF THE PROJECT 


From the very beginning, even before 
Oxford Ohio, we noted that the students 
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interested in the project seemed consist- 
ently serious, dedicated and well aware 
of the serious implications of the kind 
of work they faced. Every effort was 
made to acquaint them with the hard 
facts of life facing the Negro citizens, 
and with the firm conviction of the lead- 
ing white citizens that no change be ac- 
complished. Sofne students decided well 
before the orientation meeting that the 
risk to life or limb was not only real and 
substantial, but too much for them. 
Some of these students were afraid; 
others were insufficiently concerned 
about civil rights. One college junior 
told us: 


I thought it might be an interesting summer, 
but I frankly don't care enough to risk my 
life over this problem. 


Fear and tension became quite appar- 
ent at Oxford, Ohio. For two weeks on 
the lovely campus of Western College 
for Women about 400 college students 
from every section of the country as- 
sembled to learn about their coming 
summer; they had to decide once and 
for all whether it would suit their wishes 
and capacities. 

We cannot here recount the back- 
ground which soon befell that orienta- 
tion period; the constant presence of 
reporters and television cameras; the 
anxiety in the nation and over the world; 
the threats spoken in Mississippi and the 
concern expressed by many people in 
the North, including officials of the gov- 
ernment; within a few days the disap- 
pearance of three members of the proj- 
ect; the increasing likelihood of their 
death, and then the certainty as each day 
passed with no discovery of their where- 
abouts. 


Such a grim general atmosphere be- 
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came for each volunteer a specific con- 
frontation: going to Mississippi meant 
the explicit risk of death. 


ORIENTATION OF THE STUDENTS 


The job of Oxford was one of inform- 
ing and preparing students for the sum- 
mer. They had to be made aware of the 
political, economic and social situation 
in the state, and given a description of 
the historical development of the proj- 
ect; how it came about, at whose initia- 
tive, for what purposes. There were seri- 
ous logistical problems to be solved: 
transport, housing, security, lines of 
communication with one another and 
with the press, Congressmen, senators, 
families and friends. In addition, the 
geographic deployment had to be ar- 
ranged, the financial basis of the project 
established, the legal help set up, and 
provision for the medical and psycho- 
logical welfare of the workers secured. 

Before the students arrived, work- 
shops in nonviolent technique were pre- 
pared by the 100 students who were also 
veteran activists of the civil rights move- 
ment. (They met for several days before 
the orientation began.) Discussions 
among these students were held, too. 
They also had their fears and anxieties.? 
S, 9, 10, 11, 14, 22, 24 Some Negro southern- 
ers resented outsiders (even as they wel- 
comed and needed them), particularly 
volunteers who were white and relatively 
privileged. Many were afraid, not as 
they had been before in their compara- 
tive isolation and powerlessness, but in 
the face of the new significance that had 
come upon their struggle and the ten- 
sions, rivalries and fears of the increas- 
ing organizational life which accompan- 
ied it. Some felt guilty. Did they have 


COLES AND BRENNER 


the right to ask aid of others, knowing 
(as only those who have fought for civil 
rights in a small town in the Delta can 
possibly know) the fateful hazards and 
gambles attached to the work? 


PRELIMINARY MEDICAL AND 
PSYCHIATRIC OPERATIONS 

Our work began as soon as we arrived 
on the campus. We met with groups of 
the project's leaders and with them in- 
dividually. We looked upon ourselves as 
guests and were at first quite unsure 
what we could do of value. It soon be- 
came clear, however, that there was a 
good deal for us to do, and that our 
help was very much wanted by the lead- 
ers of the project (they called it COFO, 
or Council of Federated Organizations, 
an alliance of the major civil rights or- 
ganizations in the state). 

Even as those meetings were proceed- 
ing the volunteers started arriving. Be- 
sides the various tasks already mentioned 
to be accomplished, which might be 
called those of *outer orientation," there 
was perhaps the hardest one of "inner 
orientation." Students personified the 
slowly awakening conscience of much 
of their country. Yet, there were really 
few people or groups giving them clear 
sanction to set out to do what they did. 
Even many of those morally sympathetic 
to their aims felt hesitant, doubtful, or 
fearful. Nor were these volunteers simply 
lonely or isolated from the approval of 
others. An aroused conscience does not 
automatically generate the will to change 
things. Even given the will, such events 
in the life of the mind as fear, inertia, 
the onset of rationalizations and denials 
(or the legitimate rise of feelings of help- 
lessness or despair before the magnitude 
of a difficult ordeal) combine to stay ac- 
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tion, to spread doubt, to start anxieties 
in motion that can become paralyzing 
worries, suspicions or tensions between 
people.'* 

It was thus apparent from the very 
beginning that this tiny handful of young 
people, a fraction of 1 per cent of the 
college population of this country, 
would have to come to sóme conclusion, 
even if only in their private thoughts or 
dreams, about why they were taking on 
this kind of summer and how they would 
expect to manage it. 


FIRST PERIOD OF SELF-EXAMINATION 


Both the leaders of the project and 
the volunteers later went through this 
first period of self-examination. They 
hassled and argued with their guilt and 
self-doubt, the racking accusations, the 
continual analysis of motives which be- 
speak inner uncertainty coming to grips 
with outer uncertainty. Many of them 
wondered whether they were hopelessly 
“neurotic” or “masochistic,” perhaps do- 
ing the right thing for the wrong reasons, 
and, if this were the case, whether their 
position was tenable. Some could resolve 
such conflicts quickly; others did so only 
with difficulty, over time, with our help 
or the help of a person or event which 
somehow “made it all clear.” 

For example, during one long, heated 
meeting a young Negro woman from 
Mississippi replied to a series of remarks 
which largely reflected apprehension 
and hesitation. She spoke with gentle- 
ness and simplicity: 

Ive been listening to you all for two hours, 
and I suppose if I didn’t get up to speak, you 
might be talking two days or two years from 
now about whether you should go and what 


will happen when you do. But Tm going to 
tell you something: I don’t want to know why 
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you're here. I want to know what's taken you 
so long to come; and I want to be thankful 
youre here. 


RACIAL TENSIONS RISE 


Another issue besides those of antici- 
patory fear or personal motivation was 
that of racial attitudes. The very prob- 
lem summoningethem to Mississippi was 
also part of their own problem as a 
group of white and Negro Americans 
with widely different backgrounds and 
experiences. For many of the white vol- 
unteers this was the first time they would 
be living on “equal” terms both physi- 
cally and psychologically with Negroes 
as a preparatory group in Ohio and then 
in the Negro quarters of southern towns 
and villages under the strongly disap- 
proving eye of a white society. The com- 
mon nervousness, from poor southern 
Negroes to wealthy northern whites 
(there were southern whites and north- 
ern Negroes there, too) was expressed 
variously: in sly avoidance, in forced, 
awkward encounters at mealtime, in 
humorous exchanges while watching 
television, in all the ways that people 
find to meet and accommodate them- 
selves to one another in the hope that 
the clumsy, embarrassing moments of 
introduction ultimately will yield to gen- 
uinely pleasant friendships. 


GROUP FORMATIONS OCCUR 


Meanwhile overriding all such mat- 
ters was the central binding obligation 
of all concerned (teachers and students, 
long time activists and new recruits) to 
organize themselves quickly and expe- 
ditiously for the hard work ahead. The 
critical means of accomplishing this 
were the small groups of about 20 to 30 
students. In them the real testing of in- 
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dividual commitment, solidarity and un- 
derstanding of the project took place. 
These groups formed themselves within 
a day or two after the arrival of the 
volunteers and were organized in terms 
of the geography of the state. 

The overall project was divided into 
literally dozens of smaller ones, each one 
attached to a particular town or county 
and each one destined to have its own 
aims, style of living, traditions, risks and 
opportunities. Though the state has cer- 
tain quite general racial customs, it also 
is by no means without variations in 
them. Some of it borders on TVA terri- 
tory. Some of it is on the Gulf of Mexico, 
anxious for tourists and sandwiched be- 
tween two old sophisticated port cities, 
Mobile and New Orleans. The capitol is 
a growing city, a distribution center for 
national business concerns, On the other 
hand, there are those miles of plantation 
country in the Delta, or those small- 
farm counties along the hill country. 

While a psychiatric report cannot do 
justice to the intricate historical and so- 
cial forces at work in shaping racial rela- 
tions in these areas, neither can such a 
report ignore the very real psychological 
consequences of those forces. What has 
been reported by Allport, Clark, Dol- 
lard, Myrdal or Kardiner and Ovesey ? 
$, 18, 24 29 as happening to Negroes under 
various kinds of isolation and discrimina- 
tion simply begins tó describe the way 
many Negro families in the rural areas 
of the South feel about themselves and 
the white people for whom they largely 
work. Nor is it fair to overlook the long 
and deeply held feelings of white people 
in those regions. Those sections of the 
South which have found themselves able 
and willing to change such feelings (or 
at the very least the customs grounded 
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in them) have been heavily persuaded 
by other changes (economic, political 
and cultural) which have so far largely 
ignored the rural South. 

In each of the small groups there were 
several staff members who knew such 
facts all too well. Joining them were the 
volunteers, ranging from 5 or 6 to about 
20 in each group. The volunteers were 
encouraged to move from group to group 
to get a sense of the people with whom 
they would be working and their par- 
ticular interests. As these groups were 
forming, general lectures were being 
given about the state as a whole, its 
economy and traditions; about the his- 
tory of the civil rights movement, or the 
nature of nonviolent protest. Other lec- 
tures dealt with more specialized prob- 
lems, such as the legal ones likely to 
arise in the face of unfriendly police, or 
the medical and psychiatric ones brought 
on by hot, humid weather coupled with 
the strains of everyday life as a worker 
for the voting rights of colored people. 

Openly and quietly the members of 
these groups came to know one another. 
At first there was a good deal of shifting 
about from one group to another. Some- 
one interested, say, in teaching might 
find herself in a group seeing itself as 
primarily geared toward voter registra- 
tion; or a young man interested in help- 
ing rural folk become aware of public 
health programs or,those sponsored by 
the Department of Agriculture might 
sense other concerns in his group. Mu- 
tual trust and respect and a clear knowl- 
edge of the order of command within 
the group was stressed. The need to ac- 
complish such attitudes and feelings 
in a short time seemed to intensify the 
Cohesion and determination of the 
groups. 
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OUR WORK AS CONSULTANTS 

We shared in giving general lectures 
and leading more informal discussions 
on medical and psychiatric topics. Our 
major task was initially felt to be the 
evaluation of those who (at their own 
behest or because of the doubts of others) 
were referred to us as possibly unsuit- 
able for the project. It «certainly would 
not be possible for us (two among 500 
staff and volunteers) to interview even 
a majority of the students individually. 
Moreover, what criteria were we to use 
in evaluating the fitness of these students 
forethis project? One of us already has 
discussed this problem elsewhere.’ 
Standards which might apply in deter- 
mining the “mental health” of certain 
kinds of people (white, suburban, mid- 
dle-class) do not necessarily apply to 
others, be they Negroes or a kind of 
idealistic youth struggling to find their 
own identity or sense of themselves. 

We did, however, give long stretches 
of hours, day and night, to individual 
interviews. We sat in with the various 
groups, where we might help spot any 
particularly anxious or troubled person. 
In addition, one of us is an internist and 
thus acted as the general physician as 
well as a psychiatrist. 


GENERAL REASSURANCE 
FOR THE MAJORITY 

There is no doubt that we were able 
to be of some help. There were a good 
number of frightened, anxious students 
on that campus, particularly following 
the news of the disappearance of three 
of their fellows. Many students were 
ashamed to admit their doubts, their 
mixed feelings. They felt able to talk 
with us about them because we were 
doctors, psychiatrists who were a bit 
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removed from the immediate moral 
thrust of the project. Many talked of 
their lack of commitment, their sense of 
inadequacy before the ordeal facing 
them. For most of these students we 
could directly relieve some of their feel- 
ings of isolation and worthlessness by 
telling them what we had come to know 
was the truth:^all the students there, in 
one fashion or another, shared such wor- 
ries with them. Facing uncertainty and 
a good chance of injury, arrest, or even 
death, many of them were lonely and 
perhaps secretly preoccupied as well as 
frightened. It was relieving for individ- 
uals to know that in fact such sensations 
were quite common, and to be expected. 


INDIVIDUAL PROBLEMS 


Indeed, the few who troubled us were 
those who were not fearful and mildly to 
moderately anxious. There were several 
kinds of such youths. One group relied 
almost exclusively on bodily expressions 
of tension or nervousness. These were 
the young men and women who came to 
us with headaches, stomach and intes- 
tinal disorders, troubles with insomnia, 
muscle aches or back pain or with men- 
strual irregularities. We think it fair to 
say that for a while we were rather hard 
pressed with such complaints. In large 
measure the students bearing them were 
fresh “recruits” from yarious colleges 
who not only had no experience in the 
South, but little sustained contact with 
northern civil rights work. They sud- 
denly found themselves confronted with 
all the difficulties of making contact with 
Negro students (often from a different 
class and region as well as race) as well 
as those particularly hard problems as- 
sociated with facing danger. Being highly 
conscientious and responsive to firm 


THE MISSISSIPPI SUMMER PROJECT 


ethical ideals and goals, they found it 
patricularly difficult to acknowledge 
their quite reasonable apprehensions in 
so short a time. 

Our job with them was both to treat 
their somatic symptoms and gently as- 
sist them in becoming more comprehen- 
sively and less fearfully aware of their 
inner conflicts. An example: 


A 19-year-old student from Minnesota, a 
white, farm girl who was a junior in college 
and from a highly religious Lutheran family, 
came to see us with complaints of a “head 
cold,” including a headache and postnasal 
drip. Further questioning revealed insomnia 
starting directly with her first night at Oxford. 
When asked about how she was managing at 
the orientation meetings she replied with a 
tense, defensively assured "fine." She followed 
that quickly with a reference to the headaches 
which plagued her. In a while she acknowl- 
edged that she rarely suffered headaches; and 
that was our clue to indicate to her that she 
(or anybody else) rarely became involved in 
the kind of activity and peril now facing her. 
Her reluctance to accept such an observation 
appeared fairly quickly on her face. Yet, on 
the basis of past experience with youth in the 
sitins, we felt that we should press on with 
an amplification of our view of her inner 
struggle between her ideals and determination 
to put those ideals to the test of action on the 
one hand and her perfectly natural lack of 
confidence in how she would be able to bear 
the danger and psychological intimidation that 
were daily being spelled out for her and com- 
ing closer to her. 

We saw her for three interviews during her 
stay at Oxford. She was able to talk openly 
with us about her feelings. We always empha- 
sized the many, very important possibilities 
open to civil rights workers outside of Missis- 
Sippi; but at the samé time stressed the fear 
and uncertainty common to all there with 
each person calling upon his own style for ex- 
pression of it, She decided to go South, and 
once her decision was made (or confirmed in 
her mind once again), she lost her headaches 
and slept more soundly. We had given her à 
small supply of miltown and aspirin. She re- 
turned her unused pills to us after the last 
interview. “I think I can make it without 
these," were her words, followed by: “I guess 


it takes time to find out that what bothers you 
bothers everyone.” 


"v-. -—— 


COLES AND. BRENNER 


MORE SERIOUS PROBLEMS 


There were other medical and psy- 
chiatric problems of a more serious na- 
ture, requiring the usual clinical diag- 
nostic work-up and finally a decision 
about the person's fitness for the proj- 
ect. We encountered three youths near 
psychosis. One was suspicious and with- 
drawn; the other two were clearly near 
panic. It was of interest to us that they 
were referred to us by the students them- 
selves as a bit odd or seemingly "trou- 
bled" or “distracted” and in need of our 
help. They were willing to leave the 
project; in fact they were pleased to do 
so for medical reasons. 

A more difficult few to evaluate were 
those with “neurotic” personalities or 
"character disorders" which did not 
seem to be working to their advantage 
as participants in the project. (We have 
surely reached a stage of sophistication 
in psychiatry that asks us to consider 
the person’s personality in relationship 
to his environmental condition rather 
than abstractly.) Our experience at Ox- 
ford was that five students knew that 
they were “in trouble,” realized that 
however well they had managed before, 
they were headed for serious difficulty 
under the kinds of stresses likely in 
Mississippi. Three of them sought us out 
fairly quickly and were helped to leave 
without excessive guilt or sense of fail- 
ure. Two others were spotted by their 
roommates or friends and similarly 
helped to decide upon departure from 
the project. They themselves had wanted 
to see us, but hesitated out of guilt at 
abandoning their summer’s objectives. 
Three of these five had been in treat- 
ment for depression, anxiety or phobias. 
The other two were of rather rigid, brit- 
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tle make-up, each of them quite attached 
to an orderly, punctual kind of living. 
The “confusion” of Oxford, that is, the 
lack of precise timing for meetings, the 
tendency for lectures and discussions 
necessarily to carry on as long as there 
were intense preoccupations and uncer- 
tainties to be aired, bothered them. They 
recognized that the siffilar but even 
more marked disorder (and consequent 
need for flexibility) of active social 
struggle was not for them. 

There were four others who presented 
a different order of problems. In each 
case the way the person came to the 
conference was an important clue to the 
kind of person we were seeing. 


One 19-year-old northern Negro arrived on 
the second day without any advance notice. 
He had gone through none of the preliminary 
registration procedures at his college; he had 
in fact, we learned later, shunned them. His 
behavior and reasons for coming seemed ap- 
propriate at first, but within a few days he 
had managed to summon attention to himself 
by complaining about a variety of trivial 
things; weather, food, length of orientation 
sessions. In his group he was either stonily 
silent or else registering a lone dissent on mat- 
ters not very arguable, such as "choice" of 
living quarters in rural towns where there was 
in fact no choice to be had. 

Seen by one of us, we learned that he had 
twice been in jail for petty thievery, was now 
on probation, and had just been discharged 
from a part-time job for reasons uncertain to 
us. Psychotherapy had once been suggested to 
him and refused. He was trying to obtain the 
support of the group, but was unable to do so. 
His childhood had been confused and impov- 
erished both in socioeconomic fact and psy- 
chological experience. We suggested psychi- 
atric care in his native city, and referred him 
to a clinic there. He showed no reluctance to 
Jeave. 

A 20-year-old white student made another 
impulsive arrival at Oxford. He called by 
phone the first day to say that he was hitch- 
hiking and only 200 miles away. He came the 
next day, lean, jaunty and filled with excite- 
ment and enthusiasm. Yet, in a short time his 
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good-spirited eagerness became tiresome as its 
nervously excessive quality wore upon others, 
several of whom suggested we talk with the 
the youth. 

He showed no surprise when one of us 
asked to talk with him, and with evident relief 
his story tumbled out, punctuated with pleas 
to be allowed to stay. After one and a half 
years of college he had become acutely psy- 
chotic and had been in a mental hospital for 
several months. Though now recovering, he 
still feared a recurrence of his illness, and in 
fact, as we learned later, had supposed that 
participation in the project would help him 
integrate himself emotionally with others of 
like purpose and ideals. It was not his rather 
open display of feeling that bothered others 
but the rather forceful, slightly inappropriate 
nature of their expression. They feared that 
while he might well be able to make a worth- 
while contribution to the project, in sensitive 
situations his fragile controls might give way. 

He was relieved that we were able to get 
some perspective on his life situation, and he 
was able to accept reassurance that his history 
indicated that while it would not be wise for 
him to participate in the program this year 
there was every hope that with continued per- 
sonal progress he might help in a variety of 
ways in the future. We had to help him leave 
and get on a bus; he was sad and near tears. 
Again, referral for further psychiatric treat- 
ment was made. 


OUR CONCLUSIONS AS THE 
ORIENTATION PERIOD ENDS 


Important questions in our minds at 
Oxford (and of course, later, in Missis- 
sippi) were what kinds of youths came 
there, for what reasons and how they 
managed the strains of preparing them- 
selves for a hard and threatening sum- 
mer. We realized after one day's inter- 
views and observations followed another 
that we were dealing with a wide range 
of personality types quite similar to the 
many kinds of college students we each 
customarily see in our respective jobs. 
Lergely absent were the psychotic, the 
sociopathic or psychopathic. These were 
almost uniformly intelligent, determined 
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youth, willfully desirous of ending what 
to most of them was a deeply felt state 
of injustice in their country. A few were 
more abstract: they did not so much feel 
the indignity of others as respond to the 
momentum of their own ideas; they ob- 
jected to "injustice" or deprivation of 
“constitutional rights.” 

Doubtless the age of these youths, 
their position in our society as still pre- 
dominantly single (or newly married, 
without children) and concerned with 
achieving and consolidating their own 
rights and opportunities, their own dig- 
nity and self-respect, made them espe- 
cially sensitive to the plight of others 
similarly struggling for freedom in its 
many senses, Moreover, as Erikson 
16, 17,18 indicated, growing up in our 
middle-class western world involves a 
rather long and complicated effort and 
struggle within the mind as one's indi- 
vidual past engages with social, cultural 
and historical events in pursuit of some 
feeling of coherence about oneself and 
the world. 

At this particular moment in our na- 
tional life, the civil rights movement, its 
ideals and struggles, has strong general 
interest for all of us; but for young Ne- 
groes and young white college students, 
each for different reasons, it has added 
relevance. For many young Negroes it is 
à chance to assert their worth in a new 
and increasingly successful way. In this 
regard, as one of us has discussed at 
some length,!° the natural, partial es- 
trangement of youths from their parents 
becomes even more pronounced as even 
children do things (in schools or demon- 
Strations) never dreamed possible by 
their parents. Moreover, for many white 
students the civil rights movement seems 
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the only possible way for them to work 
practically toward some improvement in 
our society. As one of them said to us 
in Ohio: 

It's real, like work, and it's doing something 
for people we can see and who need it; and 
theyre American citizens, like us. We seem 
to be the only ones who go out and do it in 
the tough places. Then the country follows 
along. 

If most of these youths were idealistic, 
intelligent and hardworking and if few 
were ruled out because of mental or 
physical disease, then the fact remains 
that even before they left for Mississippi 
they had to contend with the ominous 
news of the disappearance of three of 
their coworkers and the beginning of the 
arrests, explosions and beatings which 
would continue the rest of the summer. 

„We were struck with how successfully 
they kept their spirits high and their re- 
solve undiminished. The purposes of 
the orientation session were to instruct 
the students in what they would be do- 
ing and where; to help them get to know 
one another and form some cohesive 
bond among themselves; to prepare 
them for the challenges and problems 
ahead by lectures, demonstrations and 
even films, and to filter and select out 
those not quite suited to the project. 
The terrible news from Philadelphia, 
Mississippi revealed how effectively 
these aims had been accomplished. 

There was a noficeable increase to 
the consultations. In fact, we worked 
almost round the clock. Minor medical 
complaints, bruises, cuts, aches and 
pains came in greater numbers, We 
thought because many students were 
quite doubtful of their strength of body 
and mind both to face a continuation of 
What had happened in Philadelphia. 
There was an increase in those openly 
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anxious, fearful or unable to sleep 
soundly. Yet the general drift of those 
tense hours and days after Philadelphia 
was toward a final consolidation of the 
entire group of several hundred youths. 
They assembled in song and prayer, in 
silent marches, in circular, hand-holding 
communication and recital of their col- 
lective determination te- proceed. The 
emotional power and support of those 
songs can hardly be conveyed here. One 
has to be there, feel the emotional 
strength and reassurance of the words, 
the melodies, the youth united in saying 
and, singing. 


In Mississippi 


The rest of the summer, from mid- 
June until late August, was spent by 
these youths and one of us in Mississippi. 
The activities of the project can only be 
briefly summarized here. To nearly every 
part of the state from its larger cities to 
its very small towns groups of students 
came, settled, and lived. They estab- 
lished a variety of programs: schools, 
libraries, food and clothing distribution 
centers, efforts at voter education and 
registration, research into ways of mak- 
ing federal programs in health or agri- 
culture more available to people most 
in need of them, cultural activities, such 
as drama classes or music hours, even 
instruction in sewing as well as in his- 
tory, writing and spelling, science or 
foreign languages. 

The general purpose of the project 
was to help the cause of civil rights in 
Mississippi by introducing a state-wide 
community of willing and able volun- 
teers who by their very presence would 
symbolize the interest of the entire na- 
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tion. These volunteers also would con- 
tribute their various skills to people 
badly in need of them. Of course, not 
only students were among the volunteers, 
but a number of teachers, lawyers, doc- 
tors, nurses and clergymen. The leaders 
of the project hoped that such an infu- 
sion of heavily white, middle-class youth 
would inspire 4s well as help educate 
the Negro people who would be hous- 
ing and often feeding them as well as 
listening to them and taking lessons from 
them. They also hoped that the volun- 
teers would learn a bit about the reali- 
ties of life for the people they would 
meet in the state. They hoped, finally, 
that the project would itself serve as an 
instrument of social and political change, 
creating a force of its own, of national 
origins, within this state. 

One of us entered the state with some 
of these volunteers and spent the sum- 
mer moving from town to town, staying 
with the students, talking with them, ob- 
serving their work in several cases (in- 
stances of emergency injuries secondary 
to bombings) treating some of their 
medical problems, and generally obtain- 
ing a sense of how these youths (and at 
times the psychiatrist studying them) 
managed under stress. We were inter- 
ested in the medical and psychiatric re- 
sponses of these young men and women 
to what was for many a rather trying and 
even dangerous summer. We also wanted 
to know how the project affected the 
attitudes of the participants and those 
they encountered: that is, how Negroes 
and whites managed together and how 
the whites of the state responded to the 

e any before al- 
lowed. The one of us who went to Mis- 
sissippi had lived there for two years 
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long before racial unrest had come upon 
the state and had visited the state con- 
tinually since then. Having excellent 
sources of information there, he fol- 
lowed his summer's observations of the 
project with extensive interviews of ordi- 
nary white citizens there whose lives had 
been significantly confronted by the 
project. “It was a spectacle," one of them 
said. Our job was (and is) to find out 
what such a continuing sight or spectacle 
does to her and those like her. What 
does it do to their thoughts and feelings 
about Negroes, segregation, northern 
students? In sum we need to know more 
about the continuing and accelerating 
social change occurring in their region. 


OUR WORK IN THE STATE 


Before taking up the brunt of our 
work, which concerned the “normal” 
responses of people under heavy pres- 
sures, we should report that in only two 
instances was it necessary for psychiatric 
intervention to be of such a kind as to 
suggest the separation of a person from 
the project. In both people psychotic 
behavior was becoming manifest and 
disturbing to all concerned, and we 
were able to use tranquillizers to calm 
the young man and woman and arrange 
for them to go home without mishap. In 
each case we obtained evidence of pre- 
existing difficulties, experience with psy- 
chotherapy, and somewhat rigid per- 
sonality structure. 

It was, of course, part of our work to 
talk continually with students temporar- 
ily anxious, depressed, fearful and suf- 
fering from a variety of medical expres- 
sions of stress, such as trouble sleeping, 
loss of appetite, headaches, stomach 
ailments of one sort or another or men- 
strual irregularities. Individually and in 
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groups, through talks and often with the 
recommended help of such mainstays 
of general practice as aspirin, meproba- 
mate, phenobarbitol, vitamin prepara- 
tions and paregoric we were able to 
assist in diminishing the severity of 
what might appropriately be called 
*war neuroses." Indeed, as in war, in 
several cases we had to recommend 
temporary removal of one person or an- 
other from an "exposed" or dangerous 
location to a quieter and safer station. 
In some cases, too, there was some 
incompatibility of members in these 
small groups or “outposts.” We would 
talk with the people involved and try to 
point out some of the sources of friction. 
Then, too, some shifts in personnel to 
other areas occasionally were needed. 

In the youths we noted a variety of 
responses to stress. Again, this report 
cannot do justice to those stresses simply 
by documenting their variety and sever- 
ity. Arrests, jailings, bombings, shoot- 
ings, beatings and threats occurred by 
the hundreds in the weeks of June, July 
and August. To some extent those facts 
are better known to the country than 
the harder-to-establish ones of psycho- 
logical adaptation, change and growth 
in both the volunteers and the citizens 
of the state, Negro and white alike. 


FOUR PSYCHOLOGICAL STAGES 
NOTED Z 

There are certain definite trends to be 
reported among the volunteers. In a 
general sense they went through four 
psychological stages during the project 
though we hasten to insist that these 
are not meant to be inflexibly defined, 
universally applied or even temporally 
sequential. (A past attitude can emerge 
again when the present makes it “suit- 
able.) 
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FIRST STAGE 


At first there was the naive and awk- 
ward period. Many of these youths had 
never been South, had never been face- 
to-face with the kinds of poverty they 
were now calling upon themselves to live 
with intimately, had never had to con- 
tend with the twin difficulties of the con- 
siderable gap in social and cultural cus- 
toms between them and their Negro 
hosts (with all the personal effort and 
trials required on both sides to overcome 
such a gap) and the equally significant 
gulf that separated them from the white 
people of the state. It may be one thing 
to read of poverty in the Delta; it is 
another matter to enter a sharecropper's 
cabin and live there, eat and sleep there, 
attempt to make conversation there. Two 
gifted writers, James Agee and George 
Orwell + 3? perhaps have written all that 
can be written on such a challenge, but 
the experience belongs to each individ- 
ual. 

Here are the recorded words of one 
volunteer, indicating some of the psy- 
chological problems encountered in this 
first stage: 

It’s like I never could have imagined. I read 
all the books, but they don't tell you what to 
say when you're left with a family and 
you're there to help them, but you find they're 
scared stiff of you, and pretty soon you're 
scared of them. .. . They treated me as if I 
was some strange God, and I mean a danger- 
ous one as well as a good one. They tried to 
be nice, but they were so respectful; and I 
kept trying to be “equal” with them, because 
that’s what we were there to do. . . . Well, it 
was awkward as hell. First I told them not to 
call me "Sir." Then I could see they couldn't 
help it . . . and I stopped trying to pretend, 
too. I didn't like being without running water 
and good toilet facilities; and I didn't like 
some of their food either. It was too fried and 
greasy... . Well, we grew accustomed to one 
another, and then we'd slip up once in a 
while, let our guard down; really, let it down, 
like getting annoyed, or just plain speaking 
the truth of how we felt. . . . And the work 
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we did was what made a go of it for us. My 
teaching and their learning, and they taught 
me so much, too—about farming and animal 
life and how to live with nature. I never did 
anything but study nature, coming from a 
city. 


That same volunteer described the 
other part of his difficult accommodation 
as follows: 

> 

You know, at first I thought, “Who cares 
about the whites; they're blind, and we'll just 
show them the light." Well, it's not that 
simple. You go downtown to mail a letter 
or buy some razor blades, and they stare at 
you and make you feel like an enemy spy. 
... It’s not the way we dress. They call us 
beatnik if we don't wear a tie in 100-dagree 
weather, when they don't themselves. Look at 
the way the klansmen dress; not just "on 
duty” but “off-duty,” with sweatshirts and 
khakis just like ours. . . . What you slowly 
begin to realize is that they're not just 
enemies. They're you, in a different society; or 
what you're struggling with yourself. . . . So, 
sometimes I feel lonely for them; just to have 
a good talk with them. Its easier in ways 
than with the people I’m with. All I have to 
do, though, is think about what the whole 
system of segregation does to half of those in 
it, and I lose that idea pretty fast. . . . No, 
I don't hate them . . . I feel sorry for them. 
. .. Yes, sometimes I do hate them maybe. 
It's hard not to hate, sometimes. Like when a 
guy is swearing at you and has a gun in his 
hand. . . . I think this summer has made me 
a better friend of theirs (the white Mississip- 
pians) than ever, because now I see what they 
pay for their hate. . . . I mean, what hate 
does to them, too. . . . Yes, it took a while to 
see it; I'll admit.... 


SECOND STAGE 


The time taken to integrate the ex- 
periences of such a summer includes, as 
we saw it, two intermediate periods. 
Following the first “naive” encounters 
came a period of what we think of as 
“isolated, determined sophistication,” 
The volunteer realizes how much he 
hadn’t known. He now feels he knows 
so very much that the ignorance of 
others, including his previous self, seems 
almost unforgivable. This is a dangerous 
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time in the sense that arrogance and 
self-defeating withdrawal from the life 
of the state and nation can result. The 
volunteer sees himself not only progres- 
sively “removed” from the immediate 
hostility of the local area, but from 
many people over the country whose 
commitment, he feels, is not as strong 
as his. To some extent he is necessarily 
trying to disengage from the very real 
antagonism nearby; but the price some- 
times becomes a more general emotional 
disengagement from our society. He 
feels abandoned and then angry at it. 
The sense of abandonment measures his 
increasing adjustment to his tasks in 
Mississippi. The anger shows that such 
tasks take time, energy and perhaps 
some unacknowledged pain and frustra- 
tion. 


THIRD STAGE 


In any case, the project aims to inte- 
grate the Negroes (and ultimately the 
whites) of the state into the nation; and 
this purpose will hardly be achieved 
when bitterness dominates the emotional 
tone of the volunteers. A third stage 
marks the more realistic yielding of such 
withdrawal and anger to self-examina- 
tion with considerable attendant risk and 
incidence of depression and despair. 
The volunteer realizes that he and his 
cause are going nowhere when his own 
work is purchased constantly at the price 
of haughty, self-righteous and sometimes 
ideological criticism of others. 

One student described his tired, de- 
Spondent feelings and their relationship 
to earlier feelings as follows: 

. + . I suppose you'd call it a “depression.” 
Some of us just wonder if we're getting much 
done in the long run, or whether it's a drop 
in the bucket, and we'll never see the bucket 


filled. . . - Last month I was mad at everyone 
who wasn't down here with us. Now I realize 
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that it’s a tough job, and we're making tre- 
mendous progress if you look at it with per- 
spective. So I keep my perspective, until I 
see those cops patrolling and arresting us for 
nothing. Then I lose it fast, I'll tell you. . . . 
But there's no point calling everyone names 
who isn't here; that's using the project like 
a club over the world. . . . I think it's a 
danger, though. You do it, and forget you're 
doing it, and you become as unrealistic and 
cut off down here, in one way, as you were in 
another way back home. There's got to be a 
balance. You take the "long view" most of 
the time, but grit your teeth and try to get the 
work done the rest of the time. If you don't 
take the "long view," you get depressed, and 
if you take it too much, you get lethargic or 
so philosophical you don't do anything be- 
cause you say, "What's the use?” 


FOURTH STAGE 


Better than any description or analytic 
remarks from us, these tape-recorded 
words, and the many others like them, 
indicate the delicate balance needed by 
these students in such work. When that 
balance is accomplished (and it has been 
by many, but not all the volunteers), a 
fourth stage of what might be called 
effective confidence is achieved. There 
may be times of low spirits or bitterness, 
yet on the whole the young man or 
Woman can both do his job and relate it 
in some reasonable not fatuous way to 
the national and even world changes 
Occurring simultaneously. 


PSYCHOLOGICAL MECHANISMS 
SEEN E 

The psychological mechanisms em- 
Ployed in these various "periods" in 
What is, of course, a continuity of time 
are of some interest. Considerable denial 
and projection of personal doubt or am- 
bivalence occurs in the early period of 
adjustment when the volunteer finds jt 
necessary to protect himself from many 
Of his own uncertainties and fears. The 
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identification of these youths with their 
Negro hosts; with their problems and 
attitudes; even their ways of talking, 
eating, and walking is quite moving to 
witness over a period of months. Nor 
can their hosts resist a similar tendency 
to pick up the habits and ways of the 
volunteers. 

We saw, naturally, a variety of ma- 
neuvers meant to ward off the fears and 
tensions of near battle-like situations. 
Denials and reaction-formations enabled 
youths to maintain a spirit of hopeful- 
ness when in fact they felt gloomy and 
frightened. Displacements caused them 
to worry over minor details of teaching 
or daily life (the spark plugs of a car, 
the vitamin content of food) when in 
fact they feared arrest and even death. 
Much of their energy went into work. 
Doubtless energies coming from their 
consciences, their compassions and affec- 
tions, and their collective sense of fear- 
ful awareness were gathered and chan- 
nelled into work. The powerful help of 
one another, of group feeling, songs and 
discussions must again be mentioned. 
Help from visitors, lawyers, ministers, 
doctors and reporters also was valuable 
and sometimes quite protective. When 
those people left, they may have felt 
the mixed feelings of the volunteers, who 
recognized the need for them to leave, 
to move about the state, but also wished 


they might stay longer. 


Postlude to the Project 


Even now what we say must be con- 
sidered tentative, because there is a con- 
tinuity to both the civil rights movement 
in Mississippi, the involvement of these 
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volunteers in it, and the relationship of 
white Mississippians to local and na- 
tional events. Many of these volunteers 
will be back in the state next summer, 
and a whole new set of experiences prob- 
ably will befall them. Some (about one- 
fifth of the students) stayed longer than 
the formal limit set at the beginning as 
from June to August. More than 100 
stayed for the whole year. One of us 
made follow-up visits to the state during 
the months after the summer project 
ended and also interviewed at length 
many volunteers who had returned to 
school or work. Moreover, in Mississippi 
we were concerned not only with the 
psychological development of the proj- 
ect’s workers, but the attitudes of the 
white population in the state once the 
project had ended. 


SOME STUDENTS REMAIN 


With respect to the students we first 
wondered why some chose to stay the 
year. No one explanation holds. Promi- 
nent contributing causes were strong 
identification with the movement, deep 
empathy with the Negro people and their 
hard living conditions, anger at such 
misfortune and an idealistic determina- 
tion to fight for a better world, guilt at 
being able to return or for leaving, or 
finally a fear of returning to what many 
called a more commonplace and less 
fulfilling kind of life as a student or even 
professional (teacher, nurse, lawyer). 
In some we could see personal problems 
strongly at work. In others it seemed al- 
most a matter of fear, for instance, that 
a return Would be marked by a time of 
depression and a sense of uselessness or 


futility. As one 19-year-old woman said 
to us: 
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How can I go back to books and lectures 
after really doing something here? I'm afraid 
TII just go into one big slump. . . 


MOST STUDENTS LEAVE 


Those who did return (a majority) 
thus had their problems in “readjust- 
ment." Some became depressed now 
that it was "safe" to become so. (“I 
knew it was in me down there, but I just 
kept on working and fought it off," were 
the words of one young lady.) Others 
became fighting mad at the police or 
segregationist organizations who had so 
constantly harassed them during the 
summer. (“I couldn't dare let even my- 
self know how angry I was at them when 
I was down there, or I would have 
landed myself in jail for a long time," 
said a boy two months back in Boston.) 
Many felt a sense of temporary “unreal- 
ity" in northern campuses. The contrast 
between active work in a social struggle 
and reading or going to lectures was 
strong, and the necessary accommoda- 
tion clearly difficult and slow. The 
“group spirit” of many of these students 
still persists, sometimes to the point of 
excluding rather arbitrarily all others. 
Their attachment to Mississippi and its 
Struggles persists. Many plan to return 
next summer. Many returned during va- 
cation time, as with the summer project 
itself, at their own expense. Some 
brought their Negro friends north for 
the holidays. Letters and phone calls 
back and forth persist. As we noticed 
even at Oxford, Ohio, when the maps of 
the state were examined and its land, 
economy and traditions discussed, there 
develops in these youths a real concern 
and interest in the state as a whole, as 
well as for some of its Negroes, that be- 
comes a genuine affection. They savor 
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the names of the towns and counties, the 
provincial words and colloquialisms; they 
seek after, often in vain, the special food; 
they even find in midwinter a nostalgia 
for the steamy summer weather. 


CHANGING ATTITUDES OF THE 
WHITES IN THE STATE 

In these students, as we have indi- 
cated, many new attitudes develop based 
on actual experience with conditions 
heretofore only known abstractly. Yet 
the whites of the state have not been un- 
touched by this project either. Six years 
ago, when one of us lived in the state, a 
project such as this one would have been 
utterly inconceivable. The spring before 
the project began was filled with ru- 
mors, fears and anxieties on the part of a 
population often more frightened than 
resentful of desegregation. Yet, the state 
"survived" the project and witnessed its 
determination, even in the face of con- 
tinual threats and worse. In repeated 
interviews we have seen again and again 
subtle changes in many white Mississip- 
pians. Still opposed to desegregation, 
they now accept its inevitability. Many 
now feel the stirrings of interest in solv- 
ing some of the problems between the 
races, and even have found themselves 
With a certain grudging respect for the 
students who “involved” them. One lady 
said before the project: 

. 


"I think it's the worst thing that will ever 
happen to us. They're awful, just awful people 
to do this." In October she remarked, "Some 
Of them looked like my sons. I think they're 
foolish, but theyre harmless. I think we've 
learned that. I think in the long run the 
nigras will have to talk with us and not 


them." 

That once feared and hated people 
can be seen as merely “foolish” and even 
resembling one's own kin, that recogni- 


925 


tion of the need for talking about some 
of the issues besetting both races is ac- 
knowledged, represent no small change 
in attitude to be achieved over a summer. 

One doctor in the state told us: 

Those college kids have given a kind of 
psychotherapy to many of our moderate 
whites. They've watched them work all sum- 
mer, and lost some of théir anger and fear 


about the whole thing. It's a kind of desen- 
sitization. 


SUMMARY AND RECOMMENDATIONS 


We have described an attempt by 
American youth to participate in an ac- 
tive, social struggle. We have tried to 
give some of the background to the issue 
itself, then a view of the kinds of stu- 
dents involving themselves in it, their 
purposes, their adjustment under the 
strains of it all, and our job in both docu- 
menting all this and working to make it 
a more effective effort. We also have 
tried to indicate the psychological proc- 
esses at work over time in these youths, 
and indeed in those with whom they 
worked or in the sight of whom they 
worked. We feel strongly that there is a 
specific role for psychiatrists, psycholo- 
gists and social workers in the civil rights 
struggle. We are in a good position to 
see clearly some of the individual and 
group tensions at work and help diminish 
them with our various skills. To do so 
requires a respectful willingness on the 
part of the professional. These are not 
“sick” people; nor is their struggle in its 
essence anything but part of our com- 
mon need for the dignity of all men. Yet, 
a struggle can founder upon psychologi- 
cal distractions and blind alleys as well 
as political resistance or social rigidities. 
Many of these students are defiantly sus- 
picious of any outside help; but many 
are not, and welcome it, or indeed seek 
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it out. We feel that when asked by them, 
some of us should be available to them, 
really for the sake of all of us as well as 
those we see and try to help. 

We would like to close with Anna 
Freud's words prompted by viewing the 
English face the Nazi blitz: 


We have seen plenty of evil in the world, 
but one can have only respect and admiration 
for these human beings.?3 
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TEACHING SPEECH TO AN AUTISTIC CHILD 
THROUGH OPERANT CONDITIONING" : 


FRANK M. HEWETT, Ph.D. 


The Neuropsychiatric Institute School, University of California, Los Angeles 


Follow-up studies show that prognosis is poor for autistic children who fail 
to develop speech by age five. An operant conditioning speech training pro- 
gram established a basic speaking vocabulary in a four-and-a-half-year-old 
nonverbal autistic boy. This conditioned speech later began to acquire the 
characteristics of meaningful language. 


TE AUTISTIC CHILD is a socialization 
: failure. One of the major character- 
istics of autism which both illustrates 
and perpetuates this failure is defective 
Speech development. The nature of 
speech peculiarities in autistic children 
has been described by Kanner,? and ac- 
cording to Rimland ?? lack of speech is 
found in almost one-half of all such chil- 
dren. The follow-up studies of Kanner 
and Eisenberg? indicate that presence 
or absence of speech by age five has im- 
portant prognostic implications. Almost 
without exception the autistic child who 
Teached his fifth birthday without de- 
veloping speech failed to improve his 
level of socialization in later years. Even 
with psychotherapy, autistic, atypical 
children who had no speech by age three 


* Presented at the 1965 annual meeting of the American Orthopsychiatri 
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were found by Brown! to remain 
severely withdrawn and generally unim- 
proved. 

While intensification of speech training 
efforts with younger autistic children. 
would seem a logical therapeutic maneu- 
ver, such children are characteristically 
poor pupils. Conventional teaching tech- 
niques are seldom successful because of 
the autistic child's profound withdrawal 
and preference for self rather than other- 
directed activities. 


BACKGROUND 

The staff of the Neuropsychiatric 
Institute School at the University of 
California, Los Angeles, has been explor- 
ing operant conditioning techniques for 
teaching communication skills to autistic 
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children. Reading and writing have been 
taught to a twelve-year-old autistic boy 
who had never developed speech.* Re- 
cently a four-and-a-half-year-old, non- 
verbal autistic boy was the focus for a 
speech-training program. 

In operant conditioning, the pupil 
learns to produce a given response (e.g., 
vocalization) following presentation of 
a cue or discriminitive stimulus (e.g., 
teacher’s prompt) in order to obtain a 
desired reward or positive reinforcement 
(e.g., candy). In a similar manner he 
learns to avoid responses which lead to 
an undesirable consequence or negative 
reinforcement (e.g.,, isolation). 

Operant conditioning techniques have 
been successful in increasing the fre- 
quency of vocalizations in normal 
infants !! and reinstating speech in non- 
verbal schizophrenics.’ An attempt to 
initiate speech in an autistic child is 
described by Weiland ° who withheld 
a desired object (e.g., ball) until the 
child produced the word, “ball.” 

Speech training with animals has 
long involved conditioning procedures, 
Hayes ? established a three-word vocab- 
ulary in his famous chimpanzee, Vicki, 
by making receipt of food contingent on 
vocalization. These vocalizations were 
later shaped into words by manipulating 
the lips of the chimp until closer and 
closer approximations of the desired 
words were obtained, 

Mowrer? has written extensively on 
teaching birds to talk. According to 
Mowrer it is essential that the trainer's 
appearance become associated with pos- 
itive reinforcement. He draws a parallel 
between this and the mother-child rela- 
tionship during infancy. The mother's 
voice acquires secondary reinforcement 
value and is imitated because of its close 
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association with food gratification and 
removal of pain. In a like manner pres- 
entation of food and water to birds be- 
comes the basis for teaching speech as 
these positive reinforcements are paired 
with the trainer’s presence and his verbal 
cues. 


THE SUBJECT 

Peter is a four-and-a-half-year-old 
Caucasian boy diagnosed as autistic at 
age 2. He failed to develop speech al- 
though he said “Da-da” and *Ma-ma" 
during his first year. All attempts at 
speech ceased at one-and-one-half years 
and Peter was nonverbal when admitted 
to the Children's Service of the Neuro- 
psychiatric Institute (NPI). Peter pre- 
ferred to be left alone during infancy 
and became upset when picked up or 
cuddled. He was described as “too 
good,” a young child who sought repeti- 
tive, mechanical activities rather than 
social interaction. At about age two Peter 
began to develop marked oppositional 
tendencies and became hyperactive, 
aggressive and uncontrollable in his be- 
havior. His mother was constantly chas- 
ing him out of the street and away from 
danger. Peter’s interest in mechanical 
gadgets increased and he developed an 
unusual degree of fine motor coordina- 
tion. Recent neurological and laboratory 
tests were negative, and Peter's medical 
history has been uneventful. His hearing 
has also been judged as unimpaired. 


Peter has an older brother and sister 
who are normal. 


PROCEDURE 


In planning the program of speech 
training, provision had to be made for 
gratifying and controlling Peter. Gratifi- 
cation and control are basic ingredients 
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in all effective learning situations. Chil- 
dren learn those tasks which prove 
rewarding and which are taught in a 
systematic and structured manner. Autis- 
tic children, left to their own devices, are 
highly selective learners who obtain 
gratification by bizarre, inappropriate 
means; set their own limits, and conse- 
quently learn a restricted number of 
socialization skills. Before such children 
can be trained, the teacher must discover 
ways of providing gratification and estab- 
lishing control. With respect to the latter, 
Phillips '? has emphasized the impor- 
tance of consistent and direct interven- 
tion of the autistic child's demands if 
behavioral changes are to be effected. 

Food and candy are generally effective 
positive reinforcers, although autistic 
children may be quite variable in their 
preference. Peter was apathetic about 
food but displayed a consistent desire 
for candy as well as other positive in- 
forcers to be described later. 

Candy, however, would not control 
Peter’s behavior. He was highly distract- 
able, and his attention could only be 
engaged for brief periods with the 
promise of a candy reward. In an effort 
to reduce extraneous stimuli to a mini- 
mum and to introduce negative rein- 
forcement as a lever for establishment 
of control, a special teaching booth was 
constructed for Peter.* The booth was 
divided into two sections, joined by a 
movable shutter (2x 2% feet) which 
could be raised and lowered by the 
teacher. The teacher occupied one-half 
of the booth and Peter the other half. 
Each section of the booth was four feet 
wide, three and one-half feet in length 
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and seven feet high. The only source of 
light came from the teacher’s side and 
was provided by two spotlights which 
were directed on the teacher’s face. When 
the shutter was down, Peter’s side of 
the booth was dark. When it was raised, 
light from the teacher’s side flooded 
through the opening and illuminated a 
shelf in front of Peter. To the left of the 
shelf was a ball-drop device with a dim 
light directly above it. This device con- 
sisted of a box into which a small 
wooden ball could be dropped. The ball 
rang a bell as it dropped into the box 
and was held inside the box until released 
by the teacher. When released, the ball 
rolled out into a cup at the bottom of 
the box where it could be picked up. 
This ball-drop device was Peter's "key" 
for opening the shutter. When the ball 
was released into the cup, he picked it 
up and dropped it into the box. At the 
sound of the bell, the teacher raised the 
shutter and initiated contact between the 
two of them. 

In this setting the teacher not only 
provided candy and light as positive rein- 
forcers but also used music, a ride on a 
revolving chair, color cartoon movies 
and a Bingo number-matching game 
which Peter liked. Isolation and darkness 
served as negative reinforcers and were 
administered when Peter failed to re- 
spond appropriately within a five-second 
period. Pilot trials with Peter and four 
other autistic children revealed the posi- 
tive reinforcers to be effective in varying 
degrees and that all subjects would 
“work” to avoid isolation and darkness. 

The training program with Peter can 
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be divided into four phases: introduc- 
tion, social imitation, speech training 
and transfer. 


PHASE ONE—INTRODUCTION 


When Peter was brought by his 
parents for admission there was a notice- 
able lack of separation awareness on his 
part. Despite the fact that he never had 
been away from home before, he walked 
away from his parents and into the ward 
without any visible reaction. Peter im- 
mediately was isolated in a room with 
an individual nurse where he remained 
for the first week of hospitalization. He 
was only taken from this room at meal- 
times, when he accompanied the teacher 
to the teaching booth where he was fed. 
Peter quickly learned the mechanics of 
the booth. During this introductory phase 
he obtained each mouthful of food or 
drink of liquid by using the ball-drop 
“key.” The shutter would be open when 
Peter was placed in the booth. The 
teacher fed him a portion of food and 
then lowered the shutter, releasing the 
ball into the cup. Peter picked the ball 
up and dropped it into the opening. At 
the sound of the bell, the shutter opened 
bringing the teacher's lighted counte- 
nance into view and providing another 
mouthful of food for Peter. This process 
was repeated mouthful by mouthful and 
sip by sip for one week, 

By the third day of this first phase 
the teacher held food or liquid out for 
Peter but did not deliver it until eye 
contact was established. This first task of 
looking the teacher directly in the eye 
before getting food and drink was 
learned quickly, and immediate eye con- 
tact upon presentation of food was estab- 


lished 83 per cent of the time b 
twentieth feeding. s 
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The initial phase served not only to 
introduce Peter to the booth environment 
in which speech training would later be 
attempted, but also to acquaint him with 
the teacher. At first the teacher often 
would encounter resistance as he at- 
tempted to lead Peter from his ward 
room because of the change in activity 
involved. But by the fourth day of this 
phase Peter responded to the teacher's 
yerbal command and walked to the door 
to meet him. During the course of his 
feeding sessions Peter remained in his 
chair directly in front of the teacher 57 
per cent of the total time on the first 
day to 90 per cent on the day of the final 
feeding. 

Throughout this paper, references are 
made to various positive reinforcers such 
as candy and food as providing necessary 
gratification for Peter. The teacher-child 
relationship which began at this early 
Stage is not discussed. It is definitely 
felt, however, that the teacher ac- 
quired secondary reinforcement proper- 
ties through constant association with 
primary reinforcers as described by 
Mowrer. While no attempt was made to 
control the teacher's facial expressions, 
physical contact with Peter and verbal- 
ization, these undoubtedly played an 
increasing role in motivating and control- 
ling him as the training process pro- 
Bressed. 


PHASE TWO—SOCIAL IMITATION 


Once Peter had been introduced to 
the booth, he was removed from isolation 
on the ward and allowed to participate 
in activities with the other children. 
Twenty-minute social imitation training 
sessions (in the booth) were held both 
morning and afternoon. During these 
Sessions Peter learned to follow simple 
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verbal directions and to imitate the 
teacher's hand movements. A variety of 
positive reinforcers was used at the 
beginning of this phase so that candy, 
the most potent reward, could be used 
during the speech-training phase. 

Peter learned to place his hand on the 
teacher's face in order to obtain a seg- 
ment of childrens! music. The music 
would continue so long as Peter kept his 
hand on the teacher's head. Peter ap- 
peared to enjoy testing this routine by 
quickly withdrawing his hand and re- 
placing it to see if he could change the 
pattern. 

The next task given Peter was that 
of clapping his hands in imitation of 
the teacher. Such a response would be 
rewarded by a single rotation of a motor- 
ized chair on which Peter sat. The hand- 
clap imitation proved a difficult task for 
him, and the shutter frequently was low- 
ered because he was inattentive or failed 
to respond within the five-second limit. 
Once Peter learned the imitative hand- 
clap, another response was introduced. 
This required him to place both of his 
hands on his face in order to see a se- 
quence of a color cartoon movie shown 
on a small screen to his right. This 
response was learned in one day. Addi- 
tional social imitation training was done 
with the revolving chair as a reward. 
Peter readily learned to touch any part 
of his head (e.g., ear, nose) in imitation 
of the teacher. Each correct response 
within a five-second time limit earned a 
single rotation of the chair. 

This phase was accomplished during 
the first month of the training program. 
Only those responses which Peter gave 
in direct imitation of the teacher were 
Tewarded, and random responses were 
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ignored. The main goal of this phase was 
to develop a reciprocal imitative rela- 
tionship as a basis for speech training. 


PHASE THREE—SPEECH TRAINING 


Peter had begun to vocalize spontane- 
ously during phases one and two. He 
emitted 23 random spontaneous vocal- 
izations on the first day of the booth 
feeding, and 79 random vocalizations 
during the final feeding day. In addition, 
music appealed to Peter, as it does to 
many autistic children, and he had been 
heard humming parts of familiar chil- 
dréns’ songs. He also had spontaneously 
hummed a few bars of the tune used as 
music reinforcement during phase two. 
The teacher selected the first three notes 
of this tune as the initial response in 
the speech-training phase, and candy was 
introduced as a positive reinforcer. A 
small lighted window was placed on 
Peter’s side of the booth. A piece of 
candy could be dropped behind the glass 
where it remained in view until the 
teacher flipped it out to Peter. 

The speech-training phase began with 
the teacher’s placing a piece of candy 
behind the window and flipping it out. 
Peter was immediately drawn to this 
source of candy. Another piece of candy 
then was placed behind the window 
where it remained in view while the 
teacher hummed the first notes as an 
imitative cue. Peter was resistant to 
responding and only after several shutter 
drops did he imitate on cue and receive 
his candy reinforcement. 

Once this response was established, 
the teacher began work on the first word. 
Peter had randomly made a shrill, un- 
differentiated vowel sound (é-06) during 
his spontaneous vocalizations in phases 
one and two. The teacher produced this 
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vocalization and expected Peter to 
imitate it on cue for a candy reward. 
This was quickly established and actual 
speech training was under way. 

Shaping this undifferentiated vowel 
sound into a word was the task at hand. 
The method of successive approximation 
described by Isaacs was used. The word 
"go" was selected for shaping because 
it denoted action and would lend itself 
to meaningful transfer in phase four. The 
teacher began by providing an imitative 
cue slightly in the direction of *go-o-o- 
o-o.” Peter willingly approximated it. On 
successive trials, the teacher’s cue moved 
more and more toward the word “go.” 
The shaping of this word was accom- 
plished dramatically in two days, and 
Peter consistently produced a well-artic- 
ulated “go” on cue in order to obtain 
candy. 

Overoptimism in such cases is inevi- 
table but seldom warranted. Establishing 
the first conditioned word may be de- 
ceivingly simple, but retaining it is an- 
other matter. For five days, Peter read- 
ily responded with an imitative “go” to 
receive candy and quickly transferred 
this response to make the revolving chair 
“go.” On the sixth day, however, he 
refused to respond appropriately. Instead 
of “go” he produced the vocalization, 
dä-dë. For the next seven days he refused 
to say “go.” 

Peter would be given five seconds to 
respond. If an inaccurate Tesponse was 
given, the shutter was dropped and a 
five-second penalty of isolation and dark- 
ness was administered. If the next trial 
produced the same Iesponse, an addi- 
tional five-second increment was added 
and a penalty of ten seconds ensued. 
als Was cumulative, and longer 

Periods were spent with Peter 
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and the teacher separated. At the close 
of the penalty period, the ball was re- 
leased, Peter dropped it into the box, 
tang the bell, and contact with the 
teacher resumed. 

A power struggle had begun. In an 
effort to resolve it, the teacher went back 
to providing the undifferentiated vowel 
sound (€-06) as a cue. But Peter did 
not respond. The major concern at this 
time was that the teacher would become 
an aversive reinforcer and that the posi- 
tive relationship previously established 
would be negated. It was decided to wait 
out this resistance and to handle each 
inaccurate response in the prescribed 
manner. Finally, on the eighth day Peter 
began to imitate the undifferentiated 
vowel sound. This was quickly shaped 
back into the word “go,” and at no time 
in the program did Peter display this 
marked resistance again. 

In our previous pilot speech condi- 
tioning with autistic children, introduc- 
tion of the second word often eliminated 
the initially learned word from the 
child's repertoire. It was, therefore, with 
Some concern that the second word 
“my” was introduced in connection with 
a Bingo number-matching game which 
Peter liked. In order to obtain a Bingo 
marker, Peter was held for successive 
approximations of the word “my.” This 
word was selected for its usefulness in 
denoting possession in the later transfer 
phase. During training on the new word, 
careful attention was given to systemat- 
ically reviewing the previously learned 
word “go,” and Peter discriminated well 
between the two words. The giving of 
an alternate reinforcer for the new word 
(e.g., Bingo marker) instead of candy 
appeared important in aiding discrimi- 
nation. 
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The speech-training phase lasted six 
months during which time Peter ac- 
quired a 32-word vocabulary: go, my, 
see, candy, shoe, key, I, want, hi, bye- 
bye, mama, daddy, water, toilet, food, 
eye, ear, nose, mouth, hair, Peter, fine, 
please, juice, cracker, cookie, milk, 
Johnny, Marguerite, yes, no, school. 

Once the first two words “go” and 
*my" were learned, Peter's speech be- 
came echolalic and he readily attempted 
to imitate all words the teacher said. 
However, improvement of his articula- 
tion of the 32-word vocabulary was 
emphasized rather than the building of 
a larger vocabulary. 

Following the acquisition of “my,” 
candy reinforcement was provided on a 
periodic basis for all new words learned. 

Photographs were taken of Peter, his 
mother, father, brother and sister and 
he learned the name for each picture. 
In addition, pictures of Peter eating 
(“food”), drinking (“water”) and going 
to the bathroom (“toilet”) were used as 
cues. An attempt was made to break the 
echolalic pattern of Peter’s speech, and 
he learned to answer the direct ques- 
tions: “How are you? Whats your 
name?” The technique used to teach 
Peter the appropriate responses to these 
questions (e.g. “Fine” and “Peter”) 
was developed by Lovaas.? First, Peter 
was given both question and answer for 
imitation (e.g., “How are you fine”). 
Gradually the teacher faded the ques- 
tion portion by saying it softly and 
quickly while emphasizing the answer 
(e.g. “How are you, FINE!"). Peter 
soon made a clear imitation of “fine” 
while paying less and less attention to 
the question. In a single training session, 
he learned to respond appropriately to 
these two direct questions. 
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The speech-training and transfer 
phases overlapped as Peter was required 
to use his conditioned words ina mean- 
ingful social context from the beginning 
of phase three. 


PHASE FOUR—TRANSFER 

As soon as Peter had learned the 
word “go,” transfer from the teaching 
booth to the hospital ward was empha- 
sized. Each day when the teacher ar- 
rived Peter was required to say “go” as 
the teacher turned the key in the ward 
door lock to take him out for a training 
session. 

A ward nurse later was brought into 
the teaching booth with the teacher. She 
immediately gained Peter’s cooperation 
for social imitation tasks and the word 
“go.” After working several sessions the 
nurse held Peter for the word before he 
was taken through the dining room door 
and out of the ward on walks. Peter 
was enrolled in the preschool program 
with another teacher, and she also par- 
ticipated in several booth-training ses- 
sions. Later Peter was required to say 
“go” in order to enter the schoolroom 
door. He also was held for “my” before 
he could obtain a desired object during 
school periods. 

As Peter’s vocabulary began to in- 
crease, he was required to ask for water, 
the toilet and food by preceding these 
words with the phrase, “I want.” Also 
receipt of each periodic candy reinforce- 
ment was contingent on “I want candy.” 
Such items as juice and crackers served 
in the preschool also were given to Peter 
only when he asked for them. These 
words were not introduced in the booth. 
Verbal imitation generalized from the 
teacher and the booth to other adults 
and even children in the ward environ- 


ment. 
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The children in the preschool became 
very interested in Peter's attempts at 
speech and provided constant reinforce- 
ment of his words by prompting him. 
One older boy would hold a toy car at 
the top of a slanting block runway and 
let it “go” only when Peter directed him 
verbally. Peter proved a willing partici- 
pant in such games. 

The major effort during the transfer 
phase was undertaken with Peter's fam- 
ily. When Peter was permitted six-hour 
visits twice a week during the seven 
months of the program, he was not al- 
lowed to go home overnight. His par- 
ents knew that speech training was be- 
ing attempted with Peter but not the 
exact nature of the program. On one 
occasion, however, while he was on a 
walk and his parents were moving more 
slowly than he desired, Peter spontane- 
ously said, “go.” 

Once he had mastered the 32-word 
vocabulary Peter’s parents were allowed 
to observe a training session through a 
one-way vision screen. Most of Peter’s 
training sessions at this point were held 
outside the booth since he no longer 
needed the controlled teaching environ- 
ment. Later both parents were brought 
into the room and directly observed the 
training session. Peter performed well 
with his parents at his side. 

When the teacher pointed to Peter’s 
mother and asked “Who's this?” Peter 
immediately said, “Mama,” and took 
the photograph of his mother and 
placed it on her lap. He responded in a 
like manner for "Daddy." His parents 
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After this introduction to the speech 
program, Peter's parents (and occasion- 
ally his brother and sister) joined the 
teacher for weekly training sessions. 
Peter also was sent home on weekend 
visits, and the parents were advised re- 
garding ways in which his newly ac- 
quired speech could be used at home. 
The entire family became involved in 
reinforcing his speech. 

From this point on, Peter had great 
difficulty separating from his parents 
and often cried and clung to them as he 
was to report back into the hospital. 
Once the parents had left, Peter was 
given to long periods of crying on the 
ward. These reactions were in marked 
contrast to the detachment and apathy 
he exhibited upon separation following 
visits during early stages of the program. 

A notable event occurred when Peter 
Spontaneously imitated his mother’s 
Saying “money” and subsequently 
added, *I want money,” in order to get 
Coins to operate a vending machine. 
Shortly thereafter he approached the 
ward nurse saying, “I want toilet,” or, 
"I want school,” at the appropriate 
time, and his conditioned speech began 
to take on properties of meaningful 
language. 

Peter remained in the speech-training 
Program for eight months following 
phase three. For most of that period he 
Participated as an outpatient, living at 
home, and attending the NPI School 
three times weekly for a two-hour pre- 
School Program and 40-minute, speech- 
taining sessions. His speaking vocabu- 
lary grew to 150 words, and he 
demonstrated an insatiable desire to 
learn new words and phrases. Reading 
lessons also were introduced at this time 
as a means of enlarging his vocabulary. 
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At the time of discharge, Peter was re- 
turned to the care of the referring psy- 
chiatrist, enrolled in a private nursery- 
kindergarten, and placed with a speech 
therapist who had observed the speech- 
training procedures in the NPI School. 


DISCUSSION 


In reviewing the significance of the 
conditioned speech which Peter ac- 
quired during the program it is impor- 
tant to consider the difference between 
speech and meaningful language. 

Speech can be defined as articulated 
vocal utterances which may be the basis 
for communication, but meaningful lan- 
guage implies expression of thought and 
emotion in an appropriate and inte- 
grated manner. Birds may acquire 
speech but not true language skills. 

Peter's rapid acquisition of words in 
association with visual and auditory 
cues is viewed as an important stage in 
the development of language. Although 
he did not systematically acquire the 
readiness for speech as does the normal 
child whose socialization experiences 
from early infancy are intimately in- 
volved with words, Peter learned to 
value and use word symbols. He also 
generalized an experimentally acquired 
vocabulary to the larger environment 
and used it to verbally express his needs 
(e.g, “I want toilet,” or, “I want 
water"). L 

How successful Peter will be in ex- 
panding his speech and converting it to 
truly meaningful language remains to 
be seen. That a sizeable communication 
breakthrough has occurred between an 
isolated, autistic boy and the social en- 
Vironment, however, cannot be denied. 

Not only did this breakthrough make 
Peter more aware of his social environ- 
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ment, but it also altered the reaction of 
others toward him. This was clearly 
seen when nursing staff sought him out 
for verbal interaction, providing cues 
for imitation and holding him for speech 
before granting requests. Although 
many problems exist between Peter and 
his family, his newly acquired speech 
seems to hold promise for improving 
their relationship and facilitating limit- 
setting at home. 

Goldfarb ? has suggested that the re- 
sponse of others to the speech defects 
of schizophrenic children actually may 
reinforce such defects. Thus, the nature 
of the relationship between a nonverbal 
schizophrenic child and the environ- 
ment may not be conducive to improved 
socialization. Meeting the needs of such 
a child by responding to his primitive 
and often bizarre attempts at communi- 
cation may merely make an unsocialized 
existence more rewarding. In addition, 
the nonverbal schizophrenic child may 
be perceived as so atypical and difficult 
to reach that others develop less per- 
sonal and involved means of relating 
with him. 

The speech-training program de- 
scribed in this paper represents an in- 
tensive effort to establish the vital link 
of speech and language between a non- 
verbal, autistic boy and his environment 
during the critical period of early child- 
hood. Peter’s success in acquiring the 
beginnings of spoken language appears 
to warrant further investigation of 
operant techniques for establishing com- 
munication skills in autistic children. 
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“TRANSMITTING” AND “RECEIVING” IN 
PSYCHOTHERAPY AND SUPERVISION" 


PETER E. NATHAN, Ph.D.f 
Harvard Medical School and Massachusetts Mental Health Center 


An operant technique which continuously, automatically and directly records 
auditory and visual dyadic communication is introduced. Its application indi- 
cates that operant responses to "transmit" one's own voice and image and re- 
sponses to "receive" a partner's voice and image represent separate communi- 


cation modalities which are differentially sensitive to dyadic “process change." 


My experience is what I agree to attend to. 
—William James, 1890 


... in any event, it is as if there were two people— 
one who actually utters statements, and another 
who attempts to see that what is uttered is fairly 


well-adjusted to its alleged purpose. 
—Harry Stack Sullivan, 1953 


Jaboratory method to evaluate “process 
change” in psychotherapy and super- 
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conjugately programmed closed-circuit 
television (TRACCOM) to the analysis 
of communication between a psychiatric 
nursing supervisor and four students 
during the students’ nursing training 
period. 

TRACCOM has its historical roots 
in Skinner’s pioneering investigations of 
the behavior of small animals in operant 
choice situations.!? 11 His methods have 
been refined progressively to allow them 
to be used to examine a wide variety of 
normal and pathological human behay- 
ior. % * 18 In addition, the development 
of conjugate reinforcement 5 * and ‘the 
recent availability of moderately priced, 
reliable, closed-circuit television systems 
have facilitated the development of this 
research tool. 

Previous use of TRACCOM to study 
communication in psychotherapy and 
supervision revealed the following: 
(1) a chronic schizophrenic's operant 
communication behavior (employed as 
a continuous measure of his willingness 
to look at, listen to and talk to his 
therapist) varied as a function of both 
the previous psychotherapy experience 
and immediate conversational activity 
of the therapist. In addition, the patient's 
operant communication behavior also 

varied as a function of his own emotional 
condition (advent of transient hallucina- 
tory behavior)? (2) verbal content 
judged by a psychiatrist interviewer to 
be particularly significant to patients 
admission determinants, introduced into 
a routine psychiatric admission interview 
by patients newly admitted to a psychi- 
atric hospital correlated with the 
onset of abrupt changes in the patiente 
rates to look, listen and talk to the 
interviewer; ë (3) changes in both stu- 
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dents’ and supervisor’s operant commun- 
ication rates over a series of ten super- 
visory interviews between a psychiatric 
nurse supervisor and three student nurses 
paralleled the supervisor’s subjective 
judgment of the intensity of each super- 
visory relationship. For example, Student 
A increased dramatically her operant 
Tesponse rates to look and listen to the 
supervisor through the ten sessions while 
student B’s rates decreased markedly. 
The supervisor, unaware of the student’s 
Tesponse rates, judged her relationship 
with student A to have been productive 
and insightful for both student and super- 
visor and her relationship with student B 
to have been unproductive and “boring.” 
In addition, the supervisor’s operant 
communication behavior changed sig- 
nificantly during the times in the study 
when she was menstruating; ® (4) long- 
term psychotherapy with seriously dis- 
turbed schizophrenic patients can take 
place via closed-circuit television with 
minimal disruption of the therapeutic 
Process (author’s personal observation). 

The research summarized in this paper 
continues previously reported efforts to 
validate TRACCOM operant commun- 
ication behavior as an index of “process 
change” in dyadic relationships. “Process 
change” in this paper is defined as the 
degree of emotional involvement devel- 
oping between therapist/supervisor and 
patient/supervisee. In addition, this re- 
search enables the splitting of commun- 
ication into two logically complementary 
divisions (reception and transmission) 
and the separate examination of each 
division as it both affects and is affected 
by “process change." In receptive com- 
munication, each subject must respond 
in order to "bring in" or receive his 
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partner's voice ("listening") and picture 
(“looking”). In transmissive commu- 
nication, which is contrasted with recep- 
tive communication in this research, a 
subject must respond to "send out" or 
transmit his voice (“projecting”) and 
picture (“displaying”) to his partner. 
Previous research focused solely on re- 
ceptive communication. The present 
research compares and contrasts recep- 
tive and transmissive communication. 


METHOD 


Subjects. The psychiatric nursing su- 
pervisor was a graduate nurse who had 
supervised students for several years. She 
carried on supervision over TRACCOM 
with each of four student nurses once 
a week for 13 weeks. The students were 
fourth-year classmates in a B.S. degree 
program in nursing at a state college 
in Western Massachusetts. They were 
affiliated with Massachusetts Mental 
Health Center for a three-month training 
period in psychiatric nursing. 

Each of the students also was paired 
with one of four other classmates to 
communicate over TRACCOM once a 
week for 13 weeks. 

Each communication session was pro- 
grammed so that subjects alternated both 
the receptive and transmissive modes of 
communication in order to eliminate 
Possible diurnal subject variability. Posi- 
tion and duration effects of the two 
communication modes were controlled 
by systematically varying these two 
Variables both within and between 
Sessions, 

Experimental Procedure. Each subject 
Sat in a separate, sound-attenuated room. 
Outputs of a microphone and a tele- 
Vision camera in each room were fed 
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through separate conjugate programmers 
to a loudspeaker and a television receiver 
in the other room. 

Each subject had two footswitches 
(operanda) which she operated to com- 
municate with her partner. By a single 
press of one of the switches, a subject 
either briefly illuminated her own tele- 
vision screen (reception) or her partner's 
(transmission). Whether the subject 
transmitted or received communication 
was programmed on the controlling 
equipment by the experimenter. Pressing 
at intermediate rates produced faint 
imáges on the screens. By pressing at a 
high rate (more than 120 responses a 
minute), the subject could maintain 
either her partner’s image or her own 
at maximum brightness. If a subject 
failed to respond for about two seconds, 
the image faded from the screen. By 
pressing the other footswitch, a subject 
controlled in the same way the intensity 
of sound coming over a loudspeaker. 
By pressing at a high rate, a subject 
transmitted her own talking or received 
her partners talking at maximum 
intensity. 

The looking/displaying and listening/ 
projecting responses of each subject were 
automatically and continuously recorded 
on separate counters and cumulative 
response recorders. Because the bright- 
ness of the image on each television 
screen and the sound intensity coming 
from each loudspeaker were direct func- 
tions of the rates of responding, each 
single cumulative record indicated both 
rate of responding and stimulus intensity 
at any given moment. 

Each subject's vocal responses were 
filtered through a voice-operated relay 
and digitally recorded on additional 
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SUPERVISOR 


SUPERVISOR 


CONJUGATE 
PROGRAMERS 
[Es 


qi 


counters and cumulative recorders, Each 
subject's talking also was recorded on 
one channel of a two-channel audio tape 
recorder for later content analysis. 


RESULTS AND DISCUSSION 


During supervision both Student and 
supervisor discussed the student's work 
on the hospital wards and her relation- 
ship with an assigned psychiatric patient. 
Actually the interactions between stu- 
dents and Supervisor would be difficult 
to differentiate from time-limited psycho- 


@ CUMULATIVE 
RESPONSE 
RECORDERS 


CONJUGATE 
PROGRAMERS 
m | (2) 


therapy, since much of them revolved 
around the students’ emotional reactions 
to the new and frightening situations 
in which they had been placed. , 
Students and friends talked primarily 
of boys, dating and the supervisor. 
Intersession Supervisory Communica- 
tion. Although the supervisory relation- 
Ships were equivalent in purpose and 
physical surroundings, operant commun- 
cation behavior in the dyads differed 
markedly. The findings presented here 
teplicate those of an earlier study, pre- 
viously noted? and will be reported only 
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briefly. Relationships between verbal 
content and changes in operant com- 
munication behavior, reported  else- 
where,® will not be presented here. 

FIGURE 2 summarizes the operant 
communication behavior of student NF 
77 and her supervisor. The student's 
looking and listening rates increased 
markedly through the 13 sessions; they 
approximately doubled in average rate 
from the beginning to the end of this 
relationship. FIGURE 3, summarizing the 
operant communication behavior of 
student NF 79 and her supervisor, pre- 
sents a quite different picture. In this 
relationship there were two separate 
periods of increasing student responding 
(segments 1 and 3) and one of decreas- 
ing rate (segment 2). FIGURE 4 sum- 
marizes a relationship in which student 
NF 81 markedly decreased her looking 
and listening rates through the first half. 
of the supervisory relationship and then 
maintained a steady operant rate during 
its second half at this reduced rate. The 
fourth relationship between supervisor 
and student is not reproduced here 
because its operant Iesponse patterns 
closely resembled those of the relation- 
ship summarized in FIGURE 3. 

In all four relationships, the super- 
visor’s operant rates remained compar- 
atively uniform and stable. 

Following are brief excerpts from the 
supervisor’s final evaluation of the 
three supervisory relationships repre- 
sented graphically in this Paper. 

1. Supervision of NF 77 : 

of anxiety feiss ibid e Sobin 
of relating to her male psychiatric pa- 
tient. Was able to form a deep and 
thoughtful relationship with me during 

supervision as I was able to help her 
use the anxiety constructively. Among 


my best students clinicall: B 
cally. ically and academi- 
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2. Supervision of NF 79 (FIGURE 3): Ses- 
sion 1: Fairly comfortable, reserved but 
able to work on feelings. Session 5: Not 
feeling well (menstruation). Some talk 


about feeling uncomfortable on the ward — 


again yesterday. Session 8: Was surprised 
that she had enjoyed the weekend work- 
ing. More open about her relationship 
with Henry (patient). Summary: Growth 
occurred with this student unevenly; when 
it occurred, it came largely in spurts. 
«Supervision of NF 81 (FicuRE 4): 
Needed lots of reassurance and gained 
little insight; very uncomfortable with 
me in supervision; was able to work in 
only limited way due to resistance, re- 
vealed primarily by a lack of ability to 
express her real feelings about our rela- 
tionship in it. 


w 


Comparison of the supervisor's sub- 
jective evaluation of these relationships 
with the objective TRACCOM records 
Supports the validity of findings pre- 
viously reported: TRACCOM indices 
of change in the intensity of a relation- 
ship (revealed by marked changes in 
average operant session rates to com- 
municate with a partner in the relation- 
Ship) correlate positively with its mem- 
bers' subjective impression of this 
change as it appeared to them in the 
relationship. 

Receptive and Transmissive Com- 
munication. The major purpose of this 
Study was to relate differences in recep- 
tive and transmissive communication 
patterns to changes in overall operant 
Communication behavior. It was pre- 
dicted that patterns of responding to re- 
ceive or transmit image and voice would 
Vaty as a function of "process change" 
in these several supervisory relation- 
ships. 

Major findings of this portion of the 
study are: 

1. When a subject's composite oper- 
ant communication behavior remained 
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stable from one session to another, dif- 
ferences in rate of responding to receive 
and transmit communication were mini- 
mal. 

In the supervision summarized in FIG- 
URES 2, 3 and 4 the supervisor demon- 
strated very little  session-by-session 
variability in looking and listening be- 
havior. In FIGURE 5 the reception-trans- 
mission division of her composite com- 
munication behavior with student NF 79 
is graphed. Minimal average rate differ- 
ences occurred between looking and 
displaying and listening and projecting. 
The two communication modes are "in 
phase" since both modes change in the 
same direction at the same time. In 
addition, neither mode of communication 
was used consistently through the 13 
weeks more than its counterpart. FIGURE 
5 is representative of the supervisor's 
operant mode behavior in all four rela- 
tionships. 

FIGURE 6 summarizes NF 81's recep- 
tive and transmissive comunication with 
her supervisor. Composite communica- 
tion behavior in this relationship was 
graphed in FIGURE 4. During segment 2 
of this relationship the student's com- 
Posite rates to look and listen did not 
Continue to decrease as they did in seg- 
ment 1. In addition, they became less 
Variable. FIGURE 6 illustrates the mini- 
mal rate differential and “in-phase” 
character of receptive and transmissive 
communication modes during the stable 
composite communication behavior of 
the second half of this relationship. 

2. When a subject's composite oper- 
ant communication behavior decreased 
from one session to another, differences 
in rate of responding to receive and 
transmit communication were marked. 
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In these cases, responses to receive com- 
munication almost always were emitted 
at higher rates than those to transmit it. 

Segment 2 in FIGURE 3 and segment 
1 in FIGURE 4 were periods during which 
students gradually decreased their re- 
sponding to look and listen to the super- 
visor. FIGURES 6 and 7 divide com- 
posite communication* summarized in 
FIGURES 3 and 4 into its receptive and 
transmissive elements. They demonstrate 
that during periods of decreasing com- 
posite communication, the students re- 
sponded to receive communication sig- 
nificantly more than they did to transmit 
it. Differences of this magnitude were 
not seen at other periods in these rela- 
tionships. 

3. When a subject's composite oper- 
ant communication behavior increased 
from one session to another, rate differ- 
ences between reception and transmis- 
sion also were marked. Either there was 
a great deal of variability in rates of re- 
sponding both to transmit and to receive, 
or responses to transmit communication 
were emitted at higher rates than those 
to receive it. 

Segments 1 and 3 in FIGURE 3, most 
of FIGURE 2 and the top (composite) 
graph in FIGURE 9 represent periods dur- 
ing which students increased responding 
to look and listen (FIGURES 2 and 3) or 
to listen (FIGURE 9) to their partner. 
Ficures 7, 8 and 9 divide composite 
communication into its receptive and 
transmissive modes. They illustrate that 
during periods of increasing composite 
operant responding, the students either 
responded to transmit at higher rates 
than they did to receive (segment 1, 
Listening/Projecting, FiGURE 7; bottom 
graph, FIGURE 9) or alternated the two 
modes "out of phase" with each other. 
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Measures of composite operant com- 
munication behavior, described earlier 
in this paper, accurately and graphically 
reflect a clinical truism: a person gener- 
ally communicates at higher rates with 
persons with whom he shares meaningful 
relationships than with persons with 
whom he does not share such relation- 
ships. Separate operant measures of re- 
ceptive and transmissive communication 
objectively support the validity of an- 
other, less manifestly apparent, clinical 
Observation: in meaningful and growing 
dyadic communication relationships, 
only transmission communication rates 
change. They increase. In dyadic rela- 
tionships which are not growing in value 
to their members, again only transmis- 
sion communication changes; it de- 
creases in rate. In both sorts of relation- 
Ships, though, receptive communication 
rates remain stable. Clearly, therefore, 
transmissive communication behavior 
reflects more sensitively “process 
change" in dyads than receptive com- 
munication behavior. 

The value of the laboratory replica- 
tion of clinical phenomena lies as much 
in its power to separate and specify mul- 
tiple determinants of a unitary be- 
havioral phenomenon as in its capacity 
to support or deny the validity of clinical 
Observation. Results of the second por- 
tion of this study represent a case in 
point. e 

Data from this portion of our study 
Support the clinical observation that re- 
Ceptive and transmissive modes of com- 
Munication are independent of one an- 
Other in dyadic communication. Data 
also confirm the clinical judgment that a 
Prime determinant of patterns of inter- 
SS E 
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action of the modes is change in rela- 
tionship intensity (“process change”) in 
a dyad. But, in addition, these data em- 
phasize the importance of an additional 
determinant of dyadic communication 
behavior not often explicitly recognized 
in the clinical setting: the “response 
feedback” characteristics of dyadic com- 
munication.* e 

In both our laboratory and the usual 
clinical setting, members of communica- 
tion teams become more quickly aware 
of the consequences of their receptive 
communication behavior than their 
transmissive communication behavior. 
In our operant paradigm a subject dur- 
ing reception had only to respond briefly 
to see immediately his partner’s image 
on the screen and/or hear his voice over 
the loudspeaker. But during transmis- 
sion, he had to rely on his partner to 
provide him feedback on the conse- 
quences of his communication behavior. 
Similarly, in a face-to-face clinical set- 
ting a person knows immediately that he 
can see and hear his partner; he is 
seldom sure that his partner is seeing 
and, especially, hearing him! 

Accordingly, we consider these data 
to represent a dual function of “process 
change” and “response feedback" deter- 
minants of communication. In dyadic 
relationships which are important to 
their participants, feedback from each 
subject to his partner on the effects of 
the partner’s transmission behavior is 
apparently much more rapid and effec- 
tive than in relationships which mean 
little to their participants. The fact that 
feedback on transmission behavior is 
more rapid in meaningful, growing com- 
munication relationships maximizes its 


* Response feedback: the temporal rapidity with which an individual becomes aware ore 


Ci i i 
Onsequences of his behavior. 
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use both as a preferred communication 
mode in these relationships and as a 
measure of “process change” in both 
growing and stable communication re- 
lationships. Reception, on the other 
hand, is not so dependent upon coopera- 
tion between communication partners 
and is therefore not as sensitive to “proc- 
ess change" as is transmission. 

If these findings are replicable and 
the interpretations we have made of 
them are valid, our division of “com- 
posite" communication into separate 
transmissive and receptive modes is 
probably a valid one, and we can be sure 
that these elements of communication 
function within the laboratory as well 
as outside it. 
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REVIEWS OF THE LITERATURE 


SUICIDE AND SCANDINAVIA 
Herbert Hendin 


New York and London: Grune and Strat- 
ton, 1964. 153 pp. $4.75 


THE END OF HOPE: A SOCIAL- 
CLINICAL THEORY OF SUICIDE 


Arthur L. Kobler and Ezra Stotland 


New York: The Free Press of Glencoe, 
1964. 266 pp. 


These two recent volumes have in com- 
mon brevity, readability, a sociocultural 
emphasis and the topic of suicide. There, 
however, the similarities cease. The Hendin 
book is purportedly a research inquiry into 
the cultural and psychological factors lead- 
ing to highly disparate suicide rates among 
the Scandinavian countries. The Kobler- 
Stotland effort presents a theory of suicide 
emphasizing social expectations as Op- 
Posed to the common espousal of mental 
illness. 

Dr. Hendin, a psychoanalyst with the 
Columbia University Psychoanalytic Clinic 
for Training and Research, selected the 
more ambitious topic and did the less 
"pm job. For many years investigators 
ze been curious about the high suicide 
ates in Denmark and Sweden (approxi- 
xd 20 per 100,000 population) and 
100 Td rate in Norway (about 7.5 per 
as 0) even though the three countries 
dim airly similar in many other cultural 
n ensions, .Dr. Hendin, after extensive 
Hs aration in both the languages and the 
* itions of Scandinavia, tackled the prob- 

m head on. 

E reviewer is in no position to argue 
the conclusions reached by Dr. 


e 


Hendin, whose knowledge of Scandinavia 
should be expert, considering he was not 
raised in those countries. In his summary 
chapter he characterized suicide in Sweden 
as "based on rigid preformance expecta- 
tions with a strong self-hatred for failure 
and set in the matrix of a particular 
Swedish affectivity problem, such per- 
formance suicide is also traceable to an 
early mother-child separation." In Den- 
mark, “. . . one encountered primarily a 
‘dependency-loss’ type of suicide.” In Nor- 
way, suicide “. . . is best described as a 
‘moral’ form of suicide . . . from aggressive 
antisocial behavior and strong guilt feel- 
ing. . . .” His insights into national char- 
acteristics are interesting, and he makes 
some, although disappointingly little, at- 
tempt to establish the bases for suicide rate 
differences. 

But Dr, Hendin’s methodology is 
totally unconvincing, at least from the view- 
point of this relatively nonpsychoanalytic- 
ally oriented reviewer. The methodological 
flaws are numerous, although it is to the 
author's credit that he makes no pretense 
of hiding them. For example, depth inter- 
views with 25 suicidal patients in each of 
the three countries served as his main 
source of information. He also interviewed 
other patients in lesser depth, and non- 
suicidal patients, relatives of suicidal 
patients and nurses. But his entire sample, 
including the 75 suicidals, runs approxi- 
mately 150 interviewees. 

Thus, his study is highly questionable 
because of the very small number of cases, 
the rather strange method of selecting “con- 
trol” cases and the explicit assumption that 
attempted suicides are equivalent to actual 
suicides although evidence exists that this 
is not the case. In addition, he does not 
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appear to feel that his being an American 
interviewing Danes in English and Swedes 
and Norwegians in their native language, 
specially learned for the occasion, is a 
meaningful variable. He makes fascinating 
use of the popular materials of the coun- 
tries, such as legends, cartoons, a careful 
analysis of stories in women's magazines 
and both Ingmar Bergmann and Hans 
Christian Anderson. However, the reader 
is left without ary idea as to what elements 
of the culture may have been omitted; the 
references to these materials are too sparse 
to enable the reader to assume that the job 
is more than token, although, indeed, it 
actually may have been comprehensive. Dr. 
Hendin also mentions the administration of 
projective tests to a substantial number of 
patients, but never discusses any results. 

In brief, Suicide and Scandinavia deals 
with a major problem, is well written and 
Shows some fascinating insights into the 
cultures of the three countries. But its 
brevity and methodological inadequacies 
will severely limit its usefulness. 

The Kobler-Stotland volume attempts 
less, but carries it off more successfully. In 
the long run, however, this is likely to be 
an important book. The authors, both 
psychologists, feel that suicide as a mental 
illness is overemphasized and that suicide 
as a response to the immediate environ- 
ment is underemphasized. To establish 
their case, they describe in depth the his- 
tory of a small psychiatric hospital and five 
suicidal patients. For many years, morale 
at the hospital was high and suicide at- 
tempts were almost unknown. Then, for 
numerous reasons including a rapid succes- 
sion. of administrators, morale fell, a 
suicide attempt was made and was quickly 
followed by four more. Four of the five 
attempts eventually were successful. The 
reviewer felt the cases were described in 


unnecessary detail. Since the book was the 
presentation of a theory, perhaps more the- 
oretical material and other research find- 
ings should have been included. 
According to the authors, “a necessary 
(although not sufficient) aspect of the field 
IS a response characterized by helplessness 
and hopelessness.” If this response is met 
with behavior that Teinforces the hopeless- 
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ness and helplessness, the suicide is very 
likely to occur. This happened when 
morale was low at the hospital, and many 
suicidal precautions were taken. If the re- 
sponse is met with hope and help, as 
occurred when the hospital morale was 
high, the suicide does not occur. One illus- 
trative incident describes a man whose 
shoelaces were removed although he al- 
ready was strapped down. He later said 
that he spent a considerable period of time 
trying to figure a way in which he could 
commit suicide with his shoelaces. The in- 
cident made him realize how much the hos- 
pital staff expected him to attempt suicide, 
which led to hopelessness. 

The reviewer has seen fit to criticize a 
study using an N of 150, and to praise a 
study using an N of 5. This apparent con- 
tradiction stems from the intent of the two 
studies. The former purports to be a re- 
search study based on empirical data. The 
latter is a theoretical formulation with illus- 
trative cases. Both books deal with topics 
of considerable importance, but the Kobler- 
Stotland work is the more satisfying 
volume. 

—Richard A. Kalish, Ph.D. 
Department of Psychiatry, California State 
College at Los Angeles 


AN INDEX OF RORSCHACH RE- 
SPONSES: STUDIES ON THE PSYCHO- 
LOGICAL CHARACTERISTICS OF 
MEDICAL STUDENTS |. 


Caroline Bedell Thomas, Donald C. Ross, 
and Ellen S. Freed 


Baltimore: The Johns Hopkins Press, 1964. 
781 pp. $15 


As part of a Johns Hopkins study on the 
Precursors of hypertension and coronary 
disease, 586 healthy medical students were 
given individual Rorschach tests. The au- 
thors have applied to Rorschach material 
à computer method originally devised for 
the retrieval of information from the sci- 


entific literature, the KWIC indexing 
program. 
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The book comes in the large format of 
an art book and is well laid out and printed. 
The first 40 pages contain a description of 
the digital computer system used and re- 
productions of the location charts. The 
bulk of the book (741 pages) contains 
three computer outputs in computer off- 
line printing: an Index of Keywords-in- 
Context, an Area Index and a Frequency 
Count of Keywords. 

The exact wording of each single re- 
sponse collected was punched in alpha- 
numerical form on standard IBM cards 
together with an 11-column code classify- 
ing the response according to number of 
card, location of response, position of card, 
content of response, and number in the 
sequence of responses given by the S to the 
particular Rorschach card. For the Key- 
word-in-Context Index, each word in every 
response given was alphabetized and in 
turn became a key word. Thus each re- 
Sponse is recorded several times and each 
time in its own contextual setting. For lo- 
cation, Beck's well known designation of 
areas was used and some additions were 
made to it.':? An Area Index groups the 
Tesponses to each particular area of a given 
card and classifies these locations as to 
their content. The Frequency Index lists 
how often each word spoken (not just each 
Concept) appeared in the total sample. 
‘Looks-like” occurred 3945 times; "louse- 
like,” once; “long,” 418 times; “short,” 57 
times. To the verbal conditioner such a 
Word count is exciting; to most clinicians 
it makes little sense. 

Overall quality of computer data proc- 
essing is not as good as one would want it 
to be. Some counts in the Frequency of 
Keywords list are only subtotals of the in- 
dicated Keyword. There are errors in the 
execution of simple ordering conventions, 
and other mistakes. Some are machine- 
made, some man-made. All could have 
been forseen or eliminated. And although 
the authors are lyrical in their praise of the 
KWIC indexing program, which according 
to them originated in 1962, they fail to 
Mention its inventor, Hans Peter Luhn, 
and do not seem to know that the system 

as been used since 1958. 
But scholarship in this book is even more 
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disappointing from the viewpoint of the 
Rorschach researcher and the clinician, 
One wonders why the authors have ex- 
cluded from their computarization the De- 
terminant of the response, a category which 
forms the most important leg of the scoring 
trilogy: Location—Determinant—Content. 
Perhaps because they found it hard to 
decide whether to use the Beck or the 
Klopfer scoring system. They could have 
fed both into the computer separately, One 
wonders also why they have not compu- 
tarized such scoring classifications as Suc- 
cession, Experience Balance, Color Shock, 
Shade Shock, etc. One feels amazed with a 
tabulation effort which leaves out so many 
important Rorschach scores and makes 
the” book a pure lexical index of location, 
content and word frequency. This severely 
limits the work’s value for future elec- 
tronic computer interpretation of Ror- 
schach records and for studies concerned 
with Rorschach reliability. 

Programs for digital computer diagnosis 
and interpretation of Rorschach records 
have been prepared by Zygmunt A. Pio- 
troski. But the authors make no mention of 
Piotrowski’s research.* 5 Had the authors 
included all Rorschach scores in their com- 
puter work, then their labor would have 
been highly worthwhile. Piotrowski's and 
their programs combined could aid ma- 
terially in solving the knotty problems of 
reliability and validation of the clinically 
highly useful Rorschach test. 3 

If the book were totally without merit, 
this reviewer would not have felt it neces- 
sary to go into all the details to which 
criticism has been directed. The prodigious 
amount of work and effort expended pro- 
vides a valuable basis for future research. 
*.. All men strive, and who succeeds?” 
(Robert Browning, “The Last Ride To- 


ther.” 
pe d —Erika Fromm, Ph.D. 


Professorial Lecturer, Department of Psy- 
chology, The University of Chicago 
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RISK TAKING: A STUDY IN COGNI- 
TION AND PERSONALITY 


Nathan Kogan and Michael A. Wallach 


New York: Holt, Rinehart and Winston, 
Inc. 278 pp. $8. 


This is a hard book to read. It is an 
even harder book about which to write a 
teview. It is a hard book to read because 
the authors have been compellingly meticu- 
lous in the treatment of their subject mat- 
ter, in the reporting and analysis of their 
data and in the interpretation of their find- 
ings. They so enticingly pack maximum 
information into minimum verbiage that 
the reader must constantly be on guard 


against the burdening effect of information 
overload. As one reads 


from cover to cover, 
interpretation follows 


are meaning- 


i he time, but 
which unfortunately are difficult for the 


memory to maintain disti 
period bd istinctly over a 
It is a hard book about wh 


5 ich to write a 
Teview, because one cann 


ot convey the 
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substance of the findings without pains- 
takingly detailing the entire scope of the — 


study. It is not the kind of book that one 
can summarize in a paragraph or two; 
suffice it, then, to say that this volume pre- 
sents the results of an inter-correlational 


analysis between some 33 measures of cog- 


nitive-judgmental, ability, and personality: 
variables, on the one hand, and decision- 
making variables, on the other. In addi- 


tion, the analysis uses a moderator variable 
approach, wherein the sample of subjects | 


is divided into subgroups on the basis of 
three theoretically relevant variables: test 


anxiety, defensiveness and sex. The study — 


amply and admirably demonstrates that 
"negligible associations observed for a 
sample as a whole may conceivably mani- 
fest dramatically different magnitudes and 
directions in subgroups defined in terms of 
relevant moderators." 

The methodological implications of this 
Work are patently clear. The consideration 
of potential moderator variables is an ab- 
Solute necessity when research findings are 
couched in correlational terms. It calls into 
question all previous correlational analysis 
and points to the need for a reexamina- 
tion of old findings in the light of possible 
moderator influences. It makes so much 
Sense to assert that, for example, certain 
personality traits may require a context 
of high (or low) motivational disturbance 
in order for their effects to be felt in a 
given domain of behavior (such as decision 
making, in the present case), it is surpris- 
ing that more people have not made this 
assertion more often. The empirical re- 
sults, such as the findings detailed in the 
Present study, cogently corroborate this 
assertion. 

Many of the results teported in this book 
Clearly substantiate what popular belief has 
affirmed about the decision-making be- 


havior of defensive-anxious people versus 


that of less motivationally disturbed per- 
Sons. The defensive-anxious subject shows 
àn insensitivity to relevant environmental 
factors, (a fact of which clinicians are 
well aware) which not only gets him into 
trouble interpersonally, but which also has 
demonstrably negative consequences for 
his decision-making behavior. And so it i$ 


- 
| 
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no surprise when the authors draw the 
implication from their findings that, “cer- 
tain contrasting findings for the ‘least 
disturbed' individuals, on the one hand, and 
those high in test anxiety and/or defensive- 
ness, on the other, support the view that 
cognitive considerations more prominently: 
determine the behavior of the former, 
whereas motivational considerations con- 
tribute more heavily to the behavior of the 
latter. In addition, further contrasts be- 
tween these personality types support the 
view that some of the behavior of the 
former subgroup is more 'adaptive' or 
'reasonable' than the corresponding be- 
havior of the latter." 

Other findings emerge from this study 
which are not so familiar sounding, how- 
ever, and which on occasion are surpris- 
ingly unexpected. For example, one set of 
results reported by the authors indicates 
that for high defensive-high test anxious 
subjects, the failure of a risky strategy leads 
to a heightened affirmation of that strategy, 
rather than to its abandonment. This and 
other forms of irrationality in decision- 
making which characterize the motiva- 
tionally disturbed individual have dire 
implications for national and military 
decision-making. These implications are 
Spelled out and examined by the authors, 
as are a number of other methodological, 
theoretical and practical implications de- 
rived directly from their data. 

It would have been most helpful to the 
readers of this volume if the authors would 
have devised a simplified method to sum- 
marize their overall results. Inter-correla- 
tion matrices with 33 rows and 33 columns 
are hardly easy to digest at a glance. 
Eighty-eight tables of inter-correlations be- 
tween this and that for males (or females), 
divided into a four-fold format on the 
basis of high-low defensiveness and high- 
low test anxiety, provide good factual 
material, but hardly give the reader some- 
thing to carry home with him. Big, general 
Statements, tied together by a good theo- 
Tetical model, would have helped a lot. 
But, instead, the reader is fed a steady diet 
of statements such as, “Recall that, 
Whereas a risk-taking penchant in the con- 
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text of minimal motivational disturbance 
leads to higher verbal aptitude scores, a 
risk-taking penchant in the context of a 
particular pattern of motivational distur- 
bance—high test anxiety when defensive- 
ness is low—leads to lower verbal aptitude 
scores. The authors submit, therefore, that 
risk-conservatism dispositions operating in 
a matrix of personality functioning con- 
stitute psychological processes of some im- 
portance for our understánding of what is 
involved in verbal ability.” A heady help- 
ing, to say the least. 

The fact that the domain under investi- 
gation is complex and cuts across tradi- 
tional disciplinary boundaries, that it con- 
tains variables which are interrelated and 
that*it produces findings which are, there- 
fore, exceedingly involved, is, of course, 
no fault of the authors. Their ability to 
handle a difficult subject matter lucidly is, 
indeed, praiseworthy. Emphasizing ex- 
ploration and discovery rather than the 
testing of monolithic predictions, they pro- 
ceed with a painstaking examination of 
risk taking in a variety of contexts. One 
only hopes that their stamina can be 
matched by that of their readers. 

Precisely because it is an exploratory 
and heuristic work, the book leaves one 
with the excited feeling of having made 
new discoveries, and with a tumble of 
speculations about potential research, such 
as: what would happen if one used Erick- 
son's developmental variables as modera- 
tors in a research design; and what about 
risk taking in interpersonal relations and 
in the therapeutic relationship? Can the 
Kogan-Wallach approach be applied in 
these areas? f 

This is a book to be read once straight 
through in order to grasp the scope of the 
study and the breadth of its findings. Then, 
it should be kept readily available as a 
reference work for the researcher and 
student who are pursuing further under- 
standing in the domains of motivation, per- 
sonality, cognition or decision making. 


— Lawrence N. Solomon, 
Western Behavioral Sciences Institute, 
La Jolla, California 
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PSYCHOLOGICAL DEVELOPMENT IN 
HEALTH AND DISEASE 


George L. Engel, M.D. 


Philadelphia: W. B. Saunders, 
$7.50 


1962. 


Modern medicine has deep roots in the 
basic sciences, but in the past this has been 
less true of psychiatry than of the other 
clinical disciplines. Even granting psy- 
chology the status of a basic science, few 
medical schools include it as a formal 
preclinical course. Professor Engel has 
written a textbook which may alter this 
situation. Drawing on his experience as 
both internist and psychoanalyst, he “de- 
scribes normal psychological development 
with a strong emphasis on its biological 
basis. He provides the preclinical medical 
student with a foundation for understand- 
ing (rather than memorizing) clinical psy- 
chiatry and for integrating this knowledge 
with science in general. This broad per- 
spective leads the author into discussing 
the concept of disease, a Provocative ex- 
perience for students accustomed to the 
fact-accumulating approach of most medi- 
cal texts. 

The author derives the complexities of 
human behavior from the Properties of 
the simplest organisms, Thus he points out 
that each organism consists of a limiting 
membrane separating the internal from 
Changes in 
and external 
tive response 
s maintained. 
the length of 


h ontogenic 
y in the cen- 


ability to re- 


sist immediate Tesponses to the internal 


an MU stimuli until a solution can 
reached that ultimately will i 
man’s vital needs : E 


an's (secondary rocess 
thinking). The latter process is Tue 
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plished by internalizing the external world 
through the use of language, thus subor- 
dinating the organism to society. 

Engel uses this biological approach in 
the difficult task of evaluating healthy 
psychological development. Rather than 
considered as that which is statistically 
normal, health is understood as main- 
tenance of the dynamic steady state. The 
reader develops a positive attitude toward 
both defense mechanisms and moral values 
as the author shows how these are used 
in overcoming the incompetent primary 
process thinking which alone would be in- 
compatible with man's survival. 

This ability of the author to avoid be- 
coming preoccupied with psychopathology 
derives from his adherence to the physio- 
logical concept of disease. He holds that 
". . . no etiological factor can be under- 
Stood apart from the system on which it 
acts.” He emphatically opposes the idea 
that disease is an entity in itself, referring 
here not only to the primitive demon 
theory of disease but also to the germ and 
molecular theories. Nonetheless, this on- 
tological approach, as it is sometimes 
called, has been practical for the physician 
Who conveniently can dismiss numerous 
complaints of his patients as "nothing at 
all” by merely ruling out his carefully 
classified list of disease entities. For Engel 
(and Hippocrates) this would be ignoring 
a disturbed dynamic Steady state, the 
“teal” disease. 

Although Engel has a biological, de- 
velopmental, and even philosophical per- 
Spective, the ideas themselves are not 
Presented in historical perspective. Nor is 
sufficient weight given to other con- 
temporary views. These peripheral ob- 
Jections are only mentioned because the 
book is intended as a text. A theoretical 
problem, however, results from the sketchy 
discussion of the dynamic steady state, à 
concept so basic to all of Engel's argu- 
ments. Thus, it is not clear whether he 
fully accepts Von Bertalanffy's concept of 
open systems," whether he remains à 
teleologist, or whether he is simply leaving 
the most basic problems of the organic 
world to the biologist. 


The compact size and extensive use of 
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subheadings reflect the author's attempt to 
systematize. The absence of statistical data 
and case histories precludes the introduc- 
tion of any other interpretation. Thus, for 
those not following Engel's system as a. 
whole the book might present difficult 
reading. This would be particularly true of 
a purist who thinks in terms of only one 
level of living organization. The reader 
should be warned that the introduction 
contains a discussion of teaching aids not 
at all in keeping with the intellectual 
solidity of the book. For a more repre- 
sentative sample he is advised to turn to 
the epilogue. Here the interdisciplinary 
approach to psychiatric illness is trans- 
formed from an administrative problem 
into a way of thinking applicable to all. 
—Peter H. Niebyl, M.D. 
Department of History of Medicine, 
Yale University, New Haven, Conn. 


RESTORATION OF FUNCTION AFTER 
BRAIN INJURY 


A. R. Luria; Translated, Basil Haigh; 
Translation edited, O. L. Zangwill 


New York: The Macmillan Company; 
oe Pergamon Press, Ltd. XIV & 277. 


Luria is already widely known in the 
United States and England as well as in 
the Soviet Union because of his extensive 
px in backwardness with Vinogradova, 
gibelov, Pevsner, Lubovsky, Meshcherya- 
S and others of his colleagues at the 
eee of Defectology in Moscow. How- 
Lm during and after the war Luria's in- 
Vat s extended more readily to the local- 

‘ton of cortical injury. He now works 
Primarily at the Institute of Neurosurgery- 
pons had, as Zangwill says, an unusually 

Sive experience of head injuries. 
Mirbcently Luria has expounded his views 
e lization of function in a number of 
j SM including lectures in London, and 
ed Same views are once more put for- 

Td in this book. In addition, he advances 
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a set of hypotheses concerning rehabilita- 
tion, together with descriptions of clinical 
trials tending to confirm these hypotheses. 

The book is arranged in seven chapters, 
the first of which discusses restoration of 
function by de-inhibition. The reader would 
probably be more familiar with the term 
disinhibition, This is perhaps the only pos- 
sible objection one could make to this 
otherwise first-class translation. The gen- 
eral and local effects of brain injury are 
discussed especially in relation to super- 
ficial and penetrating wounds and in con- 
nection with aphasia and apraxia. The 
threshold of all sensory systems is raised 
by injury. Superficial injury may have re- 
sults which only temporarily depress func- 
tiofi, and according to the author prostig- 
mine can aid in the restoration of limb 
function in such cases. It does not how- 
ever, help in the restoration of verbal 
function. In such cases when motor func- 
tion is not involved, a change of attitude 
may be required. Perel'man with 200 cases 
of deaf mutism (p. 25) treated his patients 
by communicating with them through writ- 
ing and gradually making the writing illeg- 
ible. The patients gradually began to rely 
once more on speech. 

Subsequent chapters deal with different 
techniques of therapy from the restoration 
of function by reorganizing functional Sys- 
tems, by restoration of motor function 
through the use of higher patterns of or- 
ganization, by the aid of other sense input, 
by concretizing tasks, by transferring atten- 
tion from one part of a limited visual field 
to another and so on. Reorganization. of 
‘set’ or anticipation naturally plays an im- 
portant part in the restoration of aphasia 
involving agrammatism. A final chapter 
deals with motivation. FEI 

An important discussion of principle is 
undertaken in chapter two. Luria goes into 
the question of localization and opts for 
very specific localization of function. This 
does not prevent him from regarding some 
higher functions as transferable, for ex- 
ample, from one limb to another. Luria 
discusses this (pp. 53-55) in terms of 
lesions in primary or secondary areas. In- 


jury in the primary area of an analyser 
may damage input or output in that analy- 
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ser, but damage in a secondary area affects 
the integration of that sense even though 
input and output may remain intact. 
Chapter two continues with a discussion of 
aspects of sensory and motor lesions and 
their consequences. Luria refers to re- 
striction of visual field, loss of the capacity 
to grasp with one hand, agraphia and 
similar sensory and motor dysfunctions. 
In this chapter he suggests that sometimes 
in kinesthetic loss, visual feedback can be 
used as a therapeutic aid in helping restora- 
tion of motor function. Summarizing, he 
points out that unless stable motives are 
affected, restoration can follow one of 
three patterns. It can be rapid and auto- 
matic. If this does not happen an intra- 
systematic reorganization can be attempted. 
If this is impossible intersystematic re- 
organization may be necessary (pp. 
76-77). 

It is impossible to give a summary of the 
many ingenious techniques described for 
the restoration of disturbed function. 
Whatever may be said of Luria’s views on 
localization, which no doubt are shared by 
many other workers in the field, it would 
seem that his suggested therapeutic tech- 
niques are both original, ingenious and ap- 
parently successful. Two or three examples 
must serve as illustrations. In a case of 
paralysis involving hand movement, a 
signal could induce movement, Finally the 
movement was conditioned to the patient’s 
own eye blink which was itself unaffected, 
In disorganization of aspects of manipula- 
tion in space, vision sometimes can replace 
kinesthesis, and sometimes the reverse tech- 
nique can be used. Occasionally conceptual 
or verbal Teorganization is necessary and 
effective. A case of a patient with a left 
premotor lesion is given (p. 112). He 
pus faye E chain of consecutive 
e Nét ge mist However, when 

osed in an outline, eg. 
g —3, he succeeded, 

It is a pity Dot to be able to quote more 
of these entertaining examples, especially 
Concerning speech, an area Where Luria 
rs made many valuable contributions. 
< owever, this is not possible, In such an 
interesting set of studies it may seem carp- 


Ing to criticize, but any reader will note 


AMERICAN JOURNAL OF ORTHOPSYCHIAT 


that Luria's mind is so full of ideas tl 


he finds it hard to organize them syste- 
matically. As a result, examples and prin- 
ciples are not infrequently repeated. In — 


addition, of course, scientific method is 
not a strong feature of the manner of 
presentation as with many other neurolo- 
Bists. There are, nonetheless, enough: sug- 


research workers busy for a long time. 
Luria is to be congratulated on this bril- 
liant exposition. : 

—Neil O'Connor, M.D, 


Medical Research Council, Social Psy- 


chiatry Unit, Institute of Psychiatry, 


Maudsley Hospital, Denmark Hill, London Ü 


VERSAGT DER MENSCH ODER DIE 
GESELLSCHAFT: Probleme der Mod- 


à 


ernen Kriminal Psychologie 
Friedrich Hacker 


+ 
Vienna, Austria: Europa Verlag, 1964, | 


424 pp. 


The busy book reviewer does not, as @ 


Tule, tend to get too excited after years © 


and floods of books coming across his desk. 
When, once in a long while, a book such as 
the present one is born that, no matter how 
controversial or disputable it may be; 
arouses feelings of praise, its merits should 
be emphasized. This reviewer, however, 
wishes to state at the outset that he does 


not subscribe to all of the author's points, | 


and may even disagree with some of them. 
Yet, if I were to apply my standards for 
Paper, print, readability, scholarship, uni- 
versality of range, this book would deserve 
an unqualified “E” for excellence. Re- 
leased as part of the publisher's new ven- 
ture of issuing original material in paper- 
backs, the first 5,000 copies are reported 
to have sold out in Austria alone. 

The readability of this book should be 
stressed again. The works of even the 
greatest scholars often are marred by poor 
writing, which fails to transmit their mes- 
Sage to a large audience. One of Professor 
Hacker’s great assets is his command of 


A 


gestions in this volume to keep a team of 
xz 


1 


| 


| 
j 
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language (both in English and in German). 
He has a rich vocabularly and the rare gift 
of addressing himself to both the lay and 
the various professional audiences (jurists, 
sociologists, anthropologists, psychologists, 
criminologists, social workers, psychiatrists 
and psychoanalysts) . 

Being the head of two large outpatient 
clinics in Southern California, the author, 
a psychoanalyst, has drawn heavily on his 
extensive and varied clinical experience 
and on his work as court-appointed expert 
witness over many years. Extensive statis- 
tics, intensive case reports (of two murder 
cases), tying up their intimate clinical and 
psychological motivation with the intri- 
cacies of trial and law enforcement pro- 
cedures, surveys of penology, suggestions 
about penal reform and about new and 
more effective treatment approaches are 
found in this volume (e.g., group therapy, 
which the author quotes as being practised 
increasingly in California state prisons 
and in the California parole outpatient 
Clinics) are found in this volume. Per- 
haps a novelty to many readers in 
criminology, psychology and sociology are 
discussions of probability of character for- 
mation linking the individual with society, 
references to systems and economic 
theories, attempts at a fundamental natural 
history of mythology and a new approach 
to the phenomena of “elective irrational- 
ity.” Prof. Hacker's new scientific approach 
is called multidimensional perspectivism; it 
tends to combine and yet to transcend the 
Various conventional approaches by ex- 
ploring their limits and combining them in 
à new synthesis. 

Whether the author deals with various 
theories of law, symbolism, criminology or 
therapy, the univefsality of his range al- 
ways leads him into a comparative study. 

In a book on problems of modern 
criminal psychology one does not neces- 
sarily expect chapters on such subjects as 
the natural history of mythology, the 
ey of symbolism, psychodynamic 

eories of personality formation with 
Special emphasis on character and struc- 
ture, elaborate discussions of a modern 
System and economic theory. The compli- 
cated theoretical considerations, be they 
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psychoanalytic psychiatric, legal or philo- 
sophical, merely are the diagnostic prepara- 
tion for a treatment-centered planning to 
change and to improve the general social 
and, particularly, individual constellations 
that produce and perpetuate deviant 
criminal behavior. Chapters are devoted to 
the motivation techniques for offenders 
reluctant to enter therapy, perhaps the only 
ones in the literature of any language. In 
other chapters, various approaches to moti- 
vate societies to look at and possibly re- 
view their irrational anxieties resulting in 
unreasoning, brutal and ineffective law en- 
forcement methods are suggested (includ- 
ing those societies and communities to 
which both the author and this reviewer 
belong). Current treatment approaches 
are surveyed, though the structure of the 
book does not permit more than a cursory 
glance even at such important advances 
as group psychotherapy. 

To cite just one example of the author's 
common sense approach in his argument 
against an archaic law, which is on the 
books of most states of the union: accord- 
ing to Kinsey's famous surveys, more than 
three-fourths of our "normal" population 
engage in sexually abnormal practices. 
According to orthodox Jewish and Catholic 
dogma, which considers masturbation as a 
perversion, more than 95 per cent of all 
men would be perverts, Hence, according 
to Kinsey’s statistics, if all laws in the 
United States were to be strictly enforced, 
more than 90 per cent of our population 
would have to be incarcerated! Even today 
California has a law on its statutes whereby 
sexual “perversions” among married 
couples is punishable by imprisonment 
from between 5 and 15 years, and only 
recently a judge in a California Superior 
Court threw out the complaint a husband 
brought against his wife for attempting to 
practice a perversion, fellatio! (p. 166). 

This book ought to be translated into 
English as soon as possible. Aside from 
highlighting new facets of old problems, 
it should stimulate a great deal of new 
thought and critical discussion, because it 
represents a novel scientific approach toa 
field in which the unanalysed traditions of 
psychology, sociology and philosophy have 
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fought with each other without any hope of 

agreement or even understanding. That 

such an understanding is possible and 

compatible with hopeful and rational plan- 
ning is the basic message of this work. 

—Hans A. Illing, Ph.D. 

The Hacker Clinic, Lynwood, 
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Television Films and Social Issues 


The continuing expansion of the tele- 
vision industry and its successes in techno- 
logical and physical growth have aroused 
the interest and hopes of many people that 
it also will make significant and creative 
program contributions to its audiences. 
Certainly the potential for informing, edu- 
cating and entertaining on higher levels 
than standard television fare has intrigued 
both viewer and producer, but the job so 
far has been left largely to the educational 
television stations and their networks. 
However, some significant contributions, 
particularly in regard to social issues, have 
been made by the commercial television 
networks, and a few of those programs 
Which were deemed most successful have 
been made available for distribution on 
16mm film. A number of these will be re- 
viewed here as illustrations of recent tele- 
Vision successes and as material useful for 
teaching in the mental health fields. 

The spread of professional interests to 
Wider social issues may make it more diffi- 
cult for the instructor to find illustrative 
material. It is because of the capacity of 
the camera to condense time and space as 
well as the inherent appeal of film and 
the involvement of the audience which 
make it so attractive for the teacher. In 
Spite of its appeal, however, it must be 
used with care. The investment of valuable 
Classroom time in showing a film, in some 
Cases as long as 55 minutes, means that 
the teacher must make special effort to 
Secure what is appropriate for the class’ 
Present needs and to insure that there is 
time for introduction and discussion. Be- 
Cause of the additional time and money 1n- 
Volved in obtaining the film for screening 
ahead of time, teachers need information 
about films. 

Among the films recently made to show 


the hopelessness and the plight of the 
poverty-stricken among the million persons 
living in Appalachia, € recent television 
presentation entitled Christmas in Ap- 
palachia (29 minutes, 16 mm, black and 
white, 1964, by Charles Kurault for CBS, 
sale $135, rental $10, from Carousel 
Films, Inc., 1501 Broadway, New York, 
New York 10036) has won a Blue Ribbon 
atethe 1965 American Film Festival of the 
Educational Film Library Association in 
the Social Documentary category. The film 
portrays the area in Eastern Kentucky 
where small hand-operated mines have 
been automated and many people are un- 
employed. We see how bright a spot is the 
one-room school where a resourceful 
teacher manages seven grades and cooks a 
hot lunch as well. The school, like many of 
the families in Whitesburg, benefits from 
government surplus food, but additional 
help for the hot lunch program is said to 
be derived from the local sale of bootleg 
liquor! The narrator takes us on visits to 
families where he encounters “a strong 
woman surrounded by exhausted men” or 
a young man who “tried to get out” but 
who failed because he had only a fourth- 
grade education and who lives from day to 
day hoping that the Job Corps will call 
him. We meet Mr. Baker who is divorced 
and lives in a separate shack from his 
family but whose bond with them is forced 
to continue out of necessity; they eat one 

meal together every day. : 
The film describes the barren and dis- 
couraging existence in Appalachia and 
demonstrates the resignation of these poor 
people and their wishes and hopes. It 
recognizes the embarrassment of poverty, 
its effect on emotions, and its impact on 
family relationships: "When hard times 
come, love goes out the window." As 
such, the film illustrates problems in an 
area of the country receiving considerable 
967 


968 


attention; it does not attempt to provide 
the answers. The film's faults lie in its 
failure to explain more of the context of 
the material and in its possible exploitation 
of these people: the theme of poverty at 
Christmas is set up to tug at our heart 
strings. The discomfort the viewer feels 
may come not only from genuine concern 
for these people but from annoyance with 
the message that he need only carry baskets 
of toys and goodies to provide them at 
least one joyous day in the year. This old 
fashioned type of approach has no place 
in current thought about poverty. In an- 
other film, not made for television, a more 
realistic and comprehensive coverage of 
Appalachia's problems is gained by fol- 
lowing several weeks in the life of one 
man and his family: The Captive (28% 
minutes, 16 mm, black and white, 1964, 
sale $140, rental $8.00 by William Jersey 
and Quest Productions for National Coun- 
cil of the Churches of Christ, 475 River- 
side Drive, New York, New York 10027). 
Herb, age 33, with his wife and three chil- 
dren are shown as captives of poverty be- 
cause there is no work for him digging and 
loading coal. Reverend Weller, a local 
minister, helps him to seek work in a 
nearby city, but Herb fails because of his 
ties to his home town and his lack of skills 
and education. 

Spontaneous activities, artistically photo- 
graphed under Mr. Jersey's direction, 
underline more effectively than Christmas 
in Appalachia some of the human aspects 
of automation, industrial shifts, and con- 
sequent problems for persons with limited 
education. The Captive also points up the 
problems of adjusting to welfare, with its 
minimal provisions for some needs and at 
the same time medical care quite beyond 
a man's usual capability. In Herb's county 
of Appalachia there are 73,000 people, and 
$3,500,000 is awarded annually—still only 
enough to maintain a bare subsistence 
level. No one can object to the necessity 
of welfare but many questions can be 
raised as to the best means of providin, 

A g 
support which does not also remove in- 
itiative, This film's fault is that Herb be- 
Comes a kind of hero as we follow him 
through his struggles while basically he is 
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an inadequate person and a failure. We are 
left at the end with a feeling of hopeless- 
ness which, although disquieting, is appro- 
priate to this material and should provoke 
considerable discussion and thought, a 
valuable result in teaching. 

A longer compendium of the problems 
of urban life is available in the film Super- 
fluous People (54 minutes, 16 mm, black 
and white, 1962, sale $250, rental $10, by 
CBS-TV, distributed by McGraw-Hill, 330 
West 42nd Street, New York, New York 
10036). Mr. Warren Wallace, the pro- 
ducer, interviews a “welfare” worker about 
homeless children; talks to a school drop- 
out; takes us inside the rat-infested flat for 
which a woman says she pays $100 a 
month; presents experts like Abrams, the 
city planner, or Dr. Ohlin, of New York 
School of Social Work, and winds up with 
a plea that we look with renewed vigor and 
perspective at the problems of the deprived 
in an affluent society. 

Many men interviewed on the street are 
not up to making deep or revealing com- 
ments, but this film assembles an interest- 
ing and provocative group of lay and pro- 
fessional contributions. The most telling is 
the statement by one woman uprooted for 
an urban renewal project. Deprived of her 
sense of belonging, she is displaced in the 
name of progress, and her neighborhood 
ties are gone. 

Another Blue Ribbon winner in the 
American Film Festival of 1964 was Case 
History of a Rumor (52 minutes, 16 mm, 
black and white, 1963, by CBS News, sale 
$250, rental $20, from Carousel Films, 
Inc, 1501 Broadway, New York, N.Y. 
10036). Here is a fascinating document 
which records the words and views of 
those actually involved-in a rumor which 
threatened the success of Operation Water 
Moccasin, a U.S. military maneuver in the 
South. The camera travels to record the 
words of newspaper editors in Georgia, the 
statement by Congressman Utt of Cali- 
fornia whose newsletter comment gave 
Momentum to the rumor and to citizens 
With and without prejudice. It shows that 
the forces of prejudice are ever present and 
Taises questions about the means of pre- 
venting serious consequences. The im- 
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portant thing this film does is to encap- 


sulate the origin, spread, and dissolution of 


an episode of social blight. The light of 
reason can be brought to expose the rumor 
problem and to underline the constant 
need for responsibility in communication. 
Here is a valuable case study in social 
pathology. 

The title of another documentary, Inci- 
dent on Wilson Street (52 minutes, 16 
mm, black and white, 1964, sale $250, ren- 
tal $7.85, by William Jersey for NBC, from 
McGraw-Hill, 330 West 42nd Street, New 
York, N.Y. 10036), is somewhat mislead- 
ing in that the “incident” is a minor one: 
a fifth grade girl struck her teacher, The 
value of this film is not in its chronicle of 
this incident, but of the material given as 
background to it, its observation of con- 
ferences which follow it and its message 
for educators and consultants to school 
departments. Again Jersey’s camera fol- 
lows real people in their jobs, this time 
Pegi Gorelick during one month of her 
work at P.S. 16 in the Williamsburg sec- 
tion of Brooklyn. As a teacher in the all- 
day neighborhood special program she 
teaches fifth-grade children of this area 
who normally get minimal encouragement 
and educational opportunities beyond the 
regular school hours. We join the children 
who follow her to a special room where 
they sit in a circle and freely discuss many 
topics. Johnny is bright and aggressive in 
Contrast to Hughie, who is excessively shy. 
Pegi must deal with their feelings of secu- 
rity and self-worth, as well as with inter- 
personal feelings not ordinarily verbalized. 
The camera and microphone allow us to 
be present without the children being self- 
Conscious during their discussion at school, 
On a tour of the neighborhood, or at a girl's 
afternoon activity club. 

The focus suddenly centers on Angela, 
bright Negro girl with impaired speech who 
has struck her teacher. Pegi goes to learn 
from the teacher what happened and we 
Witness the teacher's defensive explanation 
that Angela had stubbornly refused to obey 
her. Pegi then talks with others, and espe- 
cially with the children in Angela's groups 
Where they search for possible causes an 
the prognosis in Angela’s problem. Some 
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children admit that she may have been 
teased, but they decide to convey to her 
that they care, and one of the members 
visits Angela’ home to convey the mes- 
sage. This sequence illustrates with con- 
siderable emotional impact the opportunity 
which a skilled and devoted teacher has to 
mobilize the childrens’ hidden assets. Other 
aspects of the crisis come to light when we 
hear how reluctant Angela's teacher is to: 
have the girl back, and we sit in on the prin- 
cipal’s efforts to get her to rise to the chal- 
lenge. In a conference, with Angela and 
her father present, we sample the complex 
interactions which go on between school 
and home. The father’s anger and hurt 
pride are exposed, and he blames the 
school. As Angela cries, Pegi takes her off 
to comfort her and the principal and 
teacher finally convince the father to allow 
Angela to return if she wishes. Such epi- 
sodes may be ordinary events in schools 
like this, but a film which records such 
case material for study and illustrates some 
contemporary problems and solutions in 
the culturally deprived schools should be 
especially timely. 

When he wrote about the problems of 
conformist attitudes in American life, John 
Keats helped to make one of television’s 
significant and thought-provoking programs 
which illustrates both the best and the 
worst of television. Conformity (49 min- 
utes, 16 mm, black and white, 1963, by 
WCAU-TV, sale $235, rental $15, from 
Carousel Films, Inc., 1501 Broadway, New 
York, N.Y. 10036) assembles widely as- 
sorted material and in a skillful, artistic 
way makes à provocative, illustrated lec- 
ture. Like many television programs, how- 
ever, it is somewhat diffuse and seems to 
be padded to fill the one hour scheduled. 
Harry Reasoner makes a strong narrator 
and he helps develop the theme while we 
see examples of the impact of urbanization 
and the spiraling increases of mass produc- 
tion, team effort and "group think. We 
are reminded of the book. bans within a 
dictatorship and their frightening similarity 
to the suspicion of “thinkers” and the re- 
sultant pressure toward conformism which 
democracies have felt. Questions are raised 
about the dilemmas of independence vs. 
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ideology and diversity vs, uniformity. After 
many examples the film finally makes a 
firm statement that “every major achieve- 
ment is the result of dissatisfied noncon- 
formists." It stresses the importance of a 
questioning mind, agreeing that it is hard 
sometimes to formulate the questions. 

Most of the material in the film is not 
acted, but one well acted section offers an 
interesting commentary on the teaching ap- 
proach. Two versions are given of ways to 
conduct a class about a question in history. 
In one, the teacher asks his questions and 
makes comments to the students in such 
a way as to evoke only stereotyped state- 
ments of which he approves; in another 
version on the same material he evokes 
from the class ideas which are more spon- 
taneous, more genuine, and which help to 
make the history more useful. There is a 
sequence of parents meeting to write a 
pamphlet so as to get their children to con- 
form to certain social rules. Ambassador 
Adlai Stevenson speaks for freedom on a 
broader scale. With so many statements, 
the film seems long and sometimes without 
à consistent point of view. As it progresses, 
however, it escapes the pitfalls of the stand- 
ard television approach. It may be a some- 
what oversimplified view of conformity. 
Although it is acknowledged that some 
conformity is necessary, the issues of when 
to conform and about what are never dealt 
with. The long scenes in which we are look- 
ing at the narrator are unnecessary, and the 
film could be condensed to make its point 
more effectively. However, if used with a 
period of discussion following it, this film 
is a significant one for Broups from high 
school to professional level, 

In a later program some of these same 
people have teamed up to create another 
p film about the apathy and lack 
of involvement among so many url i 
ple. The Detached vum deine 
to 33 minutes since review, 16 mm, black 
and white, 1964, by WCAU-TV, sale $250 
rental $20, from Carousel Films, Inc., 1501 
Broadway, New York, N.Y. 10036) i 
constructed so as to have Y 


impact, yet it ask; 
Harry Reasoner, 
the midst of telev 


Have more dramatic 
S significant questions. 
the narrator, stands in 
Islon monitors when on 
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camera. This lends a sense of immediacy 
and gets away from the television lecture 
connotation. The fascinating and appalling 
story of a number of neighbors watching à 
murder is reenacted, and people are ques- 
tioned, We hear one man's rationalization 
that he "didn't want to get involved," and 
the rest of the program illustrates the ways 
in which most of us live together in a com- 
munity without involvement. There are 
many comments about such contributing 
causes to the trend toward urbanization 
and impersonalization, the fact that half of 
Americans live more than 500 miles from 
their birthplaces, the thinking in terms of 
commodities instead of values, the argu- 
ments and lack of love within families and 
the forces toward segregation. With clever 
use of models there is discussion of the 
tendency for young Americans to think of 
others as players of roles rather than to 
realistically assess them as individuals. 
There are scenes in which the crowd cheers 
the man on the ledge to jump, and on the 
other hand, we see an example of a modern 
Good Samaritan who stops to help a man 
on the sidewalk whom others have passed 
by as "just a drunk." The material is all 
acted, and the film is well edited; only oc- 
casionally does it become overdramatic. In 
the sequence in which a social scientist is 
being interviewed, he is made to look com- 
pletely foolish because of his lengthy and 
wordy explanations. His only suggested 
Solution calls for the expenditure of à 
great deal more money. That interview 
ends with the all too familiar phrase: 
"First we should make a survey." As à 
Whole, the film is almost too slick, too 
tricky and too diffuse, but there is a time- 
liness and a successful interweaving of the 
material so that it manages both to hold 
attention for a general audience and to 
make some pertinent observations. It urges 
that we commit ourselves in certain spe- 
cific ways and that we think more realisti- 
cally, and it demonstrates the value of 
humor by including the light touch. 

à Among the shows included among the 
East Side/West Side" program on CBS- 
TV which are entirely dramatic and yet 
convey timely and thought-provoking ma- 
terial, is one which deals with the problems 


pue ————————La E 


== 


SPECIAL FILM REVIEW 


of segregation, job discouragement, hous- 
ing inadequacies and poverty. Who Do 
You Kill? (51 minutes, 16 mm, black and 
white, 1964, by Talent Associates-Para- 
mount Ltd., sale $250, rental $15, from 
Carousel Films, Inc., 1501 Broadway, New 
York, N.Y. 10036) includes Neil Brock, 
social worker, acted by George C. Scott as 
in all of the series. In this case he tries to 
assist a young Negro couple in their prob- 
lem of frustration and bitterness, but he 
mainly observes that he can be “sym- 
pathetic and understanding, but the white 
man doesn’t really know.” Joe Goodwin 
has been taking a course in order to im- 
prove his job possibilities, but gets discour- 
aged and quits, convinced that he will not 
get a better job anyway. The Goodwin's 
baby is bitten by a rat, and it is the crisis 
of the child’s illness and death which calls 
forth Joe’s angry cry, “Who do I kill?” 
Ruth’s grief is vividly portrayed, and the 
tragedy is seen both in terms of the indi- 
vidual and of society. Perhaps not as useful 
for classroom material, this film is thought- 
provoking and might be useful in conjunc- 
tion with undergraduate discussions of race 
relations. 

In contrast, Manhattan Battleground 
(50 minutes, 16 mm, black and white, 
1963, by William Jersey for NBC, free 
loan from Audio-Visual Service, American 
Friends Service Committee, 160 North 
15th Street, Philadelphia Pa. 19104) does 
not have the same carefully constructed 
dramatic quality or well lit scenes. Aimed 
at an audience less interested in mere en- 
tertainment, it nevertheless maintains au- 
dience involvement in a moving document. 
Its value lies in its record of spontaneous 
and actual happenings in the life of Dan 
Murrow, a neighborhood counselor in East 
Harlem. He is shown as he finishes five 
years of work there and is leaving with his 
wife and children for further graduate 
Study. From the examples of their interac- 
tions with various people in the neighbor- 
hood, it is clear that this couple has a deep 
Tegard for the value of human contact and 
à dedication which conveys a respect for 
EN a belief in the positive. He encourages 
ee man to keep looking for a job, he 

PS out the addict who is trying to break 
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the habit, he encourages another addict to 
see a psychiatrist, he hugs an alcoholic, he 
praises and supports, listens and talks, and 
wins the trust and respect of the neighbor- 
hood. He has learned its language, and his 
long hours are rewarded by such accom- 
plishments as the disappearance of delin- 
quent gangs in the area. 

One activity shown which is unique was 
an idea of John Torres, a young man who 
had been involved in gang fights and spent 
time in jail, who developed into a sensitive, 
dedicated, and successful assistant to Dan 
in the activity club for the “Miracles,” boys 
such as he had been. Substituting for gang 
war and impulsive individual aggression, a 
"bopping game" was invented. No less 
hagardous or violent than some sports, the 
game is played with strict rules and reason- 
ably safe sticks. The less verbal child finds 
an acceptable way to express his hostilities 
here and in a similar stabbing game with- 
out knives. 

In a touching tribute to the devotion 
that Dan has shown the people in this 
neighborhood, just before he is to leave, 
they put on a play, make up a song, and 
buy him a gift. In their efforts to return a 
small measure of what the man has meant 
to the neighborhood, we witness the dem- 
onstration that love begets love. Even Dan 
succumbs to the emotion of the moment as 
he bids one final farewell to another mem- 
ber of his “big family." 

The film ends in what really is an ava- 
lanche of love, and although Dan is turn- 
ing over his duties to a new worker and the 
neighborhood still has its problems, the 
film leaves the audience with the conviction 
that there is hope for such neighborhoods 
and that their troubles can be met and 
even surmounted if we can humanize our 
interactions enough. Dan Murrow is an 
inspiration, such as we are encountering 
more and more frequently, whether on the 
large scale of the Peace Corps, in National 
Service Corps, or in the neighborhood so 
close at hand. 

— Edward A. Mason, M.D. 


Assistant Clinical Professor of Psychiatry, 
Harvard Medical School, Boston, Massa- 
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SPECIAL REPORTS ON SELMA 


by Simon L. Auster, M.D. and Tom Levin, Ph.D. 


Note: The Association membership at its 
business meeting on March 19, 1965, voted 
to authorize the Board of Directors to send 
observers to the civil rights march from 
Selma to Montgomery, Alabama. The 
underlying purpose was to join with other 
professional and scientific organizations to 
provide information and interpretation by 
behavioral scientists of significant events as 
they occur. During three and a half days 
on the scene (March 21 to 24) Dr. Auster 
and Dr. Levin interviewed Negroes and 
whites, mingled with participants and got 
a sense of the atmosphere. Their observa- 
tions and impressions are presented here. 


* * * 


I. Report by Dr. Auster. 


Late in the afternoon of March 195:I 
was approached by a representative of the 
American Orthopsychiatric Association to 
serve as an official observer of the civil 
rights march from Selma to Montgomery, 
Alabama, scheduled to begin two days 
later. I left the following day and remained 
in Selma for three and a half days to get 
a feeling of the atmosphere and to observe 
and speak to people involved in the march 
and to white and Negro members of the 
local community. In this report I will at- 
tempt to convey elements of this atmos- 
phere as Well as some of the substantive 
material gathered from interviews and 
some conclusions Concerning both the 
unu pm the total Situation, 

4 € first thing to be noted on m i 
in Selma early Saturday evening uiis 
contrast between the deserted main Streets 
of the city and the level of activity within 
the compound.” This area had no clearly 


defined boundaries; it included the two” 
churches which served as nerve centers for 
the march and the immediate surroundings. 

People were milling about, many aimlessly, 


many purposefully. All had an aura of 
quiet intensity about them. Activity in the 
churches seemed at a peak. A rally was in 
progress at Brown's A.M.E. Chapel, hous- 
ing (or perhaps more correctly bed space) 
was being arranged for hundreds in the 
parsonage, at First Baptist Church at à 


health station applicants were being medi- — 


cally screened for the march by the Medi- 
cal Committee for Human Rights, final 
tactical meetings were in progress, snacks 


Were being prepared and distributed and 


food contributions were being sorted for 
distribution to the marchers along the way. 


The heterogeneity of the group was - 


striking. Except for the shabby but bright- 
eyed children and snappy teenagers Who 
were colored, whites and Negroes were 
about evenly distributed. The group in- 
cluded a mixture of both roughly and 
simply dressed young adults, a large group 
of middle-aged people (some local and 


many obviously dressed for travel and ` 


marching), and predominantly white 
clergy, who stood out by their stiff, proper 
manner. It was amusing to note that over 
the next several days, as the latter group 
shed their clerical garb, they also seemed 
much more at ease about their participa- 
tion. One clergyman in levis commented to 
another (apparently without need for 
elaboration) that after the demonstration 
it would never be the same for himself as 
it had been for his father. 

In the churches, those not occupied with 
a specific task tended to congregate in 
clusters; the main groupings were primarily 
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age- and sex-determined. There was very 
little pairing off. Conversations were pre- 
dominately concerned with the immediacy: 
where people came from, where they were 
staying and what they anticipated for the 
next day. Discussion of specific goals for 
the march was minimal, although there 
was considerable, often repeated, general 
agreement on everyone's rights and equal- 
ity. 

In the basement of the First Baptist 
Church a group of Negro children between 
ages 9 and 11 were sitting quietly. They 
had been sorting food earlier, and when 
they finished their work they went over to 
a table and sat down. They spoke to one 
another but seemed wholly unperturbed by 
all the activity around them. 

At about midnight there was a sudden 
call for 800 armbands, and an assembly 
line organized itself and did the work in 
about 30 minutes; afterwards the people 
drifted back to previous groupings. Shortly 
thereafter several people began sweeping 
the floor, and most of the others gathered 
on one side of the basement where several 
young men, colored and white, led some 
singing. Following this, the crowd broke 
up. By far the most impressive character- 
istic of the evening was the lack of visible 
structure to the activities, and in fact a 
sense of no real structure at all; the opera- 
tion seemed to be carried by its own 
momentum with the participants striving to 
respond to a need when it arose and drop- 
ping back into the group when the task 
was completed. This attitude even filtered 
down to the children, who would sit 
quietly for hours when there was nothing 
for them to do, although their energy Was 
Very apparent the moment anything de- 
veloped that theyscould handle. 

Sunday was a bright, sunny, cool day. 
The crowd began gathering at about 9 
a.m. and slowly swelled with local people. 
The atmosphere was somewhat subdued 
and it was not until 11 a.m. that the street 
began to fill. At this time the rally began 
to assume a festive air. A number of White 
families consisting of middle-aged parents 
and adolescent children could be seen to- 
gether with Negro families and young 
adults of both races. When Dr. King ar- 
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rived there was a surge in the crowd with 
some decrease in the amount of general 
activity, but the public address system was 
not strong enough to carry the speeches 
outside the immediate vicinity of Brown's 
Chapel, where the rally was based. As a 
result many could not hear the speakers, 
and the general festivity soon was resumed. 

It was only after the march began that 
the subdued atmosphere of the night be- 
fore reappeared. It remained during the 
march through town except for a few at- 
tempts at singing which were quickly 
interrupted by the marshals, apparently be- 
cause this was prohibited by law. The city 
streets were lined with onlookers, some 
white but predominantly Negro; the whites 
were mostly silent and simply stared, but 
the Negroes applauded. The march stopped 
briefly at the bridge where the original 
march had been halted by the state 
troopers, and a flicker of tension ran 
through the crowd, although several to 
whom I spoke who had participated in 
the first march were relatively uncon- 
cerned. A perceptible sense of relief, how- 
ever, was apparent when the march re- 
sumed. Outside of town, the spectators 
were almost entirely white, and there was 
considerable heckling of the marchers, 
mostly of a provocative, sexual nature. 
There were very few responses from the 
marchers; if one began to reply, he was 
quickly quieted by the group. Periodically 
the marchers would be passed by cars 
driven by young whites cruising along the 
adjacent roadway with similar provocative 
expressions painted on them. Despite all 
this, however, as the marchers drew away 
from town and into the open countryside, 
the afternoon assumed a triumphant qual- 
ity. This was disturbed only on several 
occasions when the line of march would 
pass the home of a white family built 
along the highway; at a few of these, the 
family was in the yard abutting the road- 
way, heckling the marchers, and there 
were young boys between about seven and 
nine years, walking about, waving rifles 
and pistols at the crowd. This triumphant 
quality was not at all diminished by the 
presence of the National Guard at all in- 
tersections and patrolling the line of the 
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march in jeeps with three helicopters and 
several light planes constantly circling 
overhead. 

The day ended in a camp pitched in a 
cow pasture with an outburst of energy 
that expressed itself in group singing. After 
this the majority of marchers quietly 
boarded waiting busses and returned to 
Selma or to the city from which they had 
come. 

Conversations with people from Selma 
and with many that came for the march 
reflected on aspects of the situation other 
than the demonstration itself. Perhaps 
most revealing about the state of tension 
in the community was the widespread re- 
luctance of Selma residents, both white 
and Negro, to speak to outsiders who were 
there in an official capacity. Almost to a 
man, those whom I sought out who had 
any identifiable social or occupational 
status in the Selma community, specified 
that they could not speak freely unless I 
guaranteed them anonymity. Even then 
there was considerable variability between 
individuals in what I perceived to be their 
degrees of frankness. The most hopeful 
aspect of the interviews was that the people 
who I felt spoke most openly, white and 
Negro, were also the best informed about 
the total situation, seemed the most under- 
standing of all aspects of the problem on 
both sides and showed the most promise 
of being able to work together to pick up 
the pieces and move forward after the 
demonstration was over. 

Among those present in Selma for the 
march, a small number had come on their 
own initiative simply to observe. One 
young man, a southerner, had intended to 
do no more than that, yet found himself in 
an active supporting role in the march, 
much to his surprise. There were several 
others from the South who came as ob- 
servers and remained neutral about the 

demonstration. They commented at great 
length upon the intensity of feeling in the 
community as expressed by white specta- 
tors at the march. Although southerners. 
these young men realized that they had 
been immediately identified as outsiders 
by the Selma residents and were considered 
suspect unless they would clearly declare 
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a position for or against the march; the 
degree of anxiety present in the white com- 
munity made it impossible for almost every- 
one with whom they spoke to tolerate their 
nonpartisan position. None of those that I 
interviewed asked for such a direct posi- 
tion from me, although many seemed to be 
attempting through indirect questioning to 
discover what my position was. It should 
be noted though, that none of this group 
was at the march, which may be a reflec- 
tion of the strength of their feeling about 
it. 

It quickly became apparent that the 
trigger episode for many, if not most of 
those who came down for the march, was 
the experience of seeing the beating and 
tear-gassing of the first marchers on tele- 
vision. A number of white marchers, 
particularly among those who came as in- 
dividuals without organizational affiliation 
were unexpectedly preoccupied with their 
possible underlying reasons for coming to 
Selma as if a desire to demonstrate against 
a perceived social injustice were an inade- 
quate explanation for this. Some spon- 
taneously commented that guilt was the 
motivating force, several distinguished be- 
tween what they called “good” and “bad” 
reasons and a few became evasive when 
asked. Many of these people spontaneously 
remarked that until the march they had 
not been active in civil rights. 

Interviews with the members of the 
local community, Negro and white, were 
held with people whose names or positions 
were given to me by at least two other 
members of the community. The initial 
group came from several Selma Negroes 
whom I met at the church and was eX- 
panded as I spoke with those on this list. 
l interviewed a total of 12 people and 
Spent an average of slightly less than an 
hour with each of them. While there were 
considerable differences among positions, 
the extensive agreement on many issues 
Was most impressive. The differences were 
often matters of interpretation or degree 
and by no means followed a strict color 
line. As many of these people could be 
readily identified, my promise ‘of anonym- 


ity prevents me from describing them 
er. 
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Probably the statement made most con- 
sistently by these people was that Selma 
was being "crucified" by the demonstra- 
tion. There was widespread agreement on 
this; the main differences concerned the 
need for this to be done. There was similar 
agreement that such a result led to further 
separation of the white and colored seg- 
ments of the community, with strengthened 
unity within each group and sharpened 
bitterness between them. However, more 
than half of the people spontaneously re- 
marked that this ultimately would force in- 
creasing collaboration between the two 
groups if the community were going to sur- 
vive. The greatest diversity of reactions 
was around the extent of bitterness and dis- 
ruption in the community; some thought it 
would take several generations before the 
town returned to the relatively tranquil 
level of race relations it enjoyed before the 
civil rights activity began, while others felt 
that the animosity would subside within 
several years. 

, Although I spoke to no hard-core, tra- 
ditional segregationists, at least several of 
those I interviewed were identified with a 
definitely conservative position. Neverthe- 
less, all acknowledged that it was clear 
that total integration was the pattern for 
the future; the only question Was the scale 
with which the future was to be measured. 
This ranged from the immediate future to 
several decades; almost all referred to the 
pervasiveness of the traditions and values 
that would have to be overcome before 
such a pattern would function smoothly. 
Despite their desire to delay this process 
many of the whites, when questioned 
directly, openly acknowledged that if they 
Were in a position similar to that of the 
Negroes, they would probably be equally 
militant. 

A. frequent observation of Selma resi- 
dents, both Negro and white, whom I in- 
terviewed concerned the composition of 
the movement. There were references to 
the apparent absence of support by local 
leaders, to the very obvious presence 2 
outsiders and to the prominence among the 
local activists of identified groups of mal- 
contents and agitators. This was explained 
by some as lack of local interest and by 
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others as merely apparent, a result of 
threats of economic reprisals for participa- 
tion which necessitated that the support 
of many of the acknowledged Negro 
leaders remain covert. Although it never 
was stated directly, I had the impression 
that this was equally true for at least some 
members of the white community, includ- 
ing several of the leaders, who were more 
sympathetic to the movement than their 
public statements woufd indicate. Some 
people felt that the outsiders had simply 
come in looking for a community to stir 
up, while others stated that not only had 
the outsiders formally been invited in by a 
community leader, but that they also were 
needed to provide moral support, the 
energy necessary to waken the local Negro 
community out of its lethargy and the 
powerful pressure required to get a re- 
sponse from the white community. While 
some pointed critically to the presence of 
the troublesome malcontent, others re- 
marked on how participation in civil 
rights activities reduced their disturbing 
behavior in other areas. 

Those whom I interviewed were almost 
unanimous in their feeling that the demon- 
stration aroused a great deal of tension in 
the community. Among the whites, it was 
mostly fear; fear about what the Negro 
wanted, about how he would try to get it, 
about what he would do when he got it 
and about what would happen to the white 
community. This appeared to have but 
little to do with simple ignorance of fact; 
while many of the whites were surprisingly 
unaware of the development of the situa- 
tion and the stated intent and goals of the 
local movement activity, there was con- 
siderable anxiety even among those fairly 
well informed. In the Negro community 
the tension arose partly out of fear of 
economic reprisal for participation, but 
mostly from the indecision of many of the 
Negroes about participation itself. Once 


they could settle the latter issue for 
e nature of the 


themselves, regardless of th [ 
decision, considerable relief was experi- 
enced. 

Eleven years ago, the 
handed down a decision W! 


Supreme Court 
hich represented 


976 


a shift in federal policy on the subject of 
Negro rights; that a significant portion of 
the evidence presented in that case was of 
a behavioral science nature is not unim- 
portant to our current position. Since then, 
there have been many actions by the 
federal government to reaffirm this new 
policy. It has been the stated goal of the 
civil rights movement to implement this 
policy and to obtain full rights for Negroes 
immediately. The opposition has attempted 
to prevent this wherever possible, and the 
battle has taken place in both the legal and 
the extralegal arenas. I belabor this point 
because I feel its starkness is the only way 
to convey a sense of the intensity of the 
passions aroused by this conflict. I can say 
without hesitation that I recall no conflict 
situation in which my feelings have been 
stirred so strongly in the past. The potency 
of this situation for generating a powerful 
emotional response is an element that must 
be given overriding consideration in any 
thought about the activities of observers in 
situations similar to this one. 

The place of personal as compared to 
professional commitment also must be 
examined in determining the observer roles 
possible in such a situation. Dr. Levin 
aptly pointed out that militant civil rights 
activity does not necessarily follow from 
professional identification, Perhaps it is 
because behavioral science evidence 
played such a significant part in the 1954 
decision that we feel so directly involved 
professionally. However, what was indi- 
cated then was merely a principle: genuine 
equal opportunity must be provided. That 
the decision was not a statement of imple- 
mentation was evidenced by the need for 
a subsequent Specific statement on that 
subject: with all deliberate speed. The 
movement currently is concerned with im- 
plementation, and decisions of this nature 
are not professionally based. Whether now 
or later (and if later, how much later) 
must be decided on a personal level, si 
that involves a judgm: SIS 


t inv J ent of how 
social disruption should be risked in aed 
munity for the benefit of a particular seg- 


ment of it, as compared to how much that 


same segment should be forced to t 
a slower process of change to seen 
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risk of this disruption. This is a personal 
rather than a professional decision, al- 
though once having made a commitment 
in this area, there are opportunites for the 
use of professional skills in the process of 
action. 

It is important to remember that despite 
the fact that psychological evidence with 
mental health implications was a major 
part of the presentation before the Su- 
preme Court in 1954, improved mental 
health is not the goal of the civil rights 
movement. Civil rights activities and con- 
flict doubtless would continue unchanged 
even if evidence were produced indicating 
a negative effect on mental health. How- 
ever, any behavioral scientist doing re- 
search in this area must be aware not only 
that his work may contribute to a greater 
understanding of the nature and dynamics 
of social problems but that it also may 
contribute to the arsenal of either side for 
use in public debate. 

The problems faced by Dr. Levin and 
myself highlighted nearly all the difficulties 
likely to be faced by an observer in this 
Situation. The concept of a "neutral" ob- 
server does not sit well with either side. 
Consequently, observation within the 
groups at the vanguard of the battle, 
Whether within the civil rights movement 
or among the segregationists, likely will 
have to be by someone clearly committed 
to militancy. However, there are numerous 
people on both sides of the conflict, who, 
although supporting and even committed 
to a position, are not primarily identified 
with it. People in this category, both white 
and Negro, are more willing to accept the 
publicly uncommitted observer. For be- 
havioral science research, this is important 
since there will be many situations in 
which the study of this particular group is 
appropriate. Z 

There will also doubtless be behavioral 
Scientists as interested in studying the col- 
laborative phase which must out of neces- 
sity follow upon the conflictual one as 
there are those interested in studying the 
conflict. For this one needs bilateral accept- 
ability, a quality that will not be present 
if there has been a partisan indentification 
earlier. Furthermore, if there is a profes- 
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sional role for behavioral scientists beyond: 
that of neutral observation and docu- 
mentation, it is conceivable that there will 
be a place for mediators as well as pro- 
tagonists. To fulfill such a role, it is es- 
sential that although he must be respected. 
as knowledgeable of the situation, a per- 
son should not have been identified with a 
partisan position in the past. 

For these reasons, as in any situation 
where ethical decisions are involved in a 
situation about to be studied, it is essential 
that the behavioral scientist very clearly 
think through his personal position in con- 
sidering his professional goals. Without the 
former the latter may be doomed to 
failure; depending on the intensity and 
nature of his personal convictions, it may 
be impossible for him to operate effectively 
either in a nonpartisan or in a committed 
position. Also, the identification inevitable 
and necessary to successfully study one 
side in a conflict will make it difficult, if 
not impossible, to adequately evaluate the 
other group. The need for this clarity is 
compounded by the intensity of the emotion 
in the atmosphere; the situation is almost 
certain to bring to the fore sympathies 
which catch one up in their thrall and can 
weaken the judgment of the most dis- 
ciplined observer. 

While my observations revealed little 
substantive material that could be con- 
sidered new, and I made no attempt at 
documentation, they did support a number 
of findings reported in different contexts. 
_ First among these, I would mention the 
importance of simple social contact and a 
shared task in breaking down group bar- 
riers. The noticeable change in many of 
the clergy from their stiff formality during 
the first day to their informal, easy-going 
manner over the next several days Was à 
very striking example of this. 

À second factor is the tempering effect 
of decision and commitment on anxiety. 
As is true in all conflict situations, the 
movement presented the community, 
Particularly the Negro element, With à 
clear-cut demand for commitment. While 
the immediacy of this demand provoked a 
Crisis for many, its resolution through com- 
mitment to either support or Oppose the 
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movement was followed by considerable 
relief. In the light of current thinking about 
the nature of commitment and its relation- 
ship to mental health, this can be con- 
sidered as providing an opportunity in this 
direction. 

Related to this is the third point, the 
strength and discipline that the individual 
draws from identification with a cause and 
with a group to which he is committed. 
Indicative of this were the quiet children 
in the church basement before the march. 
So too is the marked improvement follow- 
ing identification with the civil rights 
movement in the self-discipline, particu- 
larly in school, of those adolescents and 
young adults previously identified as 
chronic malcontents as a result of their 
earlier, generally disruptive behavior. 

A fourth observation concerned the 
unifying effect of this kind of conflict on 
the group and its potential for good in 
forcing collaboration between Negro and 
white in the community. While prolonged 
conflict can buttress positions and render 
them inflexible, it also provides a tremen- 
dous source of energy for collaborative 
effort when survival of the larger com- 
munity is at stake. 

‘An element of importance to us, both as 
individuals and professionals, is the im- 
plication of one particular aspect of the 
event. Those who spoke of Selma being 
crucified and scapegoated were speaking of 
the social phenomenon, focusing on this 
one town, to call attention to a widespread 
social injustice. It is inappropriate to in- 
terpret or analyze this in terms of the 

rsonal motivations of the participants; 
that is wholly irrelevant. Support for social 
change is naturally going to come from 
those discontented with the established 
order, and the reasons people may have 
for supporting or opposing change do not 
reflect on the value of the change. The 
social significance of action cannot be 
evaluated in terms of personal motivation. 
However, 2 matter of direct concern to us 
as mental health professionals, is the ex- 
tent that this scapegoating is occurring on 


a personal psychological level as well; the 


nature of the preoccupation of some of 
the white participants with their motiva- 
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tion for being at the march suggested that 
they may have been personally using Selma 
as a scapegoat, relying on massive expia- 
tory gestures such as participation in geo- 
graphically removed demonstrations to 
relieve the guilt experienced as a result of 
not having integrated their belief in the 
goals of the civil rights movement in their 
daily living through participation in the 
perhaps more mundane and less exciting 
ongoing civil rights activities in their 
homes. We have seen repeatedly in our 
clinical work the inefficiency of this man- 
ner of dealing with conflict and guilt, re- 
sulting as it does in a repeating cycle of 
guilt and expiation with no opportunity 
for the development of a constructive drive 
for significant change in a situation. There 
is real danger of a personal and social 
tragedy should the participants in the 
march return home and not continue their 
civil rights activities there. Not only will 
it represent a failure in personal integrity 
for them with all that implies, but it also 
will serve to justifiably increase the bitter- 
ness of both the white communities subject 
to such demonstrations and also of the 
Negro in the participants’ home com- 
munities. The importance of providing 
opportunities for participants to continue 
their activities after they return home is 
obvious. Dr. Levin refers to one such op- 
portunity in his report. 

I am grateful to Ortho for the oppor- 
tunity to be present at this demonstration. 
It was an illuminating experience in which 
the complexity of many of the problems of 


the South took on a reality that I had not 
earlier appreciated. 


* * * 


If. Report by Dr. Levin. 


Dr. Auster and I were 


three and a half days of the pre i 

and march from Selma to Mu. 
Alabama. Dr. Auster’s Teport contains a 
vivid description of tone and events in Ala- 
as Snie our presence. 

n implementing the intent of 

to provide observations and ey 
both the civil rights movement and com- 
munity elements in Selma, we agreed upon 


present during 
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a functional division of assignment. Pre- 
vious identification with the civil rights 
movement dictated that my observations 
and activities be largely confined to the 
movement and the Negro community 
while Dr. Auster was to attempt the more 
difficult task of communication with the 
white and professional communities. His 
Teport indicates the remarkable success he 
achieved with a most difficult assignment. 

The leadership and activists of the civil 
rights movement do not easily accept the 
concept of “neutral” observer. While this 
might be seen as a provincial or sectarian 
bias, the degree of personal sacrifice in- 
volved in civil rights participation in the 
South makes intensity of feeling under- 
standable. Movement people tend to be 
cautious in their exchanges with those not 
clearly identified with civil rights. Much 
greater frankness is possible with those 
identified with the movement. 

The Negro community itself is less 
Suspicious and accepts the outside observer 
or peripheral participant with greater open- 
ness. 

Traditionally, the movement has had 
serious reservations concerning the use of 
"psychological motivation” as a pertinent 
Or useful tool in assessing social action. 
There is also doubt (particularly among 
SNCC and CORE activists) as to the 
ability of "white, middle-class profes- 
sionals” to surmount their cultural biases 
and translate their skills to the Negro com- 
munity. 

Further, the function and skills of social 
and behavioral scientists are not readily 
apparent nor clearly delineated to the 
Negro community and movement activists. 
An important first task will be to identify 
our commitments and eur skills. 

Observation and description of masses 
of people create serious theoretical and 
methodological problems. When observing 
à group as diverse and as large as that 
which congregated in Selma, Alabama, 
only the grossest observations can be made 
without the possibility of serious sampling 
error. Some generalizations are possible. 

The participants were completely inte- 
grated. There was a large number of white, 
northern participants. The preponderance 
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of local Negroes and a surprisingly large 
number of women took part. Age range 
was wide, from infants in arms to octo- 
genarians. The largest single group ap- 
peared to be young people between 20 and 
35. The next largest group appeared to be 
teenagers. There was a substantial group 
between 35 and 50 and a significant num- 
ber of elementary school-age children. 

Large-group behavior was characterized 
by responsiveness to direction, discipline 
and cooperation. As Dr. Auster has ob- 
served, presentation of a problem brought 
volunteers forward to assume the respon- 
sibility and creativity necessary for fulfill- 
ment of the task. The leadership appeared 
to be trusted and accepted by participants. 
The creative cooperation of the group 
would appear to indicate that motivation 
of the participants was both appropriate 
and widespread. The sparsity of individual 
actions in spite of minimally functioning 
civil rights authorities would indicate a 
high degree of self-discipline and under- 
standing. 

My observations of individuals and 
smali groups will suffer from skewed 
sampling. My contacts were with three 
groups: (1) civil rights leaders and ac- 
tivists, (2) the Medical Committee for 
Human Rights and allied personnel and 
(3) participants who identified me or were 
referred to me as a civil rights “shrink.” 
My observation of these populations did 
not vary from past experiences. 

The civil rights leadership and activists 
continued to impress me as remarkably 
thoughtful and disciplined individuals who 
strived to resolve conflict on the basis of 
issue. 

The Medical Committee for Human 
Rights professionals who function best 
within a more structured situation fre- 
quently had difficulties in adapting their 
skills and resources to the highly fluid 
structure of the civil rights movement Te 
gardless of their civil rights views. Those 
accustomed or more adaptable to non- 
Structured situations appeared to use 
themselves more productively and with 
less sense of personal frustration. I was 
again struck with increasing forcefulness 
by the low reliability in predicting indi- 
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vidual function in civil rights work. This 
observation brings the whole problem of 
screening and its usefulness into question. 

Those individuals seen in “counseling” 
varied considerably in background prob- 
lems. Discussions with many of the psy- 
chologists, psychiatrists and social workers 
present at the march confirmed my im- 
pression that there was not an unusually 
large group of individuals with emotional 
disabilities. I do not fegl able to arrive at 
generalizations as to personality or char- 
acter components of civil rights partici- 
pants. Counseling service was sought 
primarily by civil rights workers who had 
been in the field for some time. They 
sought out professionals previously known 
to, them. For this group the continued 
problem appears to be either inability or 
unwillingness to make allowances and pro- 
visions for effects of prolonged stress. 

I received a number of reports of very 
successful "conflict resolution” sessions 
conducted by Dr. A. L. Halpern of Syra- 
cuse. This type of activity is becoming 
more widespread in the civil rights move- 
ment, and a number of requests have come 
to me for further workshops in this area. 

Observation can be a sterile exercise. 
We might ask, “observation for what pur- 
pose?” Three areas suggest themselves: 
(1) documentation, (2) research and (3) 
implementation. 

Documentation. What shall we record? 
What might be the specific role of be- 
havioral and social scientists? Unlike the 
historian or journalist, whose skills lend 
themselves to broad observation, our pro- 
fessional skills are in more circumscribed 
areas. Further, a clear delineation between 
individual and social problems is necessary. 
While the effect of social problems upon 
individual personality is an area to which 
Ortho can bring resources and methodol- 
ogy, the problem of social responsibility 
becomes apparent. For instance, publica- 
tion of a paper based upon interview with 
three paranoid personalities within the 
civil rights movement might contribute to 
an understanding of the individuals and to 
the role of the social problems in paranoid 
structure, but it is likely to do a disservice 
to the civil rights movement and to the 
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relationship of social and behavioral 
Scientists to that movement. 

The civil rights movement does recog- 
nize that research is needed but leaders are 
concerned that it be relevant to their goals. 

Research. A considerable body of fruit- 
ful information for civil rights workers has 
derived from the research undertaken by 
behavioral and social scientists in the last 
three decades. The civil rights movement 
is aware and appseciative of the works of 
men like Dr. Kenneth B. Clark and Dr. 
Robert Coles. There is keen desire for 
further research in the areas of intergroup 
relations and the effects of segregation and 
poverty. The civil rights movement seeks 
research which will aid in implementation 
of its program and concepts. a 

Implementation. Social and behavioral 
scientists have taken an active role in the 
civil rights area without the recommenda- 
tion of observers. Many have been in- 
volved in reconciliation and education 
throughout their professional careers. 

I do not subscribe to the view that all 
professionals must be involved in the civil 
rights movement. Participation in the civil 
rights movement does not of necessity flow 
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from the professional commitments of be- 
havioral and social scientists. Civil rights 
activity may be prompted by an a priori 
ethical commitment. For some, conse- 
quently, use of professional skills may not 
be on an impartial basis but, rather, may 
be deliberately directed toward fulfillment 
of an ethical commitment. 

Dr. Martin Luther King, Jr., in his 
speech launching the march from Selma to 
Montgomery, specifically noted the strong 
concern and investment the civil rights 
movement had in the "Poverty" program. 
Social and behavioral scientists can play an 
important role in delineating and planning 
projects which will further the goals of the 
civil rights movement. To accomplish this, 
a regular liaison could be set up with civil 
rights organizations. 

Further, certain special skills are needed 
for service to the civil rights movement: 
educators, psychiatrists, psychologists, 
social workers can all find projects await- 
ing their professional participation. And, 
lastly, the civil rights movement welcomes 
the participation of all social and be- 
havioral scientists as citizens committed 
to the concepts of equality and justice. 


MENTAL HEALTH HIGHLIGHTS 
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by Jack Wiener 


Chief, Program Analysis Section, Community Research and Services Branch, 


National Institute of Mental Health 


Congressional Countdown 


Health history was made when President 
Johnson signed the Medicare Bill (Social 
Security Amendments of 1965, H.R. 
6675) on July 30, 1965. Staff of the De- 
partment of Health, Education and Wel- 
fare are developing regulations to inter- 
pret the lengthy, complex law. Staff re- 
cruitment and organizational changes are 
under way for the massive job of begin- 
ning to pay many benefits on July 1, 1966. 

Because of the publication deadline, no 
attempt is made here to summarize the 
law. But one important difference between 
the approved law and the House bill is the 
inclusion of care in psychiatric hospitals 
under the "basic" insurance plan. The 
House bill had limited inpatient care to 
general hospitals. 

Also, a revised version of Senator Ribi- 
coff's Child Mental Health bill was adopted 
as an amendment to the Senate Medicare 
bill. As finally approved by Senate and 
House, the grants program was dropped, 
but $500,000 was authorized in fiscal years 
1966 and 1967 for a nongovernmental 
Commission which would make an exten- 
sive study of "resources, methods, and 
practices for diagnosing or preventing emo- 
tional illness in children and of treating, 
caring for, and rehabilitating children with 
emotional illnesses." The proposed com- 
mission on mental illness in children Te- 
sembles the Joint Commission on Ment 
Illness and Health which, however, was 
primarily concerned with adults. 


Staff As Well As Bricks 


* 

In July, 1965, Congress passed the bill 
providing for federal grants for the initial 
staffing of community mental health cen- 
ters (Mental Retardation Facilities and 
Community Mental Health Centers Con- 
struction Act Amendments of 1965, H.R. 
2985). Compared to the House bill, the 
final law extended the authorization for ap- 
propriations through the fiscal year ending 
June 30, 1972. Centers can receive federal 
aid for 51 months provided that the fed- 
eral staffing grant begins in fiscal years 
1966, 1967 and 1968. 

The law authorized appropriations of 
$19.5 million in fiscal year 1966, $24 mil- 
lion in 1967, $30 million in 1968 and such 
appropriations as may be necessary in later 
years. The total cost of the seven-year 
program is estimated at $224 million. 

In response to controversy about the 
leadership of the centers, the Senate Com- 
mittee report said the following: 

“There is no intent in any way in this 
bill to discriminate against any mental 
health professional group from carrying 
out its full potential within the realm of its 
recognized competence. Even further it is 
hoped that new and innovative tasks and 
roles will evolve from the broadly based 
concept of the community mental health 
services. Specifically, overall leadership of 
a community mental health center pro- 
gram may be carried out by any one of 


the major mental health professions. Many 
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professions have vital roles to play in the 
prevention, treatment and rehabilitation 
of patients with mental illnesses." 

The law also continued and expanded 
the program of research and demonstra- 
tions in educating handicapped children 
and the program of training teachers of 
handicapped children. 


Federal Addiction Rehabilitation 


In June, 1965, the Johnson Administra- 
tion introduced a bill which would empha- 
size rehabilitation rather than punishment 
in the handling of drug addicts charged 
with violating federal laws. The Narcotic 
Rehabilitation Act of 1965, S. 2152, would: 

1. permit the choice of civil commitment 
rather than criminal prosecution* of 
drug addicts, 

2. offer a treatment program for addicts 
who have the potentiality of rehabili- 
tation, 

3. permit wider use of parole. 

The law would particularly benefit the 
younger addict who has not been involved 
in serious crimes. The Public Health Serv- 
ice would be responsible for treatment of 
addicts with a civil commitment; the Office 
of the Attorney General would be respon- 
sible for the treatment of addicts convicted 
of criminal offenses. Contracts could be 
made with public or private organizations 
to provide treatment or aftercare services 
for addicts. 


Piercing the Human Bubble 


Congressional committees in both the 
Senate and House of Representatives have 
investigated the use of personality tests by 
the federal government in employee selec- 
tion. Asking a job applicant to take a per- 
sonality test has been attacked as an un- 
Mes eec into his private life 
and constitutional ri, i 
Multiphasic Persona meee 


1 lity Invent. 
a major target. Objects parie been 


) tions have been rai 

to asking for true-false Tesponses to M 
tions like the following: “I wish I were not 
bothered by thoughts about sex,” “I pray 
several times every week.” Mr. John Mac: 
Jr. chairman of the United States Ciel 
Service Commission, said that Personality 
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tests such as the Minnesota Multiphasic 
Personality Inventory will not be used in 
employee selection in the future and will 
be permitted only in medical examinations. 


Symbiosis 

The federal Office of Economic Oppor- 
tunity announced a new $2.5 million dem- 
onstration program that will give “foster 
grandparents” to neglected children. Low- 
income people, 55 years old or over, will 
help care for “abandoned or neglected” 
children in institutions and hospitals. Ac- 
cording to the Office of Economic Oppor- 
tunity, this part-time employment will sub- 
stantially raise the income of the aged and 
also should give them some emotional re- 
wards in helping to meet the needs of 
children. For the children, the program 
should provide better care and the stimu- 
lation of another human relationship. 

According to plans, this pilot program 
will be tried in about 20 cities by the end 
of this year and, if successful, will be 
greatly expanded. 


State Organization 


Organizational changes in four states 
resulted in bringing together mental health 
and mental retardation program units into 
single state departments. A major objective 
was closer coordination of community 
mental health and mental hospital pro- 
grams. 

The Texas legislature created a new De- 
partment of Mental Health and Mental Re- 
tardation which will begin operating on 
September 1, 1965. The new department 
will be responsible for the administration 
of state mental hospitals, state institutions 
for the mentally retarded, community pro- 
grams for mental health and mental re- 
tardation, and the Houston State Psychi- 
atric Institute for Training and Research. 
These programs had been administered by 
the Board for Texas State Hospitals and 
Special Schools and by the State Depart- 
ment of Health. The Board for Texas State 
Hospitals and Special Schools will be 
abolished. 

.The North Dakota legislature took a 
different approach by concentrating the 
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state's mental health programs in the State 
Department of Health. The State Hospital 
in Jamestown and the Grafton State School 
for the Mentally Retarded will join the 
state community mental health program 
(which had been in the Health Depart- 
ment) to form the new Division of Mental 
Health and Mental Retardation in the 
Health Department. 

The Florida legislature authorized the 
Board of Commissioners of State Institu- 
tions to create a new Division of Mental 
Health and a Division of Mental Retarda- 
tion. The new Division of Mental Health 
will be responsible for the state mental 
hospitals and the state community mental 
health program as well as for research. 
The new Division of Mental Retardation 
will have similar functions in relation to. 
mental retardation. Formerly the state 
community mental health program had 
been in the State Board of Health. Both 
new Divisions will have the authority to 
make grants to assist community programs. 
The governor will determine when the or- 
ganizational changes will be made. 

Last, by executive order, the governor 
of Washington state transferred the com- 
munity mental health program from the 
Department of Health to the Department 
of Institutions. Authority for the construc- 
tion of community mental health centers 
and mental retardation centers also was 
transferred to the Department of Institu- 
tions, which has had primary responsibility 
for the mental hospitals, institutions for 
the mentally retarded and correctional 
institutions. 


State Community Mental Health Acts 


Three more states (Nevada, New Hamp- 
shire and Texas) passed community men- 
tal health services acts in 1965 providing 
for state grants-in-aid to local community 
mental health programs. Counting Idaho, 
North Dakota and Tennessee which also 
Passed community mental health acts In 
1965 (see July issue of Journal of Ortho- 
Psychiatry, page 815), a total of 27 states 
now have such laws. , 

The Nevada law covers the following 
local services: 
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1. outpatient clinics for the mentally ill 
and mentally retarded, 

2. psychiatric services in general hospi- 
tals and inpatient services for the men- 
tally retarded, 

3. rehabilitation services for the men- 
tally ill and mentally retarded, 

4. informational services to the general 
public and mental health education 
for community agencies, 

5. mental health consyltation to commu- 
nity agencies. 

To be eligible for state aid, a local pro- 
gram must have at least two of the five 
services. The costs of inservice training can 
be matched by state funds. The state can 
pay up to a maximum of 50 per cent of 
logal expenditures, excluding expenditures 
for construction or capital improvements. 

An unusual provision of this law pro- 
vides for the organization of a state con- 
ference of local mental health directors. 
State standards, rules and regulations for 
administering the act must be approved by 
the state conference of local mental health 
directors. 

The New Hampshire law is especially 
designed to aid rural, sparsely populated 
areas which have limited financial re- 
sources. Usually the state will pay up to 
two-thirds of local expenditures for service 
and operating costs with a ceiling of one 
dollar per person in the population of the 
area. However, the commissioner of the 
State Department of Health and Welfare 
has the discretion to increase the state 
share in communities which are unable to 
raise local matching funds. a 

Further, as an incentive to communities 
which do not have a Vier health pro- 

am, during the first year of a new pro- 
pin the gis will provide up to $7,500 
without any required local matching funds. 
In the second year the state will pay three 
dollars for every one dollar raised locally. 
In addition, if the area has a low popula- 
tion density and is 20 miles or further from 
another clinic, the ratio of three state dol- 
lars to one local dollar becomes the con- 
tinuing matching formula. : 

The Texas law authorizes the establish- 
ment of local community centers for men- 
tal health and mental retardation services. 
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The method of allocating state grants-in- 
aid funds to local centers differs markedly 
from the formulas used in other states. Ac- 
cording to the law, "in determining the per- 
centage of the total amount available to be 
allocated to each eligible community men- 
tal health center, the department shall give 
due consideration to the following factors: 

1. the population of the region served by 
the center, 

2. the sociocultural and economic char- 
acteristics of the region, 

3. the rate of mental disorders and disa- 
bilities in the region as revealed by re- 
liable statistics, 

4.the ability or potential ability of the 
center to provide comprehensive men- 
tal health services for all residents of 
the region and d 

5.the quality of the center’s mental 
health services and the effectiveness 
of the services in terms of average 
cost per patient-stay and other rele- 
vant indices, or the potential quality 
and effectiveness of the services." 

Oregon, which passed its law in 1961, 
increased the maximum state share of local 
community mental health expenditures 
from 50 per cent to 75 per cent. Also the 
legislature indicated that it intends that the 
minimum state share will be at least 50 
per cent. 

Minnesota and New York amended 
their community mental health acts to per- 
mit the use of state matching funds to pay 
for construction costs of local facilities. 


A Most Popular Law 


The mental health law most frequently 
passed by state legislatures in 1965 requires 
that tests for phenylketonuria be given to 
newborn children. By midyear, 20 states 
had passed statutes which make the tests 
mandatory: Alaska, Colorado, Connecti- 
cut, Hawaii, Idaho, Illinois, Indiana, Iowa. 
Kansas, Maine, Maryland, Michigan, Min- 
nesota, Missouri, Montana, New Hamp- 


shire, Oregon, South Carolina, Texas and 


* ("Selected Characte: 


1963," Mental Health Manpower, Current 
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ristics of Social Workers Em; 


Utah. In addition, under the Florida and 
Oklahoma laws, tests are not mandatory, 
but the State Board of Health has the power 
to make them mandatory. The Arkansas 
and West Virginia laws encourage the use 
of these tests but do not require them. In — 
most of the states, the test could be waived — 
if the parents objected because of religious — 
beliefs. J 


Interstate Compact 


Colorado and Washington approved leg 
islation in the spring of 1965, joining the- 
Interstate Compact on Mental Health. The- 
Compact is a cooperative interstate agree- 
ment which permits a state to provide hos-— 
pital care, treatment and aftercare to mens 
tally ill and mentally retarded patients 
even if they are residents of other states. 
Thirty states are now members of the- 
Compact. 


! 
1 


Social Work Manpower 
(Including Womanpower) 


About 7,500 social workers were ems 
ployed in institutions for the mentally ill” 
and mentally retarded and in outpatient - 
psychiatric clinics in 1963. Their average 
age was 41, and one of three was a mani 
Three-fourths had a master's degree. 

More than half of the social workers 
were in outpatient psychiatric clinics and 
about a third in public hospitals for the - 
mentally ill. Eighty-five per cent of the so- 
cial workers in outpatient clinics had a 
graduate degree compared to 64 per cent 
in public hospitals. / 

These data are from a large survey Of — 
professional personnel in mental health es- 
tablishments which was conducted by the 
National Institute of Mental Health.* 


N.Y. Drug Addicts on Parole 


The New York State Parole Board Te 
ported an unusual degree of success in 
treating narcotic addicts released from - 
prison under intensive parole supervision. — 


ployed in Mental Health Establishments, 


PHS, U.S. Department of Health, Es n n. Activities Report No. 6, May 1965, 
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With a group of 695 parolee-addicts who 
had been under supervision between 1956 
and 1961, 27 per cent had made a "fully 
satisfactory adjustment" over periods from 
one to four years after leaving prison and 
had kept away from both crime and nar- 
cotics. An additional 9 per cent apparently 
were able to stay off the drugs but were 
involved in other criminal behavior. 

The parole officers were especially 
trained and each had a small caseload 
which made it possible to provide close, in- 
tensive supervision. The basic method used 
in dealing with parolees was authoritative 
casework. The overall approach to the 
parolees was therapeutic and if a man got 
into trouble he usually got help immedi- 
ately in his home or in a hospital rather 
than being returned to prison. Although 
parole officers were permissive, they treated 
the addicts with firmness and could put a 
man back in prison. 

Confirming the hypothesis that drug ad- 
dicts begin to abstain as they approach 
middle age, this study found that 43 per 
cent of those over 30 years of age abstained 
as compared with 25 per cent of those 
under 30 years of age.* 


Too Many 


In an interview survey of a sample of 
the U.S. adult population, the Louis Harris 
polling organization found that 19 per 
cent of the people “often felt bad” because 
they “drink too much for (their) own 
good.” 


Recent Publications of the National 
Institute of Mental Health 


1. Fact Sheet, The Comprehensive Com- 

munity Mental Health Centers Program. 

Public Health Service, U.S. Department of 

Health, Education, and Welfare, 8 pp. 
This is a brochure which outlines the 
Federal Community Mental Health Cen- 
ters construction program in simple lan- 
guage. 


* (Diskind, M. H. and Klonsky, G., 


Experiment,” Federal Probation, December 19 
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2. Research Utilization in Aging—An Ex- 
ploration. 1964, U.S. Department of 
Health, Education, and Welfare, Public 
Health Service Publication No. 1211, 
Washington, D.C., U.S. Government Print- 
ing Office, 117 pp. 
This report contains the papers presented 
at a National Institute of Mental Health 
conference planned to stimulate com- 
munication between reseachers and 
practitioners dealing, with problems of 
aging. 
3. The Protection and Promotion of Men- 
tal Health in Schools. 1964, Mental Health 
Monograph 5, U.S. Department of Health, 
Education, and Welfare, Public Health 
Service Publication No. 1226, Washington, 
D,C., U.S. Government Printing Office, 
5j pp. 
What can the schools do to prevent emo- 
tional disorders in children? From the 
Preface: “Prevention has all the quali- 
ties of a slippery fish but with even less 
substance to hang onto. The group of 
contributors therefore tried to establish 
clearly the conceptual basis for preven- 
tion of mental and emotional disorders 
in children and adults.” 
4. Research Activities of the National In- 
stitute of Mental Health. 1965. U.S. De- 
partment of Health, Education, and Wel- 
fare, Public Health Service Publication 
No. 1291, Washington, D.C, US. 
Government Printing Office, 57 pp. 
Mental Health Research Findings, 1963. 
1965. U.S. Department of Health, Educa- 
tion, and Welfare, Public Health Service 
Publication No. 1136, Washington, D.C., 
U.S. Government Printing Office, 28 pp. 
These two pamphlets describe some of 
the diverse research projects sponsored 
by the National Institute of Mental 
Health. The reports cover basic, clinical 
and program research with the focus on 
significant findings. her 
Single copies of these publications can 
be obtained without charge from the U.S. 
Public Health Service, Washington, D.C. 


20201. 


*A Second Look at the New York State Parole Drug 
64, pp. 34-41)- 
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American Psychosomatic Meeting 


The 23rd annual meeting of the Ameri- 
can Psychosomatic Society will be held in 
Chicago March 18 to 20, 1966. Abstracts 
should be submitted by November 15, 
1965, to Robert A. Cleghorn, M.D., chair- 
man, 265 Nassau Road, Roosevelt, New 
York 11575. The Program Committee asks 
that abstracts be limited to 500 words. 
Eleven copies are required with only one 
copy indicating the full identification of the 
author and his place of work. This innova- 
tion is being tried (by vote of the member- 
ship at the last business meeting) in order 
to determine whether selection of abstracts 
may be made more impartial. 


Bradley Center Receives Grant 


The Bradley Center, Inc., (a private, 
nonprofit center for psychiatric services, 
research, training and consultation in Co- 
lumbus, Georgia) has been awarded a 
grant of $184,265 from the Training and 
Manpower Resources Branch of the Na- 
tional Institute of Mental Health, Public 
Health Service. The grant will cover a five- 
year training program aimed at demonstrat- 
ing that it is possible to train large numbers 
of physicians, ministers, nurses, casework- 
ers, school personnel and others to serve 
as mental health counselors in communi- 
ties lacking psychiatric and social services, 
Training will be conducted in isolated com- 
munities within a radius of 200 miles of 
oe David S. Shapiro, Ph.D., is di- 
rector of training and educatio; 
Leonard T. Maholick, M.D. is codirectar. 


Workshop in Group Psychotherapy 
A workshop in “ 


and Group Process” 
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Group Psychotherapy 
will be held October 


22 to 24 at the Raleigh Hotel in South 
Fallsburg, New York, by the Association 
for Group Psychoanalysis and Process, 
Inc. The workshops will be open to psy- 
chiatrists, psychologists, social workers 
and qualified colleagues who are involved 
in group psychotherapy and group process 
programs for training, research, treatment 
and education. 

Inquiries may be directed to Dr. Milton 
M. Berger, AGPP Workshops Director, 50 
East 72nd Street, New York, New York 
10021. 


Mount Sinai Vice President Named 


Dr. George James, commissioner of 
New York City Department of Health 
since 1962, will become vice president of 
the Mount Sinai Medical Center and dean 
of the new Mount Sinai School of Medi- 
cine on November 1. He also will be chair- 


man of the Department of Community 
Medicine. 


Grants to NASW 


The National Institute of Mental Health 
has made two grants to the National Asso- 
ciation of Social Workers which are signi- 
ficant to the development of comprehen- 
sive community mental health centers 
throughout the country. 

A grant of $35,000 was given for the 
first phase of a study of the place of social 
Work practice in the current organization 
and delivery of mental health services. A 
Second grant of $90,000 will be used to 
develop a three-year leadership training 
program in mental health social work. 
When established, the program will pro- 
vide intensive training for psychiatric s0- 
cial work supervisors and administrators 
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in clinical facilities through a series of 
workshops combined with educational 
activity. 


New Social Work Journal 


The first issue of a new quarterly jour- 
nal, Abstracts for Social Workers, was pub- 
lished in July by the National Association 
of Social Workers. The journal will ab- 
stract from more than 200 professional 
publications. Dr. David Fanshel, of the 
Columbia University School of Social 
Work, is chairman of the Editorial Advi- 
sory Board. 


Federal Construction Grants 


Minnesota and Missouri are the first 
states to qualify for federal grants-in-aid 
in financing the construction of community 
mental health centers under the Commu- 
nity Mental Health Centers Act of 1963. 
With the approval by the Department of 
Health, Education, and Welfare of state 
plans for the two states, communities in 
Minnesota and Missouri may submit ap- 
plications for construction projects to the 
mental health authority in their states. 


APWA Biennial Conference 


Public welfare in the decade ahead will 
be the theme of the American Public Wel- 
fare Association's biennial conference De- 
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cember 1-4 in Chicago. The Economic 
Opportunity program and medical care for 
public assistance recipients will be among 
topics on the program. 


Seminars Scheduled 


A series of seminars and workshops 
scheduled for this fall at the Esalen Insti- 
tute, a nonprofit, educational organization 
in Big Sur, California, includes the follow- 
ing: October 22-24, Maurice Friedman, 
“Contemporary Images of Man: A Source 
of Understanding & Direction for Pro- 
grams of Change”; October 29-31, Frank 
Barron, “The Psychology of Creativity”; 
October 31-November 5, George I. Brown, 
"Cfeativity Training Workshop"; Novem- 
ber 5-7, Donald D. Jackson & Virginia 
Satir, “The Family"; November 7-12, Vir- 
ginia Satir, "Institute on Conjoint Family 
Therapy"; November 12-14, Sidney Jour- 
ard & Gerald Goodman, “A Psychology of 
Intimacy—Self-Disclosure and the Secret”; 
November 14-17, Gerald Goodman, 
“Workshop on Self-Disclosure”; November 
19-21, J. B. Rhine, “Parapsychology and 
the Nature of Man”; November 26-28, 
Clark Moustakas and Hobart Thomas, 
“Humanistic Values in Education”; De- 
cember 10-12, Robert Gerard, “Psycho- 
synthesis—Imagination and Meditation as 
Integrative Processes”; December 10-12, 
J. F. T. Bugental, “The Further Develop- 


ment of Man.” 
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Carl L. Kline, M.D. Alice B. Molholm Joseph G. Slavin, Ph.D. 
Irwin J. Knopf, Ph.D. Sol Nichtern, M.D. Howard J. Slepian, Ph.D. 
Albert Krinsky, M.D. Katherine B. Oettinger Elizabeth Starkweather, 
Maurine B. LaBarre Rita M. Ransohoff Ph.D. 
Harvey M. Lacey, Ph.D. Elsa B. Redlich, M.D. Janet Switzer, Ph.D. 
Rema Lapouse, M.D. Cornelius Reed Minda Turkel 
Robert H. Lawler, M.D. Murray K. Reed, Ph.D. Jessie Watters 
Marilynn M. Lee Beatrice S. Reiner Charles Wenar, Ph.D. 
Herman Leon James N. Rinaldi Martha L. Wertz 
Leonard Lesser Leonard Rohmer Benjamin A. Wetherill 
Judith Lieb J Vinton N. Rowley, Ph.D. Muriel C. Winestine, 
William M. Lordi, M.D. Jules Schrager Ph.D. 
Marie F. Mantel Rene M. Schwartz Elma K. Wolf 
George W. Marten, M.D. Pauline M. Shereshefsky Helen Z. Wortis 
William K. McKnight, Malcolm R. Sills, M.D. Dorothy C. Wylie 
M.D. James E. Simmons, M.D. James W. Yarnal 
Esther Menaker, Ph.D. Roland H. Singer, Ph.D. 
The following were elected to membership: 
Abend, Sander M., M.D. (A) Connor, Dorothy C. (C) 
Abrams, Julian, Ph.D. (B) Cornelison, Floyd S., Jr., M.D. (A) 
Abramson, Leonard S., Ph.D. (B) Corrie, Christopher C., M.D. (B) 
Abrohams, Janice E. (C) Cox, William H., Jr., M.D. (A) 
Adams, Paul L., M.D. (A) Cross, Jean A., Ph.D. (D) 
Adessa, Sylvester (C) Crow, H. Carol (C) 
Adler, Martin D., Ph.D. (E) Decker, Robert J., Ed.D. (B) 
Akutagawa, Donald, Ph.D. (B) Delany, Lloyd T., Ph.D. (B) 
Amini, Fariborz, M.D. (A) DeMontford Hum, Sister M. (D) 
Appelberg, Esther, D.S.W. (C) Derr, Harry L., Jr. (C) 
Attardo, Nettie, Ph.D. (C)  Deschin, Celia S., Ph.D. (C) 
Attneave, Carolyn L., Ph.D. (B) Deutscher, Max, Ph.D. (B) 
Bardon, Jack I., Ph.D. (D) Donnell, Catherine, Ph.D. (C) 
Bartlett, Lillian A. (C) Duggan, Vivian (B) 
Baumrind, Diana, Ph.D. (B)  Duhl, Frederick J., M.D. (A) 
Belenky, Selma (C) Ehrenreich, Gerald A., Ph.D. (B) 
Blumenfeld, Harry (C) Evans, Robert, M.D. (A) 
Ard Lorraine E. (C) Fader, Milton, M.D. (A) 
i somud »i (C)  Fagin, Claire M., Ph.D. (E 
rae , Martin, Ph.D. (B)  Farragher, Mary E. (B) 
redemeier, Harry C., Ph.D. (D) Fast, Irene, Ph.D. (B) 
Brody, Gerald L., M.D. (A)  Feldberg, Murray, M.D. (A) 
Brotman, Richard, Ph.D. (E) Filner, Doris (B) 
Brown, Bertram $, M.D. (D)  Firestein, Shirley G. (©) 
Brown, Mortimer, Ph.D. (B) Fowler, Inez, M.D. (A) 
Bine Brein, (C) Frank, Alan, M.D. (A) 
NE yt J., M.D. (A) Frank, Marjorie H. (D) 
RUE As BER ep. (B) Fredericks, Marilee, Ph.D. (B) 
piede idee (C)  Friedenberg, Harold L., O.D. (BE) 
mberlain, Cecil R., Jr, M.D. (A) Friedland, Alvin, M.D (A) 
Christ, Adolph E S EDEN. 
Christ, Adolph E, MD. (A) Fry, Martha E. (E) 
Coddington, R. Dean, M.D. (A) Fuller, Gerald B., Ph.D. (B) 
CERES idein MB (C)  Futterman, Edward H., M.D. (A) 
Ingram, M.D. (A) Garfield, Edith T. (B) 
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Gargantiel, Fernando H. 
Garland, Patricia 
Gerstein, Alvin L, Ph.D. 
Gibboney, Donald E. 
Gilbert, Martha L. 
Ginsberg, Isadore I. 
Glasser, Paul H., Ph.D. 
Goldfarb, Alvin L, M.D. 
Goldstein, Joseph, Ph.D. 
Goodin, Kathleen E. 
Gordon, Harold 
Gottschalk, Kathryn Q. 
Gruhn, Adolph M. 
Halasz, John E., M.D. 
Hall, Marian D., Ph.D. 
Halpert, Harold P. 
Harper, Louis E. 

Harris, Elizabeth T. 
Harris, M. Robert, M.D. 
Harte, James R., M.D. 


Hathaway, Rosamond T., M.D. 


Henderson, Oliver, M.D. 
Hinton, Marion M. 
Hirsch, Jay G., M.D. 
Hofstede, Mary Jo 
Hume, Robert C., M.D. 
Jacob, Elizabeth 

Jacobs, Leona J. 

Jakub, Janet, M.D. 
Jenkins, Shirley, Ph.D. 
Johnstone, R. Eugene 
Jones, Alfred, Ph.D. 
Jones, Patricia M. 
Kellam, Sheppard G., M.D. 
Kenna, Marita D., M.D. 
Kerchner, Richard L. 
Kimelman, Leah 
Kimmich, Eugene J. 
Kissel, Stanley, Ph.D. 
Klapper, Zelda S., Ph.D. 
Kligerman, Sidney, M.D. 
Komisaruk, Richard, M.D. 
Kopper, Florine D. 
Kramer, Ramon J. 
Krugman, Dorothy C., Ph.D. 
Lawton, Marcia J., Ph.D. 
Ledeboer, Charlotte G. 
LeLievre, Robert E., M.D. 
Levaggi, Jules A. 
Lilleskov, Roy K., M.D. 
Lindsley, Ogden R., Ph.D. 


Llewellyn, Charles E., Jr., M.D. 


Lockett, Harold J., M.D. 


Loeb, Dorothy G. 
MacLauchlin, Anna M. 
Mally, George A. 
Malmquist, Carl P., M.D. 
Mangin, Leon 

Marx, Alfred, Ph.D. 
McGrail, Ola 

Meyers, Edna O. 

Millar, T. P., M.D. 
Minuchin, Patricia P., Ph.D. 
Mitchell, Charles F. « 
Mitchell, Richard O. 

Moore, William P., M.D. 
Morrison, Gilbert C., M.D. 
Munzer, Jean, M.D. 
Nothdurft, Virginia D. 
Nuckols, Frank J., M.D. 
O'Connor, William E. 
Offord, David R., M.D. 
Palmore, Barbara M. 
Pancost, Richard O. 

Perutz, Lotte 

Porter, Rutherford B., Ed.D. 
Powers, Douglas F., M.D. 
Preston, Debora S. 

Price, John M., Jr., M.D. 
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Schachter, Teresa W. 
Schiff, Sheldon K., M.D. 
Schloss, Lewis J., M.D. 
Schnitzler, Lisa 

Sereda, Lawrence E., M.D. 
Siegel, Burton, Ph.D. 

Sills, D. Dwight 

Sternberg, Sydney 

Stoer, Leopold, Ph.D. 
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The bylaw revisions were approved by 781 votes, or 81 per cent of those voting. 


Chairman Benton awarded life membership certificates to Dr. Thorleif G. Hegge, 


Dr. Carmelite Janvier, Dr. Harry M. Little, Dr. William C. Menninger, Dr. William F. 
Roth, Jr., and Dr. Blanche C. Weill. 


Dr. Leonard J. Duhl read to the merübership a letter from the presidents of the Society 
for the Study of Social Problems, the Society for the Psychological Study of Social Issues 
of the American Sociological Association and the Society for Applied Anthropology. The 
letter was directed to Ortho among other organizations. It urged that observers be sent 
to cover the major civil rights demonstrations in the South and elsewhere "so that the 
American people may derive the advantage that is to be gained from the presence of pro- 
fessionally trained social scientists and from the reports they might issue." 


_ On Dr. Duhl’s motion, the membership approved the letter and the proposal that it be 
implemented. 


ym motions which the Board had passed at its previous Wednesday meeting were 
read: 

? First (read by Mr. Haddock): “The Board expresses its grief and pays tribute to the 
Citizens who have lost their lives in the civil rights struggle. The Reverend Reeb of Boston 
is but one of many who have been active in this phase of the century-long movement for 
the establishment of equality among citizens, His death symbolizes the sacrifices made 


by all who have given so much. The courage and sacrifice inspires us to continued par- 
ticipation in the struggle and will not be forgotten." 


Second (read by Dr. Leon Eisenberg): "The Board of Directors of the American 
Orthopsychiatric Association strongly endorses President Johnson's program to guarantee 
the right to vote to all citizens. As mental health experts, we recognize that the opportu- 
nity to participate in the democratic process is essential for positive identification with the 
goals of this Society. In its absence, the growth of apathy, hostility and other forms of 
aggressive behavior destructive to this society will accelerate rather than diminish." 


The two resolutions were endorsed by vote of the membership. 


ph. Tom Levin raised the question of whether the first motion (to send observers to 
cover civil Tights demonstrations) might be acted upon in time for representatives to be 
E io overte Sunday-to-Thursday demonstrations being planned in Selma, Alabama. 
xe E: a ened a call requesting Ortho’s participation from Aaron O. Wells, 
irman of the Medical Committee for Human Ri ts, i i i ith the Southern 
Christian Leadership Conference. n Rights, in conjunction with the 


On Dr. Levin's motion the membership voted to instruct the Board of Directors to 
make every effort to send at least one Observer. 


A ON PES PE ce: 


BUSINESS MEETING 993 


(Continuation of the meeting, March 20) 

Dr. Benton reported that the executive committee had asked Dr. Tom Levin and Dr. 
Simon L. Auster to represent Ortho at Selma during the four-day period. 

Norman V. Lourie called members' attention to the importance of the "Head Start" 
program (of the federal Office of Economic Opportunity) in working with preschool 
children and suggested that the Association might want to consider getting in touch with 
the National Education Association, the American Psychiatric Association, the Academy 
of Child Psychiatry and the N.A.S.W. to urge members to give their attention in their 
communities to helping the program. 

After some discussion Mr. Lourie's motion directing the Board to appoint a com- 
mittee to deal with the matter was passed. e 

Reporting on the Program Committee’s work, Dr. Samuel Pearlman expressed grati- 
tude to the executive secretary, Dr. Marion F. Langer, for her “sturdy, self-renewing, 
informal” style in performing the “long and continual burdens of professional administra- 
tion.” He mentioned that her report, published in the recent Ortho newsletter, had given 
focus to the programming process and “for the first time gave a dynamic delineation of 
what occurs in the development of the annual meeting’s proceedings. 

“The high points are clearly stated: within a period of four years—from 1962 to 1965, 
inclusive—the number of individuals on the program has increased from fewer than 500 
to nearly 800; the number of sessions, symposia, workshops and so on has risen from 
107 to more than 160; the number of abstracts received following the call for papers this 
year represents an increase of about 40 per cent; and more joint sessions with other 
professional organizations are established now than ever before in the past.” 

Ortho has developed to the point where it must give frank recognition to its leadership 
role in the professional, scientific and community aspects of mental health activities, Dr. 
Pearlman said. He raised several questions: Does the program of any year jibe with the 
stated goals of the Association? Are there better forms of programming to achieve these 
goals? Should the very idea of a large annual meeting be discarded? Has the program 
design been fitting the needs? Has its content been too scattered, covering too many areas 
too superficially? What groups in Ortho's registered population do benefit from the 
present format and content, and what groups do not? Is there a form for an annual meet- 
ing, other than the present one, which might be more constructive? Should there be an 
annual meeting held regularly in one form or another along with submeetings in various 
regions of the country with a focus on teams-in-depth? The present structure involves an 
enormous expenditure of energy. Is it worth this expenditure? 

At this point Dr. Pearlman asked for audience reaction. Members gave their sugges- 


tions and raised further questions as follows: 

The possibility of regional meetings was suggested. Some members favored them, and 
others feared they represented a diffusion of effort and talent. A suggestion for setting up 
research and study groups in various sections of the country to prepare carefully out- 
lined digests was made. The function of the national meeting and its size were discussed. 


Questions were raised as to whether there could be higher standards for the acceptance 
of papers and whether more critical discussion of papers would be helpful. Members 
spoke favorably of “theme day,” and one person asked about data on attendance at these 
sessions. It was suggested that arrangements might be made to carry through on selected 
aspects of problems that are discussed so enthusiastically at annual meetings and then 
essentially dropped until the next meeting. 

Summarizing the discussion, Dr. Benton concluded that there appears to be no strong 
dissatisfaction with the present format of the annual meeting even though members have 
some questions and select sessions according to their special interests. There is no wide- 
spread demand for changes, and the annual meeting is essentially a successful one. He 
wondered if more attention should not be paid to developing clinical themes. 
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(At its March 17 meeting the Board of Directors recommended that the function of 
reviewing regional groups be added to the charge of the committee to review the 


AOA annual meeting program. ) 


Dr. Benton introduced Dr. Stubblefield and turned the meeting over to the new 


president. 


Dr. Stubblefield spoke of the general concern for providing a common meeting ground 
for those involved in treatment of problems of human behavior, fostering research and 
study and spreading information. He mentioned the problems of Ortho's relationship 
with other associations and of making contact with decision-makers in our society. As 
specific examples of the challenges in the year ahead he mentioned the action taken on 
the civil rights issue. After asking for members' active cooperation in the work of the 
organization in the year ahead, the new president declared the meeting adjourned. 
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LETTERS TO THE EDITOR 


A Continuing Dialogue 
To THE EDITOR: 


I am responding to the letter by Dr. 
Charles Wenar in the April, 1965, issue, in 
which he commented on the editorial, 
"New Directions in AOA," (October, 
1964) by Dr. Irving Berlin. I am acquainted 
with the view Dr. Wenar takes concerning 
fears of Ortho's becoming overcommitted 
in the direction of social action, with re- 
sultant harm to its professional identifica- 
tion and its scientific goals, as well as his 
feeling that by so doing Ortho would be 
performing a disservice to society. I have 
great respect for Dr. Wenar and for others 
Who sincerely hold these views. It is true 
that such a danger exists for Ortho, 
perhaps more so than for many other pro- 
fessional organizations because its profes- 
sional workers from a variety of disci- 
plines are called upon to play active roles 
in community activities that affect mental 
health. In my opinion Dr. Wenar does 
Ortho a service by expressing his opinions 
articulately and provocatively. Neverthe- 
less his letter requires some reply since the 
Very force of his views and the vigorous 
manner of their expression lays them open 
to some distortion *and to possible misin- 
terpretation. 

In his remarks Dr. Wenar employs the 
legitimate method of reductio ad absurdum 
to point up the limited state of our current 
knowledge in the area of human behavior 
Which can lead to positive social action. In 
So doing he cites some rather extreme ex- 
amples of unhealthy actions which might 
Stem from what he sees as Ortho's current 
Orientation. I shall pass these by as repre- 
Senting attempts to underscore a valid point 


rather than as serious possibilities. In his 
sincere effort to stress the need for further 
systematic knowledge before premature so- 
cial action is taken, however, Dr. Wenar 
is led to make some rather sweeping state- 

a n M . 5 " 55 
ménts which raise implications going far 
beyond the dangers he has rightly indi- 
cated. 

For example, Dr. Wenar seems to imply 
a basic dichotomy between the intrapsychic 
approach, which he supports, and the fam- 
ily-oriented, group-oriented, or community- 
oriented approach, which he feels Ortho 
is swinging toward. Rather, he states that 
the latter approach is characterized by "a 
sorry grab-bag of borrowed ideas and 
empty phrases," and implies that it lacks 
the "intellectual adventure" of the intra- 
psychic approach. He goes on to say that 
Ortho is *encouraging a Babel of therapies 
without requiring evidence that one kind 
of intervention can substitute its claim or 
demonstrate its superiority over another." 

Dr. Wenar is right to call for scientific 
vigor in all areas, although I feel more 
confident than he that a vigorous discussion 
of ideas within the forum of Ortho's scien- 
tific meetings will eventually call forth the 
evidence he seeks. It is true that some per- 
sons have pictured a dichotomy of the 
type he implies and have tried rather ag- 
gressively at times to claim that the intra- 
psychic approach is “on the wane,” a view 
with which Dr. Wenar and I among others 
disagree. I must admit however that I did 
not expect to see a scientist of Dr. Wenar’s 
caliber supporting even by implication such 
a dichotomous approach to the study of 
human behavior admittedly from the op- 
posite side of the fence. The irony is that 
Dr. Wenar in his publications exhibits full 
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awareness of the balance between internal 
(intrapsychic and physiologic) and external 
(interpersonal and environmental) forces 
which is involved in ways not always 
clearly understood in the characteristics of 
the child's development and adaptation as 
well as in the nature of his breakdown in 
adaption with resultant disease pictures, 
or in his developmental deviation when 
such occurs. In fact, as a sophisticated 
worker in the psychosomatic area, he has 
made significant contributions to just such 
a theoretical scheme involving physiologic, 
psychologic and social factors in the eti- 
ology of disease of all types. 

With such a scientific background I 
would think that Dr. Wenar would find it 
hard not to support Dr. Berlin's positien 
in his editorial regarding the great difficulty 
today of separating the intrapsychic con- 
flicts underlying individual psychopathol- 
ogy from the social and cultural factors. It 
would seem to me that he could hardly 
take issue with Dr. Berlin's further point 
that such a conceptual view is underwritten 
by the best thinking in modern dynamic 
psychology growing originally out of the 
intrapsychic approach, which certainly 
must not be abandoned, in the logical at- 
tempt to identify and modify unhealthy 
social forces. 

After some thought I am forced to con- 
clude that Dr. Wenar was not really re- 
sponding directly to the scientific and pro- 
fessional issues raised by Dr. Berlin. In his 
rather anguished call for caution and his 
earnest attempt to stress the limitations of 
our understanding in the social area, Dr. 
Wenar is driven to omit mention, for ex- 
ample, of the available knowledge regard- 
ing the deleterious effect of emotional and 
cultural deprivation, from a variety of 
sources upon the child’s intellectual, social, 
emotional and physical development. I do 
not think that Dr. Wenar would overlook 
the hazards of premature birth and other 
complications of pregnancy for the child's 
cognitive development, which occur more 
frequently in underprivileged groups. Nor 
would he be likely to disagree with the ap- 
propriateness of early screening of children 
with developmental and other potential 
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problems in learning in order to apply pre- 
ventive techniques. 

Although he does not refer to them in his 
letter, I am sure that however he evaluates 
them, Dr. Wenar as a scholarly person, 
does not ignore the serious theoretical con- 
tributions made by reputable clinicians and 
social scientists regarding “open” versus 
“closed” feedback mechanisms between 
mother and infant, the transactional re- 
verberations within the networks of family 
interpersonal forces, the triangular, com- 
plementary and other subgroup operations 
within the family, the characteristics of 
family functioning as a small group in it- 
self, the phenomenon of family equilibrium 
and "crisis" and “field” theoretical concepts 
in relation to individual and family func- 
tioning, in the context of sociocultural and 
historical forces within the community, re- 
gional and national society. If some terms 
and concepts are borrowed from other 
fields, so too were such terms as instinct 
and defense in the earlier phases of the 
intrapsychic approach. Such borrowing 
need not conflict with the beginning in- 
sights offered us by the interpersonal group 
approach. If family and group therapists 
and community workers are still forging 
techniques, so too are individual therapists, 
among whom little unanimity exists regard- 
ing approach and outcome—understand- 
ably so because of the complexity of the 
field. 

Finally, although Dr. Wenar indicates 
correctly that the "number of firmly estab- 
lished principles of human behavior which 
could serve as a clear basis for social ac- 
tion could be printed on one page of this 
journal,” he neglects to mention that the 
violation of one or more of these several 
principles may affect dctrimentally the de- 
velopment or adaptation of hundreds of 
thousands of children. Moving into the 
community for the benefit of the many does 
not to me mean abandoning the individual 
approach. Indeed many outstanding work- 
ers in the individual approach must pre- 
cede the step toward community action. 
The wiser heads in the community mental 
health movement recognize that the path 
of science and truth does not involve 
changes for the sake of change, nor the 
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throwing out of the old, but rather the 
building of the new upon the old; modifica- 
tion of the old is appropriate here. 

In attempting to put Dr. Wenar's seri- 
ously concerned views into another per- 
spective, my own bias and beliefs are 
clearly evident, and I apologize if I have 
done him any injustice in the process. For 
my own part I believe with Dr. Berlin and 
others that Ortho as the only interdisci- 
plinary organization involving the mental 
health professions must take stands on cer- 
tain social issues with the caution con- 
tributed by Dr. Wenar. Ortho cannot re- 
treat from the public area in the face of 
the currently developing mental health 
movement; the organization has by its very 
nature an influential role to play in this 
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movement as a force for considered and co- 
ordinated action. I feel that such an ap- 
proach is still compatible with a high level 
of scientific productivity and rigor and am 
prepared to trust the Program Committee, 
the Editor and the Editorial Committee to 
ensure the continuation of serious and 
stimulating programs and publications. I 
believe that Ortho, which had its roots in 
the need to attack a social problem (juve- 
nile delinquency) can wéth dignity and ap- 
propriateness pursue a course of limited 
social action as long as a continuing dia- 
logue among thoughtful members, such as 
Dr. Berlin and Dr. Wenar, is available for 
the balanced working out of policies of the 


organization. 
e Dane G. Prugh, M.D. 
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RECLAIMING THE DELINQUENT 


By Para-Analytic Group Psychotherapy and the 
Inversion Technique 


By S. R. Slavson. A pioneer group therapist provides a detailed 
description of the methods and successful results of a protracted 
series of group therapy sessions with seven "delinquency-saturated 
boys. A thorough presentation of the theoretical background of 
delinquency and the para-analytic group psychotherapy and in- 
version technique is followed by a session-by-session record of the 
therapy in progress. 1 November 1965 $9.95 


EFFECTIVE PSYCHOTHERAPY 


The Contribution of Hellmuth Kaiser 


Edited by Louis B. Fierman, Yale Medical School, and Chief of 
Psychiatric Service, Veterans Administration Hospital, West Haven, 
Conn. In the face of growing professional disillusionment over the 
ineffectiveness of traditional psychotherapies, Dr. Kaiser's writings 
inspire new hope for a curative therapy for the psychoneuroses, 
and possibly the functional psychoses. Dr. Kaiser believed that main- 
taining a communicative intimacy must be the first concern of the 
therapist, and that the therapeutic process must be non-manipulative, 
non-authoritarian, and non-directive. The Foreword to this volume 
outlines Dr. Kaiser's biography and the development of his meth- 
odology. November 1965 $6.95 


FAMILY OF OUTCASTS 
A New Theory of Delinquency 


By Seymour Rubenfeld, Consultant on Youth and Delinquency, 
National Institute of Mental Health. The author views sociological 
and Psychological realism against the broader background of the 
individual's relationship to history, ideology, beliets, and vaiue 
systems. Included in this examination is the important work done 
by Merton on anomie, and by Erikson on identity problems in ado- 
lescence. Case material and research data amplify the text. 


Just Published $5.95 


Available at your bookseller 
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An Outstanding Selection 


from THE FREE PRESS M7» 
MENTAL DEFICIENCY 3 


The Changing Outlook REVISED EDITION 


Edited by Ann M. Clarke and A. D. B. Clarke, both of the 
> Manor Hospital, Surrey, England. A basic reference now revised 
and enlarged by the addition of nearly one hundred pages of new 
material. Highly praised in its first edition: "|t brings together the 
broad spectrum of knowledge directly pertinent to theoretical issues 


A. and to management and habilitation practices in mental retarda- 
tion . . ."—American Journal of Mental Deficiency 
e Just Published $10.95 


TEACHING THE TROUBLED CHILD 


By George T. Donahue, Assistant Superintendent of Schools, 
Elmont, New York, and Sol Nichtern, President of the New York 
Council on Child Psychiatry. Based on the actual work accomplished 
in Elmont, New York, this stud challenges those traditional tech- 
r niques that isolate the disturbed child from family, peers, and com- 
munity. Integral to the approach is the use of volunteers, "'teacher- 
moms," women who provide a meaningful one-to-one relationship 
needed by many disturbed children, and who serve, under the 
supervision of the professional team of educators, sychologists, and 
psychiatrists, as the children's instructors. A study that will be of 
major interest to all educators, it provides an exciting demonstra- 
tion of the methods and results of a program that can be practically 


pursued and economically structured in nearly every school qs f, 
.95 


THE MENTALLY SUBNORMAL 


The Social Casework Approach 


Edited hy Margaret Adams, Senior Social Worker and Coordi- 
nator, Child Psychiatry Department, The Jewish Hospital, Brooklyn. 
Contributions from nine distin uished authorities specializing in 
fields that deal with the mentally retarded. ". .. a good resource 
text book . . . would be of interest not only to students of social 
work but to all concerned with health, welfare, and training services 
for the mentally defective." —Mental Retardation $7.50 
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from Basic Books 


TRIGANT BURROW 


Preconscious 
Foundations 
of Human 
Experience 


Edited by William E. Galt 
Foreword by Nathaw W. Ackerman 


THE PERSISTENCE in human relations of a 
powerful integrative and cohesive princi- 
ple is the theme of this posthumous work. 
Burrow cites evidence of its influence from 
literature, dreams, folklore, and everyday 
experience. In his view, the maturation of 
the native preconscious mode has been in- 
terrupted in human evolution, thus produc- 
ing internal division and hostility between 
men. 

“Burrow is one of the few professionals 
of this century to treat mental illness with- 
out losing social perspective—the concept 
of the individual in his community. Thus, 
the book is sociologically rich, and more: 
Burrow has drawn from philosophy, an- 
thropology, biology, psychology, and, obvi- 
ously, clinical psychiatry. . . . Trigant 
Burrow was certainly fifty to one hundred 
years before his time. He well warrants 
study by those professional psychothera- 
pists who wish to practice with open 
minds."—CORNELIUS BEUKENKAMP, Inter- 
mational Jowrnal of Group Psychotherapy 


BASIC BOOKS, Inc., Publishers 
404 Park Avenue South 

New York, N.Y. 10016 

Please send me ... copy (ies) of PRECON- 


SCIOUS FOUNDATIONS OF HUMA 
EXPERIENCE at $5.50. I enclose EN 


ten-day examination. LN 
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POSITION 

ADDRESS 
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OBSERVATION AND DIAGNOSIS 
of the Exceptional Child— 


Multi-disciplinary 
Approach 


Initial 3-month resident program offers 
parents a comprehensive diagnosis and eval- 
uation of their child's mental and emotional 
condition . . . Multi-disciplinary staff out- 
lines constructive plan for maximum devel- 
opment . . . Includes medical studies, 
electroencephalographic and neurological ex- 
aminations, individual psychiatric, psycho- 
logical, speech and hearing tests and eval- 
uations, diagnostic therapy. Also year-around 
program. All facilities for treatment and 
training. For information and literature 
write Walter Jacob, Ph.D., Director, Box J 
THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 
A Unit of the American Institute for 


Mental Studies (AIMS) 
Pearl S. Buck, President, Board of Trustees 


Founded 1888 


raii 


Beautiful scenery, pleasant climate, 
friendly interracial community, cul- 
tural opportunities, progressive 
comprehensive mental health pro- 
grams. Openings for all mental 
health disciplines, on all islands, 


hospital and community work. 


Write to: 

Mr. Theodore Dabagh, 
Personnel Officer 
Department of Health, 

Box 3378 Honolulu, Hawaii 96801 


AP 


ON AN EXCITING NEW RENTAL PLAN 
YOU PAY ONLY FOR TIME AND SERVICES USED!! 


WHERE 


The new Lexington Professional Center, 
a distinguished 6-story elevator building 
with a prestige address. Modern, air-con- 
ditioned, and handsomely furnished, it 
has been carefully planned for efficiency 
and comfort. 


paperwork and exchange of ideas . . . with- 
out charge. 


SERVICES 


Everything you expect of a modern office 


—receptionists, telephone answering, sec- 
retaries, private office nurses . . . and more. 


Some services are extra, but are paid for 
only when used. é 


COST 


Phenomenally little, Since you pay only for 
what you use... at a low hourly rate, 

* plus a nominal monthly fee. No capital in- 
vestment, no office to manage. 


FACILITIES 
Everything you expect of a well-equipped 
medical center, including —sound-proo, 
suites for analysts . . . some with play 
therapy equipment. 
A pleasant extra is the large lounge and 
conference room available at all times for 


For additional information call—Mrs. Ruth Freund, Exec. Director. .UN 1-9000 


Identification 
and Child Rearing 


ROBERT R. SEARS, LUCY RAU, and RICHARD ALPERT 


This book, which reports on a research project involving 40 nursery school 
children and their parents, has two main concerns: to discover to what 
extent several types of behavior presumed to be products of identification 
are correlated with one another in four-year-old children; and to determine 
whether any specific child-rearing practices or attitudes are associated 


with these behavioral developments. Stanford Studies in Psychology, IV. 
November. About $7.50 


Order from your bookstore, please 


STANFORD UNIVERSITY PRESS 


NEW 
RESEARCH MONOGRAPHS 
FROM CWLA 


Behavioral Characteristics of Children 

Known to Psychiatric Outpatient Clinics 
With Special Attention to Adoption 
tatus, Sex, and Age Groupings), by 
Edgar F. Borgatta and David Fanshel 
Are the behavior symptoms of adopted 
children more severe than those of other 
children treated at psychiatric outpatient 
clinics? This monograph presents a set 
of ESTE TO useful in de- 
scribing distur! children. Report of a 
study of 607 children known to 30 psy- 
chiatric clinics in the, United States. 


R45 40 pp. = $1.50 


Perspectives on Adoption Research 


Four papers presented at the biennial 

program of the Society for Research in 
hild Development, porre California, 

April 1963. Introduction by Henry S. 
aas. 


* Trends in Adoption Research, Edmund 
V. Mech 

* Methodological Problems in Adoptior 
Research, Paul V. Carlson. won 


* Theoretical Implications of Ad 
Research, Leon d. Yarrow opia 


* Adoption Ri "n 
Dorada. on Overview, 


R-4 64 pp. $150 


Order with This Handy Coupon 
Child Welfare League of Amei T 
44 East 23rd Street "m 
New York, N.Y, 10010 
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PSYCHIATRISTS 


Prestige Office Space Available 
in the ; 

MEDICAL BUILDING 

16 East 79 Street, New York City 


Air-conditioned 
Unexcelled transportation facil- 
ities 


Office for psychiatrist, share beau- 
tifully furnished waiting room 
with another psychiatrist 


Also one three-room unfurnished 
suite 


Reasonable rentals 


For appointment to inspect: call 
TR 9-2848 


Advanced Program 


DOCTOR OF PHILOSOPHY 


An Advanced Program in Social Work 
and Social Research with emphasis on 
preparation for teaching and research. 


Open to Men and Women 


Fellowships, Traineeships, and Research 
and Teaching Assistantships 
are available. 


> 


For application or information write to 


The Director, Graduate Department of 
Social Work and Social Research 


815 New Gulph Road 
BRYN MAWR COLLEGE 
Bryn Mawr, Pennsylvania 


Soundprdofing Aid ! ! 


SOUND SHIELD 


The foremost soundproofing aid 


“It works!” This is the delighted reply 
that we received from the many psy- 
chotherapists who responded to our ad 
in several professional journals, 


SOUND PROOFING AID—Sound Shield 
a finely engineered, compact unit especi- 
ally designed to insure sound proofing 
in psychotherapists’ waiting rooms. Where 
fans, fish tanks and radios have failed, 
Sound Shield has succeeded. It produces 
a "white sound" which is unobtrusive 
but effectively drowns out voices, music 
and other sounds from adjoining rooms. 
— Simple adjustment allows a variety of 
sound levels and tone mixes all in a 
pleasant sound spectrum. Where disturb- 
ing noises intrude themselves into the 
consulting room, Séund Shield has proven 
extremely effective. Plugs into any 110/ 
120 volt AC outlet. Costs pennies a month 
| to operate. 


Size: 6" diam. 314”. 10 day Money 
Back Guarantee. Price: $19.95. Send 
check or money order to: Sound Shield 
Company, Dept. 40, Box 402, Roslyn 
Heights, N. Y. 


SLOSSON 
INTELLIGENCE 
TEST (SIT) 


For Children and Adults 


A short, individual, screening, intelligence test 
for use by social workers, guidance & rehabilita- 
tion counselors, Linse and i piy- 

psychologists, psychiatrists, pedia- 
tricians, doctors & nurses, speech ne age 
other ional er who offen need fo 
ks a quick evaluation of a person's mental 
ability. ý 


„ * Takes about 10-20 minutes to give 


and score, 


* Has a high test-retest reliability co- 
, efficient of .97. 


* Has a ia validity coefficient of .95 
in correlation with the Stanford- 
Binet, L-M. 


* Also includes a Slosson Oral Reading 
Tost (SORT) and a bulletin: A Game 
To Improve Your Child's Reading, 


Sold only to professional persons, 
Wion ordering ploase state your pro- 
on. 


Booklet-Kit of Directi 
IQ Finder, 20 (SIT) Score Sheets a 
20 (SORT) Slosson Oral Reading Tests, 
for testing 20 Persons. 


Complete for $3.75, includes postage. 


The booklet of questions can be used 
rio: edidi irme re 


is all soles! eic brand 
adult. Adina SIT and SORT ee 
sheets can purchased at 

ped of 20.) idi 


(A 30 minute tape recording demon- 
strating the testing of 


for two weeks, including test manual, 
SIT & SORT score sheets.) 
Slosson Educational Publications 


Department B 140 Pine Street 
East Aurora, New York 14052 


—— 


SMITH COLLEGE SCHOOL 
FOR SOCIAL WORK 


an expanded PROGRAM OF ADVANCED STUDY 
leading to the degree 


DOCTOR OF SOCIAL WORK 


A new clinical doctorate program emphasizing advanced casework 
theory and practice, to prepare for positions of increased responsibility 


in practice, supervision, teaching, and rescarch 
* 


^ e 
^ ‘THIRD-YEAR CERTIFICATE 
A third graduate year of theory and clinical practice 
è 


Open to men and women. 


Stipends, without agency work commitment provisions, are available. 
ACADEMIC YEAR OPENS JUNE 22, 1966 


. 
For further information write to 
COMMITTEE ON ADMISSIONS, SMITH COLLEGE SCHOOL FOR SOCIAL WORK 
Gateway House, Northampton, Massachusetts 


THE ANDERSON SCHOOL 
Staatsburg-on-Hudson, New York 
The Anderson School is a co-educational, residential school, offering general, business, 
academic, and college entrance courses from grade eight through high school. The 
school is accredited by the New York State Department of Education, and a majority 
of its graduates regularly enter college or junior college. It is psychiatrically oriented 
and is well equipped with the most modern methods and procedures, not only in academic, 
recreational and modern school environment fields, but particularly in personnel and 


pidanie of each individual student. A psychiatrist and psychologist are in attendance. 
ur work emphasizes a much wider concept of student training and growth than is 


conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim. 
For further information write to 
- Dr. Bartlett E. S. Chappell, Headmaster 
84 miles from New York City : Telephone: TUrner 9-3571 


- . A residential facility for intelligent Jr. and Sr. High School males who need 
psychiatric help with problems of underachieving and adjustment. 


For information contact: Rita Burgett, Secretary 
The Readjustment Center 
: Ui e E Box 373, Ann Arbor, Mich. 


Phone: (AC 313) 663-5522 


achievers 
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SMITH COLLEGE STUDIES IN 
SOCIAL WORK 


Announces a Second Printing of 


INTEGRATING SOCIAL AND PSYCHOLOGICAL THEORIES 
IN SOCIAL WORK PRACTICE 
Selected papers from the work of Berta Fantl 
edited by Jerome Cohen, D.S.S. 
June 1964 4 


Contents for October 1965 
The Concept of Verbal Accessibility Norman A, Polansky, Ph.D. 
Abstracts of Theses, Smith College School for Social Work, 1965 


Price $1. Subscription (three issues a year): $3 one year, $4.50 two years, 


$6 three years. 
Published by 


Smith College School for Social Work 
Gateway House 
Northampton, Massachusetts 01060 


The Children’s Division of The Menninger Clinic 


The new Children’s Hospital provides residential treatment 

for emotionally disturbed children from the age of z trough 

early adolescence. Located on a 25-acre campus are the Bonnie 

Phillips Residence for the admission of 30 boys and girls from 2 Southard Place 

5 to 12 years old and girls 12 to 16, the Chris Luhnow Residence Box 829 

for boys 12 to 16, and Southard Schoo) which bs class- 

rooms, tutoring rooms, arts and crafts, music, the home arts, 

manual arts, a library, and a gymnasium. Topeka, Kansas 
Outpatient consultations, evaluation, and treatment are pro- 

vided for children to age 18. 
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Announcing .... 


WILDERNESS 'ROAD 
by CAMPBELL LOUGHMILLER 
‘A study of nearly two decades’ work with emotionally handicapped 
boys in an outdoor camp setting. 


Order from: The Hogg Foundation for Mental Health(3) 
The University of Texas 
> Austin, Texas 78712 
* Texas residents add 2% sales tax Lac 
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